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HRSA.ILA WELFARE FUND STD CLAIM FORM

ANY PERSON WHO KNOWINGLY AND WITH INTENÎ 10 DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FILES AN APPLICATION FOR INSURANCE OR
STAÎEMEñ¡T OF CLAIM CO¡¡TAINING Al¡Y l\iliÀTERTATIY FALSE |NFOñMATTON, OR CONCEALS FOR lHE PURPOSE OF MtSLEADtNc |NFORMAI|ON CONCERNTNc ANy
FACT MATERI,AL THEREIO, COMMITS A FBAUDULENT INSURANCE ACT, WHICH IS A CRIME, AND SHALL AI,SO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED
FfVE T1IOUSAND DOLI.ARS AND THE STATED VALUE OF lHE CLqlM FOR SUCH VIOI.ATION.

SECTION fI TO BE COMPLETED BY MEMBER/EMPLOYEE. PLEASE PRINT

MEMBER'S SOC. SEC. NO. OR I.D. NO. FULL NAME OF MEMBER (FIRST, MIDDLE, LAST)

SECTION #2 TO BE COMPLETED BY MEMBER/EMPLOYEE- PLEASE PRINT

1 A. HAVE YOU RECEIVED STD BENEFITS DURING THE LAST 1 2 MONTHSZ d YES U NO b. IF SO. DATES:

2a. LAST DATE OF WORK FOR CURRENT STD PERIOD:

3a. HAVE YOU RETURNED TO WORK? 'l YES Ü NO

b. r woRKED oN rHAr onv tl YES I NO

b. IF YES, DATE RETURNED:

4. IF YOU HAVE NOT RETURNED TO WORK, ON WHAT DATE DO YOU EXPECT TO RETURN?

5a. lS DISABILITY DUE TO ILLNESSz U YES
b. DESCRIBE NATURE OF ILLNESS:

d. FIRST TREATMENT DATE:

6a. lS DISABILILTY DUE TO ACCIDENTZ A YES E NO

b. PROVIDE ACCIDENT DETAILS:

7. IF YOU HAVE BEEN HOSPITAL CONFINED OR HAD SURGERY FOR THIS DISABILITY, PLEASE PROVIDE THE FOLLOWING INFORMATION:

b. DATES: FROM: 

- 

TO:

c. HAVE YoU HAD SURGERY? tl YES U NO

e. IF YES, TYPE OF SURGERY: r. wAS SURGERY ELEcrvE J YES il NO

8a. lS THIS DISABILITY THE RESULT OF YOUR EMPLOYMENT? ll YES .J NO

b, tF yEs, HAs A woRKERS' coMpENSATtoN cLAtM BEEN FTLED? U YES U NO

IF YOUR W.C. CLAIM WAS REJECTED, ArIACH A COPY OF THE REJECTION NOTICE

9a. OO YOU HAVE AN ATTORNEY FOR W.C. OR ANY OTHER

THIRD PARTYACCIDENT? tr YES N NO

b. IF YES, PROVIDE NAME AND ADDRESS OF ATTORNEY:

NOTEI IF YOUR MEDICAL CONDITION IS RELATED TO YOUR EMPLOYMENT, YOU MUST SUPPLY WRIÎTEN DOCUMÊNÎATION 10 HRSA.ILA FROM YOUR EMPLOYER
OR EMPLOYER'S INSURANCE CARRIER THAT YOUR WORK ACCIDENT IS UNDER OISPUTE OR IHAT WORKERS' COMPENSATION PAYMENTS HAVE STOPPED.

1OA. IS YOUR DISABILITY THE RESULT OF AN AUTOMOBILE OR OTHER VEHICULAR ACCIDENT? tr YES ] NO b. VEHICLE TYPE

c. lF YES, HOW AND WHERE lT OCCURRED:

NOIE| lF YOU'AI{SWER YES TO Sa, 9¡ OR toa, YOU IIIITS COMPLETE A PROMISSOtr ROTE AVAILAELE AT THE FUND.

1 t. DoES THts cLAtM RELATE To youR usE oF ALcoHoL, pHEScRTBED oR NoN-pREscRtBED MEDtcATtoNs oR coNTRoLLED SUBSTANcES? -l YES ü NO
IF YOU HAVE ANSWEREO YES, YOUR îREAÎMENT MUST BE PROVIDED BY COMPSYCH, THE EMPLOYEE ASSISÎANCE PROGRAM, COMPSYCH MAY BE REACHED AT 1.877.595-5282.

SECTION #3 THIRD PARTY AUTHORIZATION

BY SIGNING THIS APPLICATION FOR SHORT TERM DISABILITY BENEFIlS, I AGREE TO BE HONORED BY TIJE TERMS OF THE HRSA-ILA WELFARE FUND ITHE FUND). I ACKNOWLEDGE

ANO AGREE THAT I WILL REIMBURSE THE FUNO FOR BENEFITS PAID HEREUNDER OUT OF ANY AND ALL MONIES RECOVERED FROM A THIRD PARTY AS A RESULT OF SUIÎ JUDGMENT

SETÎLEMENÏ OR OTHERWISE, UP TO BUT NOT EXCEEDING THE GROSS AMOUNT RECEIVED FROM THE THIRD PABTY. I UNDERSTAND THAT THE BOARD OF TRUSTEES MAY WITHHOLD
OTHER HRSA-ILA BENÊFITS IF TH¡S AGREÊMENT IS BREACHED.

I CERTIFY THAT THE FOREGOING INFORMATION IS TRUE AND CORRECT.

MEMBER SIGNATURE DATE
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HRSA.ILA WELFARE FUND STD CLAIM FORM

SECTION #4 MEMBER AUTHORIZATION TO RELEASE INFORMATION

I HEREBY GIVE PERMISSION AND AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO PROCESS THIS CLAIM TO PERSONS WHO
ADMINISTER AND EVALUATE CI-AIMS FOR ALICARE, INC.

SECTION #5 ATTEND¡NG PHYSICIAN STATEMENT- INITIAL STATEMENT OF DISABILITY
FULL NAME OF PATIENT (FIRST, MIDDLE, LAST)

DESCRIBE TREATMENT PROGRAM (TNCLUDE MEDTCATTONS):

ACCIDENT Q DATEOFOCCURRENCE occUPATIoNAL U YES .I NO AUTO ACCIDENT O YES :I NO

ILLNESSQ DATESYMPTOMSFIRSTAPPEAHED PREGNANoY Iì YES ] NO EDC

WAS SURGERY PERFORMED J YES A NO IF YES, WHAT TYPE OF SURGERY

HOSPITALIZATION OR SUGICENTER: ADMIT DATE

WAS SUBGERY ELECTIVE Ü YES il NO

PROVIDE DATES FOR EACH OF THE FOLLOWING:
Processing of th¡s claim will be delayed ¡f any dates are omitted. Answers such as indef¡nite or unknown w¡ll not suffice, unless an explanat¡on is provided.

DID YOU ADVISE PATIENT TO STOP WORK? t,ì YES {I NO

Date patient unable to perform work/job...,...,.

F¡rst treatment date for this disability,,,.,,,..,

Most recent treatment date.,,.

Date patient has or will be able to resume employment.,,,

MONTHIDAYIYEAR

IS DATE PATIENT ABLE TO RESUME EMPLOYMENT UNKNOWN OR INDEFINITE? U YES ] NO

IF YES, PROVIDE EXPLANATION:

NAME OF ATTENDING PHYSICIAN (FIRST, LAS'T] PLEASE PRINT

SIGNATURE OF PHYSICIAN

NO FEE CAN BE PAID FOR THE COMPLETION OF THIS FORM
' '.:ri;:,- 515


