MECHANICS’ LOCAL 701 WELFARE FUND

500 W. Plainfield Road ¢ Countryside, IL 60525
TEL (708) 482-0110 » FAX (708) 482-9140

D Please check if your address has changed since your last claim

PLEASE ANSWER ALL QUESTIONS FULLY AND COMPLETE ALL SECTIONS

PART A -TO BE COMPLETED BY THE EMPLOYEE-MEMBER

YOUR FULL NAME (EMPLOYEE-MEMBER) [J sINGLE
O MARRIED O MALE ID #/SS #
[J DIvORCED O rFemaLE
D SEPARATED DATE OF BIRTH / /
YOUR HOME ADDRESS (NO. & STREET) (CITY) (STATE) (ZIP CODE)
COMPLETE THIS SECTION ONLY IF CLAIM IS FOR DEPENDENT
DEPENDENT'S LAST NAME FIRST NAME RELATIONSHIP DEPENDENT'S DATE OF BIRTH

ADDRESS (IF DIFFERENT FROM MEMBER)
IF CHILD, IS CHILO MARRIED? [J ves [J nO

NAME. ADDRESS AND PHONE NUMBER OF EMPLOYER
IF CHILD, IS CHILO WORKING? [ ves (O Nno

INFORMATION ABOUT MEMBER'’S SPOUSE OR OTHER PARENT OF DEPENDENT CHILD (THIS BOX MUST BE COMPLETED FOR ALL CLAIMS)

NAME OF SPOUSE OR PARENT (other than Member) IS SPOUSE OR PARENT EMPLOYED?
Oves [ NO

NAME OF SPOUSE’S OR PARENT'S EMPLOYER (other than Member) SPOUSE'S OR PARENT’S DATE OF BIRTH UNION AFFILIATION

ADDRESS OF SPOUSE'S OR PARENT'S EMPLOYER (other than Member) TELEPHONE NUMBER EMPLOYMENT DATE

ARE YOU OR YOUR DEPENDENT INSURED OR COVERED UNDER ANY OTHER GROUP INSURANCE OR WELFARE PLAN THROUGH ANY EMPLOYER OR LABOR ORGANIZATION?

3 ves O no IF YES, GIVE NAME AND ADDRESS, AND POLICY NUMBER, OR INSURANCE COMPANY OR PLAN OFFICE PROVIDING BENEFITS.
NAME OF COMPANY POLICY HOLDER NAME
ADDRESS POLICY NO. / ID NO.
PHONE NO
LIST ALL PERSONS COVERED BY THE OTHER PLAN OTHER PLAN COVERS
(CHECK ALL THAT APPLY)

O MEDICAL-EFF.DATE __/__/___
Q DENTAL-EFF.DATE __/ [/
Q VISION-EFFEDATE _ /[

0 PRESCRIPTION DRUG - EFF.DATE __/__/

BOTH EMPLOYEE AND SPOUSE MUST SIGN

| certify that the above and g any panying are Ime and oomplote 10 the best of my knowledge and belief. | authorize any physician, modncal
examiner or pracmuon inistration Hospital, clinic, other y-related lacumy insurance or reinsuring company, consumer reporting Lemployer
school, or g wﬁm ok havm?o ion available as to diagnosis. treatment and p nosus with re: t 10 aw (:P sical or mental condition and/or treatment of the insured of the family
members 10f h claim is made. o give to AUTOMOBILE MECHANICS LOCAL NO. 701 UNION AND INDUSTRY LFARE FUND or its legal respresentative, any and all such information a

photocopy of this authorization shall be as valid as the original.

Date claim signed Signature Employee sign here

Phone ( ) Signature Spouse sign here

FORM 701 D o w226



MECHANICS’ LOCAL 701 DENTAL PLAN

PLEASE DO NOT MAIL X-RAYS UNLESS REQUESTED TO DO SO AT A LATER DATE

ANY INFORMATION RELATING TO THIS CLAIM.

PATIENT NAME RELATIONSHIP TO EMPLOYEE SEX PATIENT BIRTHDATE
Self | Spouse | Child ] Other M ’ F Mo. | Day | Year

EMPLOYEE/SUBSCRIBER NAME EMPLOYEE/SUBSCRIBER 1.D. #

First Middle Last

| HAVE REVIEWED THE FOLLOWING TREATMENT PLAN. | AUTHORIZE RELEASE OF | HEREBY AUTHORIZE PAYMENT DIRECTLY TO THE BELOW-NAMED

DENTIST OF THE GROUP INSURANCE BENEFITS OTHERWISE PAYABLE TO ME.

Signed (Patient, or Parent if Minor}

Date Signed (Insured Person) Date

DENTAL OFFICE - PLEASE COMPLETE INFORMATION REQUESTED
BELOW IN FULL OR ATTACH APPROPRIATE ADA CLAIM FORM

DENTIST NAME

BT ey T ey T ey |
1S TREATMENT RESULT NO | YES | IF YES, ENTER BRIEF DESCRIPTION AND DATES

OF OCCUPATIONAL
ILLNESS OR INJURY?

MAILING ADDRESS

IS TREATMENT RESULT
OF AUTO ACCIDENT?

OTHER ACCIDENT?

CITY, STATE, ZiP

ARE ANY SERVICES
COVERED 8Y
ANOTHER PLAN?

DENTIST (SOC. SEC. ORT.I.N.) DENTIST LIC. NO. DENTIST PHONE NO. | PROSTHESIS, IS (IF NO, REASON FOR DATE OF PRIOR
THIS INITIAL REPLACEMENT) PLACEMENT
PLACEMENT?
FIRST VISIT DATE PLACE OF TREATMENT RADIOGRAPHS OR No | Yes How IS TREATMENT FOR IF SERVICES DATE APPLI- MOS. TREATMENT
CURRENT SERIES Office | Mosp. | ECF | Other MODELS ENCLOSED? Many? ORTHODONTICS? ALREADY ANCES PLACED REMAINING?
(Send X-roys Only COMMENCED
When Reguested) ENTER
IDENTIFY MISSING TEETH EXAMINATION & TREATMENT PLAN - LIST IN ORDER FROM TOOTH No. 1 THROUGH TOOTH No. 32 - USE CHARTING SYSTEM SHOWN
WITH =X TOOTH DESCRIPTION OF SERVICE DATE SERVICE PROCEDURE
3 OR {SURFACE | {Including X-Rays, Prophylaxis Materials Used, etc.) PERFORMED NUMBER FEE
LET, LINE NO. Mo.. Day Yeoar
FACIAL
REMARKS FOR | I
UNUSUAL SERVICES
| HEREBY CERTIFY THAT THE PROCEDURES AS INDICATED BY DATE HAVE BEEN COMPLETED. Total
Fee
DATE
Signed (Dentist)

MEMBER MUST COMPLETE REVERSE SIDE IN FULL

™



