


PATIENT'S NAME AGE 

DIAGNOSIS AND CONCURRENT CONDITIONS 

IS CONDITION DUE TO INJURY OR SICKNESS ARISING OUT OF PATIENT'S EMPLOYMENT? DYES NO 

PREGNANCY? YES NO IF "YES", APPROXIMATE DATE PREGNANCY COMMENDED. DATE: 

COMPLETE REPORT OF SERVICES OR ATTACH AN ITEMIZED BILL IF A PREVIOUS FORM HAS 
BEEN SUBMITTED, YOU NEED SHOW ONLY DATES A ND SERVICES SINCE LAST REPORT. 
DATE OF DESCRIPTION OF SURGICAL OR C.P.T. PROCEDURES 
SERVICES MEDICAL SERVICES RENDERED CODE CHARGES 

TOTAL CHARGES $ 

AMOUNT PAID $ 

BALANCE DUE  $ 

THIS AREA MUST BE COMPLETED BY THE ATTENDING PHYSICIAN IF APPLYING FOR TIME LOSS/DISABILITY BENEFITS. 

DATE SYMPTOMS FIRST APPEARED OR ACCIDENT HAPPENED DATE PATIENT FIRST CONSULTED YOU FOR THIS CONDITION 

PATIENT EVER HA D SAME OR SIMILAR CONDITION? PATIENT STILL UNDER YOUR CARE FOR THIS CONDITION 
DYES NO IF "YES", WHEN AND DESCRIBE: YES NO 
PATIENT WAS CONTINUOUSLY TOTALLY DISABLED (UNABLE TO WORK) GIVE DATES LAST DAY WORKED 
FROM THAU 
IF STILL DISABLED, DATE PATIENT SHOULD BE ABLE TO RETURN TO WORK DATE EMPLOYEE RETURNED TO WORK 

DOES PATIENT HAVE OTHER HEALTH COVERAGE? 0 YES ONO IF "YES", P LEASE IDENTIFY 

DATE PHYSICIAN'S NAME (PRINT) SIGNATURE DEGREE TELEPHONE 

STREET ADDRESS CITY STATE ZIP CODE 
I 

INDIVIDUAL PRACTITIONERS TIN OR SS # 

OTHER FOR 

BENEFIT, CLAIMS PAYMENT AND ELIGIBILITY INFORMATION 

MAY BE OBTAINED FROM: 

WELFARE & PENSION ADMIN. SERVICE 
PHONE: (206) 441-7574 or 1-800-331-6158 
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