Member's Name Telephone Number
Home Address Zip Code

Nature of Sickness or Injury Date Accident or Sickness Began
Last Date Worked Date Returned to Work Is Injury or Sickness Work Related?

If Injured, How and Where did Accident Happen?

Member’s Signature Date Completed

Diagnosis of Disabling Condition (ICD-9 Code)
Should this claim be filed with Workers’ Compensation? Date First Consulted for This Condition
yes [INo

Patient was continuously Totally Disabled (Unable to Work) If Still Disabled, Approximate Date Patient Should Be
Able to Return to Work

Date Required

Physician’s Name (print) Physician’s Signature Date Completed




