
STATEMENT OF INJURY / ILLNESS

Name of Patient

Patient’s marital status

/ Illness

/ Illness: Tell how it happened

Did the injury / illness occur as a result of a job for which you were paid?           Yes         No

(if applicable)

NORTH CENTRAL STATES REGIONAL COUNCIL OF
CARPENTERS’ HEALTH FUND

Form 100

I hereby certify the statements hereon and attached are complete and accurate, and I 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 disability to the North Cen-
tral States Regional Council of Carpenters’ Health Fund as well as to any cost containment organizations and entities retained by or authorized by the Trustees.

®

ID 
Number

Date of 
birth____________

P.O. BOx 4002
Eau ClaIrE, WIsCONsIN 54702

1-800-424-3405 Nationwide
1-715-835-3174 Phone


