JoledoQFirefighters
714 Washington Street
m‘m <G4T Toledo, Ohio 43624

255-5314

PART 1 MUST BE COMPLETED BY EMPLOYEE .
EMPLOYEE SOCIAL SECURITY NUMBER | NAME OF EMPLOYER
NAME I I
HOME EMPLOYEE st tas vian | QCCUPATION Fund Number
ADDRESS BIRTH

DATE

aITy PHONE NO IS PATIENT NAME & ADDRESS OF SCHOOL
& tdls FULL TIME STUDENT
STATE CODE ves O w~noO
PATIENT (IF OTHER THAN EMPLOYEE) SEX :ETIENT AELATIONSHIP| ;:::':Enur wonte uas vian | ep ey ves [
NAME EMPLOYEE DATE I [ MARRIED no [J
DATE ACCIDENT OR IF INJURED, HOW AND WHERE DID ACCIDENT HAPPEN vES D
SICKNESS BEGAN DID ACCIDENT HAPPEN? AT WORK ? no O
NATURE OF INJURY PHYSICIAN'S NAME
DIAGNOSIS
NAME OF SPOUSE NAME AND ADDRESS OF SPOUSE'S EMPLOYER

ARE YOU, THE PATIENT OR 5POUSE. COVERED UNDER ANY OTHER GROUP PLAN, HEALTH MAINTENANCE ORGANIZATION, GOVERNMENT PLAN OR INSURANCE POLICY
WHICH WILL ALSO PAY FOR ANY OF THE EXPENSES OF THISCLAIM? vgs Owne IF YES. GIVE NAME, ADDRESS & POLICY NUMBER OF PLAN PROVIDING BENEFITS
"NAME AND ADDRESS POLICY NO

IF PAYMENT IS TO BE MADE TO PROVIDER SIGN éELOW

PATIENT OR PARENT MUST SIGN BELOW

AUTHORIZATION TO PAY BENEFITS TO PROVIDERS

| heretry auihospe payment ol benelity duecily 10 any provedens ol wivice, Otherwine Daysbie 10 me
Yor serwsce, Dut not1 10 exceed 1he ceaionabie #nd CultOMmary charge for Ihote servicm | underiiand
1hat | am Linangially responibie fod any chaiger not covered Dy 1ha sulhorization

AUTHORIZATION TO RELEASE INFORMATION

| heretiy suthorge any e, Qe 1 Dloyer ROLDNEl. O phyiiCaan
10 release 31 intoimalon wilh impect 10 Mysell o any of my dependenis which may have & Desning on
the Denelis payabile under thi 04 any olhes plan provading Denelils o weevices | hereby cortily the
wAlos Maton pOvalen A COECt and Trur 10 The Dett 0f My L nowiedge

Patient ar Parent (11 minor) Date

PART2 TO BE COMPLETED BY PHYSCIAN

13. Date symp first app 14, Date palient first consulied you for | 15. Has patient ever had similar | 16. Referring physician:
this condition: symptoms? [Oyes O no
17. Name and address of facility where service was rendered (other than home or office): [18. For services related 1o pitalization
Admission dale: Discharge date:
19. Is patient tolally disabled? Dales of total disability: 20. Was outside lab work perlormed? 21, Was service to routine physical?
Oyes O no From To O yes O no Charge: Oyes Ono

22. Diagnosis or nature of iliness, injury or symptom. Relale diagnosis lo procedure in col E by rel to bers 1, 2, 3, efc.

12 v

- X

3.

7 By B c D Description: Explain unusual services or circumstances E F G H
Date of Place of | Type of related to procedures, medical services, or supplies Diagnosis Charges Days (Internal
service service service T furnished for each dale given. code or use

(see back) CPT IV or HCPCS ICD-9-CM Units only)

1 24. Total charges

To make payment,
your laxpayer identl-
fication number must
be in Block 26.

=

25. Patient account number 26. Identificalion number or (laxpayer ID)

27. Physician/provider name

| certify that
these services
were performed
by me or in my
presence under City State Zip
my supervision.

' Signalure

Address




