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Return to: Plumbers and Pipefitters Local 172 Welfare Fund
P.0. Box 5769, Lafayette, Indiana 47903-5769
Phone Toll-Free 1-800-552-6550 or (765) 447-8803

TO BE COMPLETED BY MEMBER (Complete even if member is not patient)

Member's Name 0 Male O Female Date of Birth
O Married U Divorced
Member's Social Security No. Telephone No. () O Single QO Separated
Home Address
Street City State Zip
Name of Spouse Spouse's Date of Birth Spouse's Social Security No.

Name and Address of Spouse's Employer

ABOUT THE PATIENT

Patient’s First Name (as shown in our records)
Patient's Last Name (if different from Member's)

Patient's Date of Birth / / Patient's Sex U Male O Female
Patient is: 1 The Member U Your Spouse QQ Your Child Is Patient Employed? O Yes 0O No
If yes, state employer's name and phone number

ABOUT THE CLAIM
Describe the illness, accident, condition
Date accident/injury occurred or sickness began Date first treated
If hospitalized, name of hospital Admitted Disgharged
Name of attending physician and phone number (

Is this claim based on accident/injury? U Yes U No If yes, give date and time of accident
Where did accident/injury occur?
How did accident/injury happen?
Did accident/injury or sickness occur in the course of employment? 0 Yes 0 No

Are you or your dependent insured under any other group insurance (including Blue Cross & Blue Shield) Student
Accident or Government Plan? O Yes U No
If the answer is "Yes", please complete in FULL the information below:

Name and Address of Other Carrier's Claim Office Policy or Contract No.

Policyholder's Name Group No.

I hereby certify the above statements are true and complete to the best of my knowledge and belief. I'have furnished the information
on this form so that the Plumbers & Pipefitters Local 172 Welfare Fund may consider this claim. By signing below, I certify that the
information is correct and that the expenses were incurred by the patient named above. I authorize the release, when requested by the
Plumbers and Pipefitters Local 172 Welfare Fund, of any facts concerning the injury, illness or treatment of myself or my dependents.
A photocopy of this authorization shall be considered as effective and valid as the original. (If claim is for spouse, spouse must also

sign.)

Member's Signature Date Spouse's Signature Date

PAYMENT TO OTHERS
I authorize the Plumbers & Pipefitters Local 172 Welfare Fund to make benefit payments directly to .
s , . If any money is paid in error
or not authorized by the insurance contract, I agree to return it to the Plumbers & Pipefitters Local 172 Welfare Fund.

Signature (Insured Person) Date Signed
by




