LOCAL 734 WELFARE FUND

6643 North Northwest Hwy. ¢ Chicago, IL 60631-1360 = (773) 594-2810  FAX (773) 631-3824

EMPLOYEE’S STATEMENT
T WIL| T R
MEMBER'S INFORMATION SPOUSE INFORMATION
Your Name Date of Birth Name Date of Birth
Soclal Security Number 0 Male Soclal Security Number Employment Status

[JActive [] Retired

[J Female ] Not Employed
Marital Status: [ Single [] Mamied [] Widowed Telephone No. Employer Name and Address
(] Divorced [ Legally Separated ( ) -

Your Complete Mailing Address

Name and Address of Insurance Company
City State Zip Code
Name of Your E or D ed

of Your Employ ate Employ Policy or Plan No. Insurance I1D Number Type of Coverage
) [ Individual
Employment Status: [ Family
0 Active Effective Date Coverage
[ Retired
(] Not Employed / / [] Medical [ Dental [J Vision
PATIENT INFORMATION

Name Date of Birth Relationship to Member

0O Sett 0O Spouse 1 Cther

if Child: Married? (JYes [JNo Full-Time Student? (] Yes (] No Employed? [] Yes (] No|

[J Natural child living with you.

[ Natural child not living with you.

[J Step-Child

Chiid’s Soclal Security Number

If illness describe:

Claim is for [] lliness [] Pregnancy [J Accident
Date first saw Doctor for this Claim / _ / Where did accident occur?
mm YY
Date Accident Occurred 0O AM.
] PM.
Time

How did accident occur?

HAVE YOU OR YOUR DEPENDENT, OR WILL YOU OR YOUR
DEPENDENT FILE CLAIM FOR WORKERS®
COMPENSATION BENEFITS?

ACCIDENT OR ILLNESS DUE TO AUTO ACCIDENT? | ACCIDENT OR ILLNESS DUE TO EMPLOYMENT?

[JYes [JNo OYes []No 0 Yes . No

ARE YOU OR ANY MEMBER OF YOUR FAMILY COVERED UNDER ANOTHER GROUP HEALTH PLAN? (1 YES [ NO IF YES, COMPLETE THE FOLLOWING SECTION

Covered Famity Member |1 Child:

Name of Person with Other Coverage:

(0 Selt [ Child
{1 Spouse NAME Relationship to Child:
Policy or Plan No. Insurance ID Number Type of Coverage | Name and Address of Insurance Company
O Individual
O Family
Effective Date Coverage '
/ / [J Medical [J Dental ] Vision

lmmmhmwnmmmmNMdmmmlmmwmm or other person who has me of or my 1o disclose when requesied to do 30 by Local 734
Wellare Fund or Its representative, any and all infformationt with respect to any fliness or Injury, madical history, or wmdurmp«unmm Aprmc of this authorization shall be considered as
effective and velid as the original. | understand that Local 734 Wedtare Fund is to pay the hospital, as determined by Local 734 Wedtare Fund, in with the Plan D directly to the provider of the service uniess paid receipts ane presented.

IF CLAIM FOR SPOUSE, SPOUSE'S SIGNATURE

DATE MEMBER'S SIGNATURE

= = 228



