S

MEDICAL CLAIM FORM

Ulico

The Union Labor Life Insurance Company

Communications Workers Local 1109
Welfare Fund
Tel. No.: {718) 444-1119

P.O. Box 61593
King of Prussia, PA 19406
(Toll Free) Tel. No.: 1-877-800-2956

c/o The Union Labor Life Insurance Company

Mambers Name (print in full} Palicy cr Plan Mo, Social Security NMumber
Rl
C-3968 [l
Haome Address Date of Birth Caytime Phone Mumber
Marital Status Work Status
i [ Single [ Civorced [ Active [0 Disabled
Gty e Zip | O Maried [ Widowed | [ Retired [J Other (specily)
PATIENT INFORMATION SPOUSE INFORMATION
Marne Date of Birth Mame Date of Birth

Social Security Murmbsar

[J Hospital {Part A) only [ Both (A & B)
O Medical (Part B} anly [ Mone
| Describe sickress or injury. I injury, whera and how did it ooowr?

Retatanship 1o Member Sex Siocial Security Mumber Employment Status
[ Self [ Spouse O Male O Active [ Retired
O child® [ Oiher (specify) O Female i ] O Mot Employead
“If Child: Marfed? CI¥es  CIMo Fullime Stedent? [Jves  [JMo [Emeloyer Nams and Address
Medicars Covarage Effective Date

[ate sickness began [Didl injury cccur at work? Was injury caused by an automobile accident?
; O¥es (Mo Ak [O¥es OOo
ar injury accurrad Was sickness caused by work? If yas, specify city & state above.
IF ¥OU OR ANY MEMBER OF YOUR FAMILY 1S COVERED UNDER ANOTHER GROUP HEALTH PLAMN, COMPLETE THE FOLLOWING SECTHON.
Cavered Family Membar I’Name and Address of Insurance Company
| [ Patient |
[Spouse [0 Other specify Name and Relationship I
Fn:;&icy ar Plan Mo, Ingurance |0 Mumber Type of Caverage
[ Individual
I Family

ANY PERSOMN WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY FILES A STATEMEMT OF CLAIM
COMNTAINING ANY MATERIALLY FALSE INFORMATION, OR CONCEALS FOR THE PURFPOSE OF MISLEADING,
INFORMATION COMCERNING ANY FACT MATERIAL THERETO, COMMITS A FRAUDULENT INSURAMCE ACT, WHICH IS A CRIME.

ALUTHORIZATION FOR RELEASE OF INFOBMATION: 1We authorlze the release to ULLICOD and s agents of any evidemce or  information
about me or my dependents thal may perlain  fe  this  or any related claim. A copy of this authorization shall ba  as

valid as the original, (Paliont's signaluss is required H patient is a legal adult.)
Member's Signature Date Patient’s Signature Date
INSTRUCTIOMNS FOR MAKING CLAIM FOR BEMEFITS 1. Answer all required questions on this side of form, and sign it ST s

2. | you want us 1o pay the hospital or doctor directly, sign the "Assignment of Benefils” saction on the reverse,
3, Have the doctor complete his saction or attach an itemizad bill indicating the patient's name, diagnesls, the
type, place and date of each senice, and the amount charged,

THIS SECTION TO BE COMPLETED BY POLICYHOLDER

Mgrmksar Mambsr
Efective Date Tarmination Dale

I cerify that the patient named in this claim was eligible for medical benefits during the pericd spilied above.

Palicyholders
Heprasentative Date

CLM-8




EMPLOYER/DISABILITY INFORMATION

From what date was he continuoushy employed?

Wiy,

2. On what date did he last work prior fo his disability? Wape &
3. Is this disahility a rasult of Injury or occupational disease

arising out of ar in the course of employment?
4, If the cause of disability was occupafional, has it bean reported to the siate board or commission

or to any insurance company 8s & workmen's compensation claim?

if not, please siate the reasans:
5, If the employes has returned to work, please indicate exact date

Mame of employver

Emplayar's tax |.D. numbar By

Address of emplaoyar

ASSIGMMENT | authorize payment of benefits to the undarsignad physician or supplier for the senices described balow.
OF
IMembers
BENEFITS Signature Date

PHYSICIAN OR SUPmEFTlNFOFtMATIGN: Thesa sections to ba carmplated by physician unless claim s submitted with an iternized bll.

Patient's Mame

IF PATIEMT ISAWAS UNABLE TO WORK:

{print im full)

Date of liness {first symptoms). Data flrst consulted

Date patient able
10 retum o work

injury (accident], or Pragnancy (LMP) far this conditicn

Has patient ever hed

Dates of fofal desability

similar sympioms? [O¥es [Mo i Yas, Whan?
Raferring fram thraugh
Phiyslcian Dates of parial disabifity
Facility whera servicas were randered (if other than home or office)
fram thraugh
ICDA CODES AND DESCRIPTIONS OF DIAGNOSES: Relate to sarvices below with numbars at eft HOSPITALIZATION. Use UB-82 codes,
Admission Data | Type Code | Source Code

Dizcharge Date

Dizcharge Status Code

3
PLACE OF| PROCEDURE DESGAIPTION OF PROCEDURE, SERVICE, OR SUPPLY FURNISHED DATES OF SERVICE DAYSY CHARGES
W |SERVICE'| (CPT/RVS) Explain unusuel senvices or circumstances Fram Tix UNITS
|
L)
|
|
L)
Physician's or Supglier's Mame, Address, and Telephone Number {print) Fatient's Account Mumber Tatal I
Charges |
Amount |
Physician's Tax |D Mumber Faid :
Balance :
Dua |
ULLICO WILL NOT ACCEPT AM ASSIGHMENT OF BENEFITS WITHOUT
THE PHYSICIAN'S OR SUPPLIER'S TAX IDENTIFICATION NUMBER

* PLACE OF SERVICE CODES

(11 rpationt Hospial By Diay Came Faciiy 20 Arbokres
2 Qiipstian Hospial &) Fighl Care Faciky (100 Ofher Locations
1 Doclars Qs [T Bhasing Hontw (1) Inckipsn ey

(4] Pabieni's Home B Skied Numng Faciity (129 NenHoxek 3;;1:“!".}' Egﬂ&ﬂ il

Diate




