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APPLICATION FOR ACCIDENT AND SICKNESS BENEFITS

TO BE COMPLETED BY PARTICIPANT

1. Participant’s Full Name: ID or SSN:
Home Address:
NUMBER AND STREET CITY STATE ZIP
Telephone Number: Date of Birth: Sex: Male Female
Marital Status: Single Married Widowed Divorced Legally Separated

2. Most Recent Employer:

3. Date lliness Began:

4. |F CLAIMANT WAS INJURED:

a. When did injury occur? (Date and time)

b. Where did injury occur?

c. Describe how injury occurred:

d. Isthere a possibility that another person or company may be responsible for payment of some or all of the

medical expense? Yes No If yes, indicate the name and address of the other person or

company. If known, also identify the insurance carrier of the other person or company.

5. First Full Day Unable to Work: Date Returned to Work:

6. Was the injury or illness caused by any employment? Yes No

7. Was, or will there be, a claim filed for this disability with a worker’s compensation carrier? es No
8. Are you collecting or have you collected unemployment in the last three months prior to this disability?

Yes No If yes, please indicated the dates to

| hereby certify the statements hereon and attached are complete and accurate.

Participant’s Signature: Date:
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Authorization to Release Information

| authorize any person or institution rendering care, or any person or organization in possession of insurance or
other benefit information concerning me or my dependents, to furnish and disclose all known facts and data
concerning my insurance coverage or medical history to the North Central States Regional Council of Carpenters;
Health Fund (the “Fund”) as well as to any organizations and entities retained by or authorized by the Trustees.
The information obtained by use of this authorization will be used by the Fund to determine eligibility for weekly
disability benefits. Any information obtained that is subject to applicable privacy laws will not be released by the
Fund to any person or organization except to re-insuring companies, the Medical Information Bureau, Inc., my
employer, group policyholder or other persons or organizations performing business or legal services in connection
with my claim, or may be otherwise lawfully required or as | may further authorize.

| understand that:
This authorization is voluntary and | may refuse to sign it.

| may revoke this authorization at any time before its expiration date by sending a written notice to each entity
that | previously authorized to disclose health information. The revocation will not have any effect on any actions
that the entity took before it received the revocation notice.

| am not required to sign this authorization as a condition to receive treatment or payment for health care;
enrolling in a health plan; or establishing eligibility for health benefits.

The information used or disclosed pursuant to this authorization may be redisclosed by the receiving person or
organization and, upon redisclosure, may no longer be protected by federal privacy laws.

| may request to receive a copy of this authorization. | agree that a photographic copy of this authorization shall be
valid as the original.

This authorization shall be valid for two and one half years from the date shown below.

> Signature of the Patient/Participant or
Patient/Participant’s Representative Date:

» Printed Name of Patient/Participant’s
Representative (if applicable)

> Relationship to Patient/Participant (if applicable)
Enclose documentation demonstrating authority to act as Patient/Participant’s Representative.
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TO BE COMPLETED BY ATTENDING PHYSICIAN

(Please be sure to date and sign.)

Patient’s Full Name: Patient’s DOB:

Date of lliness (first symptom) or injury (accident):

Date first consulted you for this condition:

Has patient ever had same or similar symptoms? [J Yes [ No If yes, please specify date:

A

Diagnosis or Nature of lliness or Injury:

a.

6. Dates of Total Disability: From Through

7. Dates of Partial Disability: From Through

8. Date patient is/was able to return to work:

Signature of Attending Physician: Date:

Provider’s EIN or Social Security Number:

Physician’s Name:

Physician’s Address:

Physician’s City, State, ZIP:

Physician’s Phone Number:
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NOTICE OF NONDISCRIMINATION AND ACCESSIBILITY SERVICES

The North Central States Regional Council of Carpenters’ Health Fund complies with applicable Federal civil rights laws and
does not discriminate on the basis of race, color, national origin, age, disability, or sex. The Fund does not exclude people or
treat them differently because of race, color, national origin, age, disability, or sex. The Fund provides free aids and services
to people with disabilities to communicate effectively with us, such as: qualified sign language interpreters and written
information in other formats (large print, audio, accessible electronic formats, other formats) as well as language services to
people whose primary language is not English, such as: qualified interpreters and information written in other languages. If
you need these services, please contact the Fund Office.

If you believe the Fund has failed to provide these services or discriminated in another way on the basis of race, color, national
origin, age, disability, or sex, you can file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf or by mail or phone at: U.S. Department of Health and Human Services, 200
Independence Avenue, SW, Room 509F, HHH Building, Washington, D.C. 20201, 1-800-368-1019, 1-800-537-7697 (TDD).
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

* k% k

ATENCION: Si habla espafiol, tiene a su disposicidn servicios gratuitos de asistencia lingistica. Llame al 1-800-424-3405.

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-800-424-3405.
AR NMREERAERSX  BRLULBEEFESEURE. #HEE1-800-424-3405.

ACHTUNG: Wenn Sie Deutsch sprechen, stehen [hnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung.
Rufnummer: 1-800-424-3405.

CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn ngit mién phi danh cho ban. Goi s6 1-800-424-3405.
.800-424-3405-1 a8y Jual  laalls el i) ¢35 4y alll ac Luall ladd (8 cAall) KA Chaati i 1)) :dds sala
F9o|: 3018 AIB5tAlE B2, 20 X[ MHIAE FEZ 0|85t4l = UESLICE 1-800-424-3405 HO E T3l FAAIL.

OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jeziéke pomoéi dostupne su vam besplatno.
Nazovite 1-800-424-3405.

U0290: 7 99 91 WO MWIFI 290, NIV D NIVY 08 80 w9, Losy I 08 9, b DY
w suln v . s 1-800-424-3405.

BHUMAHMUE: Ecnu BbI TOBOpUTE HA PYCCKOM SI3BIKE, TO BaM JOCTYITHBI OSCIUIaTHBIC YCIYTH IepeBo/Ia.
3BonuTe 1-800-424-3405.

Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, kannscht du mitaus Koschte ebber gricke, ass dihr helft
mit die englisch Schprooch. Ruf selli Nummer uff: Call 1-800-424-3405.

ATTENTION: Si vous parlez frangais, des services d'aide linguistique vous sont proposé€s gratuitement.
Appelez le 1-800-424-3405.

&I & I3 T G S § T 3fTeh o1 qoq | AT Sg1aaT 9aTd 39aAsd 81 1-800-424-3405 TT FHl il

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang
bayad. Tumawag sa 1-800-424-3405.

UWAGA: Jezeli méwisz po polsku, mozesz skorzystaé z bezptatnej pomocy jezykowej. Zadzwon pod numer 1-800-424-3405.
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