. DISABILITY CONTINUATION
Y CLAIM FORM

PBE_

Professionnl Benefit Admiaistrators, Ing, Send all clalms fo:

INSTRUCTIONS FOR COMPLETING THE CLAIM FORM Professional Benefit Administrators, Inc,
. Parl A must be completed by the amplayas. P. O. Box 4687
e b e o Oak Brosk, 1L 60522-4687

200-435-5694
Fax: 630-286-4611
| Employer name: Group#:
Employee name: Date of birth: D#
Home Address: Phone:

' B - Attending Phys]
Most current date of reatment: |

Date released 1o ight duty or part | Dale patient able ta return to work:
fime:

From: Through:

Diagnosis of sickness
| or injury {describe complications, if any):

“Date of services: ' Nexd scheduled date of restment.

is patient able to perform work of any kind? ] Yes ] No If yes, describe:

‘Date: T Physicians Name (please print) Degrea individual Practitioner's SS#:
| Other Employer ID #'s;
{must he furnished under authorily of [aw)

i Physician Slignature Phone

{ Strest Address Chty or Town " State or Province ~ Zip Code




