INTERNATIONAL

BROTHERHOOD OF i
ELECTRICALWORKERS LOCAL | g B .
NO. 150 WELFARE FUND Send all bills to: Peufesstons) Honeit Admbsliraturs, fac,
Professlonal Benefit Administrators, Inc.
P. O. Box 4687
Oak Brook, i, 80522-4687
{800) 435-5684
SUPPLEMENTAL CLAIM TRANSMITTAL
FPARTICIPANT NAME S5 #
IF CLAIM IS FOR A DEPENDENT, GIVE FULL NAME AND RELATIONSHIP
ADDITIONAL CLAM INFORMATHON ATTACHED: B BILLS D CORRESPONDENCE [:] OTHER

REMARKS:

CERTIFICATION & AUTHORIZATION 70 RELEASE INFORMATION-| gerify that the foregoing stalements and answers are tnae to the best of my knowledps and befief | hereby agree
to reiraburse the Welfare Fund to the extent of the amounts pald en this clalm In the event beneiils are pald under any Warkars' Compensalion taw. similar legistation, andfor any
seifiement for tems ralated o Ihis ciaim, | hereby authorlze any insurance company, prepayment arganization, amplayas, unlon, krust fund, haspilal, physiclan, cinle. pharmacy or sy
othet prgantzation fo release &l information to PBA with respect to ma or any of my dependents which may have a bearing on the benefils payable under (he Welfara Fund or any qller
plan providing benefits or services. A photacopy of this authorizatinn will be conslderad as eHecfive and valld as the orlginal and will be valld for one year fiom the date below

PAY ALL BENEFITS TO THE PARTICIPANT NAMEN ABOVE

SIGNED DATE

{Paticipant Name)

FORM B

Medical, Dental, Vislon
Paid directly to participant




