Send all bills to!
INTERNATIONAL
BROTHERHOOD OF
ELECTRICALWORKERS LOCAL
MQ. 150 WELFARE FUND

Blue CrossiBlue Shield

P. 0. Box 1364
Chicago, IL. 60801

GROUP NAME IBEW Local 150 GROQUP # P15896

PARTICIPANT NAME iD #1EL,

IF CLAIM IS FOR A DEPENDENT, GIVE FULL NAME AND RELATIONSHIP

ADDITIONAL CLAIM INFORMATION ATTACHED: [3BILLS [[1 CORRESPCNDENCE [] OTHER
REMARKS:

CERTIFIGATION & AUTHORIZATION TO RELEASE INFORMATION- cerlify that the foregolng statements and answers are Irue to the bast of my knowledae and bellef. | hereby agtes
1o selinburse the Wellare Fund to the extant of the amounts paid on this cleim I the event banefs ara pald under any Warkers” Compensalion law. similar legisiation, andfor any
settiement for ems elated 10 this clafen, | hereby autharlze any Insurance sompany, prepayment organlzation, employer, ypkon, trsl fund, hospial, physiclan, clinfe. pharmacy or any
ather organization Lo refease all Informadion 1o PBA with respact to me or any of my dependents which may have & bearing on the benefits payasble under the Welfare Fund or any oiher
pian providing benefits or serdces A pholotopy of this autharlzation will be consldered as effective and valld as (e orlginal and will be valid for one year frant the date balow

AUTHORSZATION TO BAY BENEFITS TQ PHYSICIAN: | hereby auhorize payment ditectiy te the provider.

SIGNED DATE
{Padicipant Name}

FORM A

Medical Claims Only
Paid directly to provider




