
ADMINISTERED BY 
CLAIM FORM 

PROFESSIONAL BENEFITS SERVICES GROUP DISABILITY BENEFITS 
NOTE: PATIENT IS HbPONSIBLE FOR CLOMPLETION 01- FOJ.l:M By PHYSICIAN WITHOUT 2959 LUCERNE SE, SUITE 205 

EXPENSE TO EMPLOYER/ADMINISTRATOR. GRAND RAPIDS, MI 49546 

" 
SECTION I TO BE COMPLETED BY EMPLOYEE OR MEMBER 
NAME, IN FULL, OF I::MPLOYEE OR M6MIlER PATIENT COVERE.D 

I 
SEX I DATI::. Ot- BIRTH l. SOCIAL SECU~ITY NO. 

M f 
Ci Ci 

DATE ACCIDENT HAI-'PENED OR SICKNESS DEGAN I HOUR 
DESCRIBE INJURIE:::S OR NATURE OF SICKNE:SS 

Ci A.M. 

Ci P,M, 
IF AN ACCIDENT, WHERE AND HOW DID IT HAPPE.N? WAS YOUR INURY OR SICKNESS CAUSED BY WORK? I NAME OF ATTENDING 

PHYSICIAN 
o YE.S 0 NO 

I agree to relmburlle thl;l PI.AN fQr ~r'1y oyer-payments which are In excess of wh€lt Ihe PI.,AN Bllc:ms. I further agree to reimbullie tile PI.AN, "II bM~'~ 

REIMBURSEMENT -+ p;:aid to me or on my b~half, should I recover any mOney for the ~.,me IItcidl!!r'11 Clf illr'le!l!llorwhlch benefits ~~ !)tlid. Thi~ ;tgrl'leMl'lr'll applle!llo all 
recoverle!l, Including benefits !)€lid or r~Cov~~ uMef any Siale, or rederal Work.ers Compen~i!liOr'l Statute, whelher by redemption, volunl<lry P!lyn1t:111, 
compromise ~~III~menl, cOurt ordS( or a(:!!Lother lorm 

INFORMATION 
-+ I hereby authorize my ~mpl¢y~r 01' Prule!l:Sional Benefits Servlces to releQse or obt<Jin ~Ily inlorMallon necessary to determine benefil:; under thi~ Plall. A 

AUTHORIZATION photocopy of thi5 relea:se will carry the same 8uthonty as the origin<J1. 

DATE SIGNATURE OF [MPlOYEE OR MEMBER PATIt:.N'f COVERED 

~G STREET CITY STATE ZIP CODE 
ADDRESS 

I Date Most 
(II applicable) 

at an I 

Yes 0 No Cl tf SQ, Give 0;:11" oI!Il'Id Nal'lle 01 Facltlty: 

J " 

J 
Is Condition Due to Pregn!lm;y? Ye~ 

Pabent's Conditi¢l'l? II Yes, Approximate DClte Pregn€lm;y Commel'l(:ed? 

I iii 

Yes 0 No 0 If "yES· When and Describe: 

1111 

Yes No CJ If "NO", DATE S~RVICES TERMINATED: 

(PLEASE REVIEW CAREFULLY BEFORE AUTHORIZING) E- ***** ~.~ TO THE DOCTOR 
"TOTAL DISABILITY" as defined 
INJURY OR ILLNESS WHICH 

group health plan covering this patient means this employee has incurred "A BODILY 
PREVENTS HIM/HER FROM ENGAGING IN OR PERFORMING ANY AND/OR ALL WORK 

work. 

FROM THRO~JGH 

" 

r-G",~;;c:;;:;~;,;T;;:"I?io,.:.N:....:..:II:....1 ___ '.'~.~.?~m~~~p~"LETED BY EMPLOYER OR PLAN ADMINISTRATOR 
Classltlcallol1 

r.E'".~'.t"~'~d~.~t.~_'E"M"P"LAOVYE~E3·S07.,O~'~"~"~'C-------"IM"o-.)-----ID~.y~)----'I~y.".~'i~-------,'C"O"M~P .. L~.~T •• 'FOO.R'D""S~A~.""L'~~'---------------------L------------------~ 
Is coverClge: in fo~? 0 Y~5 Employel)':; Dl)tie~ ~ 

CI No - Show termintltion d€lto (Mo.) (D;ily) (year) OccupaUon/Job DSscr1tPion 

(Mo.) (Day) (Yo<Jr) I O<lte ~iN1IOy~ I~ I;cl+,r~rl!ge reill~taled, shOW' dale relnstaled 

Has E.mPloyee mMe dClim for Wori+:mcn':; COnipenslition? No 0 
I I Bas!cWage 

Or $lIll1f'y $ 
Month 
Wtlek 

Cl A,M, 

Yes. 0 No 0 
EI)lployee'a laal dale WOrkad ______________ _ . ___ Hour_ ... ~ _____ C1 F',M. 

I~ He/She er'ltilled 10 :!ouch benelils? ~1;!I:!i He/She relurr'led 10 work? 

Yes [J - When? No CJ -When expected? 

Yes CI No Ci 

Dale EmplOYl;lr or PI€ln Adminl5trOlIor Siglillture Title 


