CLAIM FORM
GROUP DISABILITY BENEFITS

NOTE:. PATIENT 15 RESPONSIBLE FOR GLOMPLETION OF FORM By PHYSIGIAN WITHCOUT
EXPENSE TG EMPLOYER/ADMINISZTRATOR.

ADMINISTERED BY

PROFESSIONAL BENEFITS SERVICES
2859 LUCERNE SE, SUITE 205
GRAND RAPIDS, MI 49546

SECTION | TO BE COMPLETED BY EMPLOYEE OR MEMBER
NAME, IN FULL, OF EMPLOYEE OR MEMRCH FATIENT COVERED SEX DATE OF BIRTH SOCIAL SECURITY NO.
M F
]
DATE ACCIDENT HAPFENED OR SICKNESS BEGAN HOUR DESCRIBE INJURIES OR MATURE OF GICKNESS
O aAm
O rMm
I"TF AN ACCIDENT, WHERE AND HOW DID IT HAPFENT WAS YOUR INURY OR SICKNESS CAUSED AY WORK? mvgl grA r.:In'rEl\mlm‘_-‘-

O ves O no

1agrea to reimbursa tha PLAN for any overpaymenta which are in excess of what the PLAN allows. | furthar agree to reimbursa the PLAN, all berefis

paid tn me gr on my behall, should | recovar any menay for the same accidenl or ilneas for which banefits ware paid. This agraemant applies 1o all
REIMBURSEMENT -} recovanes, induding benafits paid or recovered under any State, or Federsl Workers Compensation Statule, whether by redemption, veluatary paymeril,
compromisg, seitlement, court order o any other form
INFORMATION | haraby authorize my employer o Professional Banefits Services to release or obtain any informalion necassary to determing bencfits uader this Plan. A
AUTHORIZATION phatacapy of this release will carry the same authenty as the anginal.
DATE SIGNATURE OF EMPLOYEE OR MEMBER PATIENT COVERED
MAILING STREET CiTY STATE ZIP CODE
ADDRESS

Diagnosiz and ¢oncurren conditions of Above Patiert
(If diagnosis code other than IGDA used, give name}

[ata Most Racantly Confined As In-Patient (o Hospital?
(f applicabie)

Was the Patent Troated at an Emergency Faciity Prior to Your Gare?
ves O wo O 1f 55, Give Date and Name of Fachity:

I canditian Due 1o Injufy or Sicknass
Arizing Cut of Patient's Cmployment?  es L1 Ne O

Other Recent Dates of Seruce (Direct Gare or Trealment)?

15 Condition Due to Pregnancy?  Yes 00 No OO
It Yes, Approximate Date Pragnancy Commeneed?

Daie You Fitsl Rendered Surglca or Madical
Services for This Patient's Conditien?

Dnd Patient Evar Have Sama or Similar Conditign?
vex [0 No [  1f*YES" When and Describa:

I3 Fatient Sl Under Your Care for This Condition?
ves O Ne O If"NG", DATE SERVIGES TERMINATED:

FOR COMPENSATION OR PROFIT." This patient is not or has

= TO THE DOCTOR P (PLEASE REVIEW CAREFULLY BEFORE AUTHORIZING) € *****
“TOTAL DISABILITY"” as defined by the group health plan covering this patient means this employee has incurred “A BODILY
INJURY OR ILLNESS WHICH WHOLLY PREVENTS HIM/HER FROM ENGAGING IN OR PERFORMING ANY AND/OR ALL WORK

not bean actively at work.

| HEREBY, CERTIFY THIS FATIENT WAS CONTINUQUSLY
AND TOTALLY DISABLED USING THE ABQVE FLAN DECINITION

IF STILL DISABLED, DATE PATIENT SHOULD BLC ABLE TO RETURN TO WORK?
[(STATE QR ESTIMATE

FROM THROUGH
| (Mo {Day) {Year} (Mo.) {Day} {Yoar} {Mo.) (Day) (Year)
Dala Phyaizan’s Mame {Print) Degres Priysician's Signature (NG FACSIMILE STAMPS, PLCASE!) Telaphone
Straet Adorass Clly or Tawn State or Province 2Zip Code
SECTION Il TO BE COMPLETED BY EMPLOYER OR PLAN ADMINISTRATOR
Group Plan No. MName of Company or Flan Classitication
Etftectlve date - EMPLOYEE'S covarage {Mo.) [Dary) IYoar) COMPLETE FOR DISABILITY;
15 covarage in force? O es Empleyee's Duties —
[0 Mo - Show tarmination dato {do.) {Day) {year) OceupationiJob Descritpion
- ; Date Employad Basic Wage Month
In poverage reinstaled, show date reinstated Mo {Day) {Yoar) O Sabary Wek
Has Employes made claim for Workmen's Gomﬁt:ensﬂliﬂn'? yes [ Ne OO Oam,
Employaa's |as{ dale worked . Heur Qem
I5 HeiShe eatitled ta sueh benefils? vee 01 wo OO Has He/She returned lo work?
ves O -when? ____ No O - When expacted?
Do you recommend paymenl of hiz claim? yas ne O
Remarks:
" Dale Employar or Plan Administrator Sigrature Title




