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Plumbers and Pipefitters Local 172 Welfare Fund NO CLAIMS WILL BE PAID FOR 2006
P.0. Box 5769, Lafayette, Indiana 47903-5769
Phone Toll-Free 1-800-552-6550 or (765) 447-8803 IF THIS FORM IS NOT RETURNED

IMPORTANT: PLEASE ANSWER ALl QUESTIONS AND SIGN THIS FORM.

YOUR NAME O MALE DATE OF BIRTH SOCIAL SECURITY NO. O MARRIED O pivoORCED

3 FEMALE 0 sINGLE [J SEPARATED
PHONE NUMBER

YOUR ADDRESS - (NO. & STREET)

CITY) (STATE) (ZIF CODE)
NAME OF SPOUSE SPOUSE'S DATE OF BIRTH SPOUSE'S SOCIAL SECURITY NO. 1S SPOUSE EMPLOYED?
O ves O ~No

NAME AND ADDRESS OF SPOUSE'S EMPLOYER

ARE YOU OR YOUR DEPENDENTS INSURED UNDER ANY OTHER GROUP INSURANCE? IF YES, MARK EACH BOX THAT APPLIES, AND COMPLETE SECTIONS A THROUGH D BELOW.
MEDICAL [, DENTAL [0 wisioN [0; GOVERNMENT PLAN [} STUDENT ACCIDENT []

A. NAME OF COMPANY B. POLICY NUMBER

€. ADDRESS - (NO. & STREET) (ITY) (STATE) (ZIP CODE)

|
I D. PHONE NUMBER

Be sure to notify the Fund Office (toll-free 1-800-552-6550) of any changes that occur during 2008 in the above information, such as:

1)  Achange in your address or phone number;

2)  Achange in your marital status;

3)  Achange regarding other insurance (A, B, C, D above);

4) A child reaching the limiting age of 19; or .

S)  Eligibility for the Federal Medicare Program (a copy of the Medicare card(s) should be forwarded to the Fund Office when returning this form).

| hereby affirm that the above information is a true and correct statement:

Date Signature of Participant/Employee

REMEMBER: ALL CLAIMS MUST BE SUBMITTED WITHIN ONE YEAR AFTER THE SERVICE INCURRED DATE.

am




