COORDINATION OF BENEFITS QUESTIONNAIRE S

JEZELE SA JAKIEKDLWEK
= - TG TES FOR TAH  HMAS  INFOGRMACIGH

FYTANIA DOTYCZACE ¥ M i
;ODM {;gggL %:L HO- ACERGA DE ESTE MPAESD,

W PROSZE TELEFCH LLAMEN A LA DEPARTA-
DEPENDENT CHILDREN AGES 18-25
MENT {312; 233-888¢ (362 233-6808

PLEASE PRINT INFORMATION AND RETURN TO:

SEIU Local 1 & Participating oyers

111 EAST WACKER DR. » 17th FLOOR « CHICAGO, ILLINOIS 60601 » TELEPHONE (312) 233-8899

lealth Trust

This form must be completed in full for each new claim filed with this office. Upon completion, plecse attach YOour
pills fo it and return o us.

PART |70 BE COMPLETED EBY EMPLOVEE

Areq Phone
Employee’s Name: Code_ No.___
Horme Address: . City . Stette Zip o
SSN or Altemnade Identification #; Birth Daiie: DEX: .
Empilover: ... Phone No.
Address: City: Stode: T
Patiert Informadion: Child's Name

Dafe of Brik Sex

IMPORTANT - THIS SECTION MUST BE COMPLETED ~- FAILURE TO COMPLETE THIS SECTION
WILL ONLY DELAY THE PROCESSING OF THIS CLAIM.

Employes’s Spouse Nome: Dcrde of Birth
Does employes's spouse hove Insurance through his or her employver? QY@S No

Name of emplover sponsoring other insuromces

Nome of emploves belonging o other group

Group Policy Mo, and /or Subscriber No,

Full neorne and phone number of the other insurcnce: .

i clocve answered YES please be sure fo send coples of the same bills to the other company.)

15 this clogm for an infury? OYes ONO Is clogm for

H yes: Medical Emergency? OY@S ONO
Where did it ocour? Dette: Daite: Tme Onset:
How did It happen?_ I symptoms:
Was the mfury or fliness coused by claimant's

ermployment? OY@S ONO
in Accident or Emergency Situctions did you Contact UH.S, Immediately ot 312423-4200() ves Oro
Thereby certity that the foregoing statements, including ony accompanying stotements, cre to the best of my
knowledge cnd belief frue, correct, end compilete. [ hereby cuthorize cny physicicn or cny hospifal fo furish ond
disclose ol known facts concermning this discbility. T will reimburse the fund for cmy overpoayment mades o me or
cn my behod! due to error on this form.

Emplovee Signahare: . Darter
CLAIM CANNOT BE PROCESSED WITHOUT YOUR SISHNATIRE

All benefits provided under this Plom are automaticdlly assigned to the provider of service unless o oid in fudl
receipt IS fumished to the Cloim Office when Claim is made.
-PLEASE COMPLETE B0OTH SIDES OF THIS FORM-




COORDINATION OF BENEFITS QUESTIONNAIRE

JEZELE SA JAKIEKOUAEES
PYTANIA DOTYDZACE TEJ
EORM PROSZE

WAC DO CLAIM EJEPA‘FIH% DEPENDEN? CHELDREN AGES .E 8*—25

MENT {312) 2336855

IPOATANTE: St NECESI
MASION

FOR

"

ONES

dU Local I & Participating I

PLEASE PRINT INFORMATION AND RETUBN TO:

loyers Health Trust

CLAIM DEPARTMENT
111 EAST WACKER DR. « 17th FLOOR « CHICAGO, ILLINOIS 806801 « TELEPHONE (312) 233-8899

II. INFORMATION ABOUT CHILD

1.

. Social Security Number:

B

. Is child employed? OY@S

8.

9.

10. Did child elect health care coverage through his or her spouse’s ermployment? GY@S O No

Full Name of Child:

Child's Dete of Birth:

Month Dary Year

Sex: OM@I@ OFema}e

Child's Address: . ’ e
(If different that vours) Street

7
@:
fD
3
(]

City

ONO - If no, please answer question &

Did child elect health care coverage through his or her employment? G\.’ es ONG

If ves, coverage effective date:

Fuil name cnd phone number of the other inswerice:
Is child O Single G Married - If morried, please answer question 9.

is child's spouse empioyed?@\fes - If emploved, please answer gquestion 10

O«

If yes, coverage effective dote:

Full nome and phone number of the othey insurance:

HI. SIGHNATURE

I affim that i this child is age 18-25 he or she is not enrolled in cny heatth core coverdge offered by the
child's or childs spouse’s employer and that if he or she becomes enrolied in such covercge in the fubure,
[ will inform the Fund within 30 days. I further afirm that the informartion given on this form is true and
correct to the best of my knowledge.

Employee's Signature Date

-FLEASE COMFPLETE BOTH SIDES OF THIS FORM-
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