EMPLOYEE: IT IS YOUR RESPONSIBILITY TO COMPLETE AND SIGN THE EMPLOYEE'S STATEMENT BELOW:

CLAIM FOR BENEFITS

HOW TO FILE YOUR CLAIM

1. You must FULLY COMPLETE the EMPLOYEE'S STATEMENT and SIGN IT.

2. Attach the bills for the medical expense benefits you are claiming. These bills must be itemized and show the patients name,
condition being treated (diagnosis), type of treatment given, date the expense incurred and the charges made.

3. A Physician's Statement is provided on the back of this form for your convenience.

4. RETURN FULLY COMPLETED FORM with attached medical claims to address below.

EMPLOYEE'S STATEMENT
Employee's Name (Please Print) Group Number Birthday (MO. DA. YR.) Social Security Number
41593 e
Address: Street and No. City State Zip Code
Ful]y Tam: [J Active [ Retired This claim is on: O Myself [0 Wife/Husband [0 Dependent Child
Are you married? [J Yes  [J No If yes, is spouse employed? [] Yes O No If yes, give name of spouse and name and address of spouse's employer.
Cabntet Name Spouse's Social .
mpicte of Spouse irthday Sec. No.
E Name of Spouse's Employer Address
or
‘What was the sickness or injury? On what date did it begin? Date of first expense
All for this condition
Are any of the expenses being claimed covered by:
Claims (a) O.ther group health care plan? [5: Yest= [ No (¢) A group Blue Cross Plan? O Yes [ No
Give name of Employer Gi
; ive group number
Other insurance company Give certificate number
and policy number
i 7
(b) Government insurance? 0O Yes [OJ No (d) School insurance? O Yes [ONo
What type?
Is COBRA applicable? [0 Yes [0 No Effective Date of COBRA
If these expenses are covered by other insurance and the other carrier is primary (that Is, pays first), don’t file this daim until you have received the payment from
the other insurance. Submit the explanation of benefits from the other carrier with this claim.
Complete Date the injury? Where did the injury occur? How did the injury occur?
For All
Injuries
Employee
or Is injury due to automobile accident? [J Yes [J No
Dcpendent Has or wil claim be filed under any Worker's Compensation Act or similar Taw? [J Yes [ No
Complctc Name of dependent Birthday (MO. DA. YR.) Relationship of dependent [0 Married O Divorced
Only For | I O Single 00 Widowed
Dependent D‘_“C you covered If child 19 or over is (s)he dependent upon your maintenance and support? [] Yes [J No  Is(s)he a full time student? [J Yes [J No
Claims this Dependent
If student give name and location of school.
From and to what dates were you continuously totally disabled from performing any work?
Complete
iny FOI’ pact 20 to 20
Disability
Claims Date you were first able to do any work?
I hereby authorize the release to and use by the ILA Employers Welfare Fund of any medical or other information needed in processing ths claim and certify that the
Si above information is correct.
ten Any person who knowingly files a statement of c'aim containing any false or misleading information is subject to criminal and civil penalties. | hereby certify to the
Here above statements.
Date 20 Employee sign here X
ADMINISTRATIVE STATEMENT
The above Employee's Name, Address, Group Number and Social Security Number are correct [J Was coverage in effect when expense incurred? [] Yes [J No
Please file claim with:
ILA EMPLOYERS WELFARE FUND
510 W. BRYAN STREET
P.O. BOX 1280
SAVANNAH, GEORGIA 31498-1280
SIGNED DATE
Remarks:




ATTENDING DENTIST'S STATEMENT

CHECK ONE:

O DENTIST'S PRE-TREATMENT ESTIMATE
[J DENTIST'S STATEMENT OF ACTUAL SERVICES

1. Patient Name 2. Relationship to Employee 3. Sex 4. Patient Birthday 5. If Full-Time Student
Self I Spouse | Child | Other M F (MO.| DA. ‘ YR) School City
6. Employee Name 7. Employee Social Security No. 9. Name of Group Dental Program
First Middle Last
8. Employee Mailing Address 10. Employer (Company) Name and Address
City State

Zip Code

11. Group Number

12. Location (Local)

13. Are Other Family Members Employed?

Employee Name

Soc. Sec. No.

14. Name and Address of Employer in Item 13

15. Is Patient Cover By
Another Dental Plan?

Dental Plan Name

Union Local

Group No.

Name and Address of Carrier

I have reviewed the following treatment plan. I authorize release of any information

relating to this claim.

I hereby authorize payment directly to the below named Dentist of the group insurance
benefits otherwise payable to me. This authorization is invalid unless the TAX 1.D. of the

Provider is given below.

Signed (Patient, or Parent if Minor)

Dale

Signed (Insured Person)

Date

16. Dentist Name

24 Ts treatment result
of occupational
illness or injury?

No | Yes

If Yes, Enter Brief Description
and Dates

17. Mailing Address

25, Is treatment result

of auto accident?

26. Other accident?

City

State

Zip Code

27. Are any services
covered b

another plan?

18. Dentist Soc. Sec. or T.LLN.

19, Dentist License No. 20. Dentist Phone No.| 28. If Prosthesis, is (If "No," reason fo, 29. Date of prior
g};ié%:ﬁlt? replacement) placement?
21. First Visit Date 22. Place of Treatment 23. Radiographs or Yes | No | How LB If services date Appls: Mos.
Current Series | Off. | EFC | Other Plossls Biclosedt Many | ™ Orthodontics? e - || placed treatmt.
enter: remain
31. Explanation and Treatment Plan - List in order from Tooth NO. 1 through No. 32 - Use
LABIAL Charting System Shown
Tooth DESCRIPTION OF SERVICE ADales A
#or | Surfaces (Including X-Rays, Prophylaxis Performed Procedure Fee
Letter Malerials Used, Etc.) Mo. Day Yo Number
f ; 3
& z
RIGHT £ LerT >
» 2
« H H
- <« z
3z -
LABIAL
ORTHODONTICS: (Give diagnosis, class of malocclusion and describe Total Fee
appliance(s) in above treatment section) Actually
Charged
* Indicate Missing Teeth
With an "x"
32. Remarks for Unusual Services

1 hereby certify that the services listed above [] willbe [] have been preformed
NOTE: ITEM 18 ABOVE MUST BE FURNISHED UNDER AUTHORITY OF LAW.

Date

Signed (Dentist)




