DISABILITY CLAIM FORM

Send all claims to:
Professional Benefit
Administrators, Inc.

Professional Benefit Administrators, Inc.

INSTRUGTIONS FOR COMPLETING THE CLAIM FORM P. 0. Box 4687
1. Part A must be completed by the employee. Ozk B

2. Part B must be completed by your physician. a rook, L. 60522-4687
3. Part C must be corpieted by IBEW Local Mo, 150. 800-435-5694

4, Returr the completed form to the BBEW Local Ne. 150 Benafit Office. Eax: 630-286-4611

Employer Name: IBEW Local No. 150 Welfare Fund Employer Group: 14601
Employee name: Date of birth: Sociat Security #
Home Address: Phane:
Sexx OMOF Marital Status: [J] Single [} Married [0 Divorced [J Legally Separated O widowed
Claim is for: 1 Sickness / Conditiors: Briefly explain:
Please List Symptoms;
3 Accident: Date/Time: Location:
Explain What Happened:

Did sickness or injury arise out of or in the course of any employment? £1 Yes L1 No

If yes, please explain including emptoyers name:

Did you lose time from work because of disablity? [0 Yes [1 No

If yes, give date last worked bafare becoming totally disabled: O am [ PM

Date you retumed to work: or when you expect to return to work:

CERTIFICATION & AUTHORIEZATION TO RELEASE INFORMATION: | certify that these statements and answers are true to the best of my knowledge and belief. Fhereby agree to reimburse ihis plan
to the exten that banefits are provided under any Workers' Compensation Law, similar legislation, and/or any settlements related to such coverages.

| heraby authorize any nsurance company, provider, or any other organization ta release alf information to PBA, Inc., which may have a bearing on the benefits payable under this plan. A photocopy of
this authorization will be considerad as effective and valid as the original, and will be valid for one year from the date below.

Date: Signature of Employee:

" Date of lliness (First Symptom) . T Date first consulied Has patient ever had
OR injury (Accident) for this condition: same or similar symptoms?:

OR Pregnancy (LMP): I Yes M What ¥
&5 0 at Year?

Date patient able Date of toiai disability: Date of partial disability:
to refum to work:

From: To: From: Ta:
Diagnesis of sickness For services related fo
or injury (describe complications, if any): hospitalization give hospitalization dates:
From: To:

Drate of services: Was laboratory work performed outside your office?

] Yes ['1 Mo Charges:

1s patient stit under your care for this condition? ] Yes [0 No If no, give discharge dafe:

Pleass provide any addiional information serving to explain andfor duration of this disability:

Date: Physicians Name {pleass print) Degres Individual Practitioner's S5#:

Other Employsr 1D #'s:
{must be furnished under authority of law)

Physician Signature Fhone

Street Address City or Town State or Province Zip Cade

er’s Certification

Effeclive Dale of Coverage: Date Employed: Date Temmnaled:

' Emloyea’ Full Nae: o
1.ast Date Worked: Data Retumed: Eamnings QOceupation: Is claim covered by Worker's
Compensation?
Weeldy:
Monthly: ELECTRICIAN O Yes F1 No

Employee’s work classificatiorr: [J Sedentary [ LightWerk [ Mediuer Work 1 Heavy Work [T Very Haavy Work

Company Name: IBEW Local No. 150 Signature: Title: Benefits Manager Date Signed:




STATE OF ILLINOIS )
) 88
COUNTY OF LAKE )

AFFIDAVIT

. being first duly sworn, on oath, deposes and states as foliows:

1. ©On . 20__, I was injured while employed by {the "employer”) under
circumstances that may permit me to obtain compensation therefore under the Hlinois Workers’ Compensation
Act (the “Act’).

2. 1understand that if my medical expenses atiributable to the injury are compensable under the Act: (i) such
expenses are nat covered under International Brotherhood of Electrical Workers Local No. 150 Welfare Fund
(the “Fund”) and (i} | am not entitled to Time Loss Weekly Benefits under the Fund.

3. In order o induce the Trustees of the Fund to allow my medical expenses attributable to the injury fo be
provisionally covered under the Fund and fo permit me to receive Time Loss Weekly Benefits on a conditional
basis, | hereby agree that any amount that becomes payable to me under the Act will be applied (before
payment of costs and attorney’s fees) to fully reimburse the Fund for its expenditures on my behaif on account
of the injury. This reimbursement will apply to my medical expenses and my Time Loss Weekly Benefits,
including the employer's share of any FICA taxes paid by the Fund. | understand that the Fund is not making a
loan of any kind (even though reimbursement may occur) and that the Fund’s determination of the amount due
from me will be conclusive on everyone.

4. My lawyer's name and address are:

The name and address of the insurance company that will represent the employer in connection with my injury is:

If the faregoing information changes, | agree to infarm the Trustees of the change as soon as possible. | understand
that my Fund coverage will be suspended unless my attorney and | promptly comply with requests for information or
repayment made on behalf of the Fund.

Signature of Participant

ACKNOWLEDGEMENT

The undersigned hereby acknowledges that he or she is an attorney ficensed to practice law in the State of

and represents the affiant in connection with the injury described above. The undersigned agrees
that any amount that becomes payable o the affiant under the Act first will be applied (before payment of costs and attorney’s
fees) to fully reimburse the Fund for its expenditures on the affiant's behalf on account of the injury. The undersigned also
acknowledges that no loan transaction is contemplated by the foregoing, that he or she will promptly comply with requests for
information made on behalf of the Fund during the period in which the affiant’s claim under the Act is pending, and that his or her
failure to comply with the terms of this affidavit and acknowledgement will constitute unethical behavior under the Canons of

Ethics.

Date:

Signature of Attorney

Subscribed and sworn to before me this
Day of ,20_ .

Motary Public Print Name



