
:LlGlBlLITY: Class 2 or Class 3 Emplovee with a minimum of 1.400 Credit Hours durinq the immediatelv orior Elioibilitv Year.

IAME OF EMPLOYEE JOCIAL SECURITY NUMBER

.AST DATE WORKED BEFORE LATEST PERIOD OF DISABILITY :IRST DATE WORKED AFTER RECOVERY (if employee has returned to work)

ODAY'S DATE IUSINESS AGENT'S SIGNATURE (only to be signed by an authorized Locl Representative)

OCAL NUMBER ]USINESS AGENT'S TELEPHONE NUMBER

.IAME ]OCIAL SECURITY NUMBER OCAL NUMBER

iTREET ADDRESS: street and number city state zip code

IOME TELEPHONE NUMBER )ATE OF BIRTH \GE !TALE :EMALE

)ATE ACCIDENT OCCURRED OR SICKNESS BEGAN:

ACCIDENT:

]ERE DID THE ACCIDENT HAPPEN:

)W DID ACCIDENT HAPPEN:

WAS THIS AN AUTOMOBILE ACCIDENT:

) ACCIDENT HAPPEN WHILE YOU WERE AT WORK: ARE YOU PRESENTLY RECEIVING ANY PAYMENT FROM ANY EMPLOYER

IE YOU PRESENTLY RECEIVING OR DO YOU HAVE A CLAIM PENDING FOR WORKERS'COMPENSATION :

ispertinenttomyAccident&SicknessBenefitclaim. Acopyofthisauthoriationisconsideredasvalidastheoriginalandiseffectiveiorthedurationofthisclaim.

:MPLOYEE SIGNATURE: TODAY'S DATE:

PLEASE GIVE FULLY COMPLETED FORM TO PATIENT AT TIME OF OFFICE VISITS OR MAIL TO: Maritime Association-llA Welfare Fund

1 1 550 Fuqua, Suite 425

Houston, Texas 77034

(2811 4844343 Switchboard
PHYSICIAN/PATIENT CONTACT REQUIRED NOT LESS THAN MONTHLY FOR PAYMENT OF ACCIDENT & SICKNESS BENEFITS.

)ATE OF ILLNESS/INJURY F INJURY. WAS THIS JOB RELATED DATE FIRST CONSULTED YOU FOR THIS CONDITION

)IAGNOSIS AND CONCURRENT CONDITIONS:

]URRENT TREATMENTS AND MEDICATIONS

:REQUENCY OF TREATMENTS !4OST RECENT TREATMENT DATE

S SURGERY PLANNED/BEEN PERFORMED

YES NO INPATIENT OUTPATIENT

rYPE OF SURGERY )ATE:

F HOSPITALIZED, GIVE DATES: FROM: TO;

TES OF PATIENT'S DISABILITY: FROM TO:

)ATE PATIENT SHOULD BE ABLE TO RETURN TO WORK DATE

'HYSICIAN'S NAME, ADDRESS AND TELEPHONE NUMBER {ALL INFORMATION REQUIRED)

SIGNATURE TODAY'S DATEI

{rev.0G03)


