Return completed form t

Teamsters Local 75
265 West 14" St Suite 704

NOTICE AND PROOF OF CLAIM FOR DISABILITY BENEFITS New York, NY 10011
CLAIMANT READ THE FOLLOWING INSTRUCTIONS CAREFULLY
" USE THIS FORM IF YOU BECOME SICK OR DISABLED WHILE EMPLOYED OR IF YOU BECOME SICK OR DISABLED WITHIN FOUR @
WEEKS AFTER TERMINATION OF EMPLOYMENT. USE CLAIM FORM DB-300 IF YOU BECOME SICK OR DISABLED AFTER HAVING BEEN
UNEMPLOYED MORE THAN FOUR (4) WEEKS,
2. YOU MUST COMPLETE ALL ITEMS OF PART A - THE “CLAIMANT'S STATEMENT". BE ACCURATE. CHECK ALL DATES.
3. BE SURE TO DATE AND SIGN YOUR CLAIM (SEE ITEM 12), IF YOU CANNOT SIGN THIS CLAIM FORM, YOUR REPRESENTATIVE MAY SIGN
IT IN YOUR BEHALF. IN THAT EVENT, THE NAME, ADDRESS AND REPRESENTATIVE'S RELATIONSHIP TO YOU SHOULD BE NOTED

UNDER THE SIGNATURE.
DO NOT MAIL THIS CLAIM UNLESS YOUR HEALTH CARE PROVIDER COMPLETES AND SIGNS PART B - THE *"HEALTH CARE PROVIDER'S

STATEMENT.”
YOUR COMPLETED CLAIM SHOULD BE MAILED WITHIN THIRTY (30) DAYS AFTER YOU BECOME SICK OR DISABLED TO YOUR LAST

EMPLOYER OR YOUR LAST EMPLOYER'S INSURANCE COMPAN
| 6. MAKE A COPY OF THIS COMPLETED FORM FOR YOUR RECORDS BEFORE YOU SUBMIT IT.

PART A - CLAIMANT'S STATEMENT (Please Print or Type) ANSWER ALL QUESTIONS =~~~

LTI T

[S I

9’

1 My name ‘So..-. wbesresansorensesanissiibiie O R R L R T R R I T Rt I T Y TR N T T TR Y N YRR SNV YP YTy
" ¥t Mo Led
2 Address.........;...;;a...z..u..una- weoditdbhodbdusnsse CRLIEPREIP IR E VIR URRI RPN RIE RO SRRt RRseensebibidbbiiiiaiadncsisrovaisidiiioiuiabuinianinid
Nrber Srvel  Gyeion Scre 2 Cide Ao,
i Tel NOwiriirecsininiceeeeniesssrveserese s 4, Date of Bifth ivvevsevevsiiiincesiinin . 5. Married (Check one) BYes ENo
6. My disability is (if injury, also state how, when and whete it 06CUITEd) v.uveveeereenrernenernseresresenne sererentnsetanes isassineraneis
7. | became disabled on ............. T T - Iworkedonthatday ([1Yes GINo
b. I have since worked for wages or profit. O Yes O No If "YeS", GIVE ABIES ..uvcccrreecrvmnsitinreisearsensernesnssenseasiisisis
8. Give name of last employer. If more than énie employer during the last eight (8) weeks, name all employers, L
EMPLOYER'S ) o DATES OF EMPLOYMENT AVERAG%\éngKLY
4R : {Include Bonuses, Tips,
BUSINESS NAME BUSINESS ADDRESS | TELEPHONE NO, |=—aiROM THROUGH | rmmiseion, Ressohatle

e i Mg Day Yr |Mo. bDay VY& | Value of Board, Rent, eic.)

8. My job is 0r was ....cccueevereircnecenn ceeerenenrennas revseusiivniiiheesibenannsbribantearisbavannebbutantiobibts  Ereemsaessiisesessessastessnssvassstrans
Ocupaton deu-m-ﬂndmmu IW
10. For the period of disability covered by this claim : 4
a. Are you receiving wages, salary or separation pay: ........esrisseees ererresrnesssnneninisiisieninies 0 YBS 3 No
Are you receiving or claimin
orEers‘ compensabon for work-connected dlsabzhty ...................................... rerserorans OYes 0O No
2 Unemployment Insurance Benefits... . -~ QO Yes B No
Dama;%ées for personal inj % sanetessseesennsanasssasainessans < Yes 0O No
4) Benefits under the Federal Social Secunty Act for long-term disability .......corerceernennes O Yes 0O No
{F "YES" IS CHECKED IN ANY OF THE ITEMS IN 10a OR 10b, COMPLETE THE FOLLOWING
I have Qreceived O claimed from cveevvecerecernenens werraerarasans . for the period ..... s toc__
11. | have received‘dzsabxhty benefits for another period or penods of disability within the 52 weeks immediately before
y\;)resent isability began .......c.cverernrrsassnisens S, S rervsnnians ST e W YES 0 No
es", fill in the following: | have been pasd by .......... reesertesterstaaorrs s vastnessrananenan From ..... papressaenns To TR

12. | have read the instructions above, | hereby claim Disability Benefits and certify that for the period covered by this
claim | was disabled; and that the foregoing statements, inc| udmg any accompanying statements, are to the beést of

my knowledge frue and complete. . .
ANY PERSON WHO RNOWINGLY AND WITH INTENT T DEFRAUD PRESENTS. GAUSES TO BE PRESENTED, OR PREPARES WITH KNOWLEDGE OR
BELIEF THAT IT WiLL BE PRESENTED TO OR BY AN INSURER, OR SELF-INSURER, ANY INFORMATION CONTAINING ANY FALSE MATERIAL STATEMENT
OR CONCEALS ANY MATERIAL FACT SHALL BE GUILTY OF A CRIME AND SUBJECT TO SUBSTANTIAL FINES AND IMPRISONMENT,

Claim s:gned L¢]§ SRTIOPIN casrsneecneersossas CeseaasbeertestisrResnrasninasabestisotartuertestnarinsrsacsssresnserses reresasisetientasststinterersesrnarinnae

bats Girimart's Sgnatum

- If signed by other than claimant, print below: name, address, and relationship of representat{ve.

................. L T T R T L L T D R D T R T T T D T R

Disclosure of information: The Board will not disclose any information about your case to any unauthorized party without your consent. if you choose to
have such information disclosed to an unauthorized party, you must file with the Board an original signed Form OC-110A, Claimant's Authorization to
Disclose Workers' Compensation Records, or an original signed, notarized authorization letler, You may telephone your local WCB office to have Form
OC-110A sent to you, or you may download it from our web page, www.wch.state.ny.us. It can be found under the heading Common Forms Onfine. Mall
the completed authorization form or letier to the address given below.

IF_YOU HAVE ANY QUESTIONS ABOUT CLAIMING DISABILITY BENEFITS, | SLIIENE DUDAS RELACIONADAS. CON LA RECLAMACION‘D £ BENEFICIOS
CONTACT THE NEAREST OFFICE OF THE NYS WORKERS' COMPENSATION JL?I?T}’\ C@g 8&?&&&"&?&%"%"@%&2 EE:Ar?JéQ/ A A\%%S C%RCE:?&%I%E Lﬁ
R WRITE TO: WORKERS' COMPENSATION BOARD, DISABILITY | {WhRKERS COMPENSATION. BOARD. DISABILTY BENERITS BUREAL 100

BOARD,
BENEFITS BUREAU, 100 BROADWAY-MENANDS, ALBANY, NY 12241-0005 BRQADWAY- MENANDS, ALBANY, NY 12241-0005 o )
DB-450 (2-04) ~ HEALTH CARE PROVIDER MUST COMPLETE PART B ON REVERSE .




NOTICE AND PROOF OF CLAIM FOR DISABILITY BENEFITS

IMPORTANT: USE THIS FORM ONLY WHEN THE CLAIMANT BECOMES SICK OR DISABLED
WHILE EMPLOYED OR BECOMES SICK OR DISABLED WITHIN FOUR (4) WEEKS AFTER
TERMINATION OF EMPLOYMENT. OTHERWISE USE CLAIM FORM DB-300.

PART B - HEALTH CARE PROVIDER'S STATEMENT (Please Print or Type) ' )

THE HEALTH CARE PROVIDER'S STATEMENT MUST BE FILLED IN COMPLETELY AND THE FORM MAILED TO THE
INSURANCE CARRIER OR SELFINSURED EMPLOYER, OR RETURNED TO.THE CLAIMANT WITHIN SEVEN DAYS OF THE
BECEIPT OF THE FORM. For item 7d, give approximate date. Make some estimate. If disability is caused by of arising i
connection with pregnancy, enter estifiated delivery date under “Remarks” ‘ :

9. Daté of Bifth .ecoereerens 3 SEX 2 Mzle 8 Female

1. Claimant’s Name ..o ciermesismrsessrssssonsiessianas
4, Diagnosis/Analysis ....... reevesaesansssrmsaesess Dkagncws;s COdB.nnnnnreeiressns
a. Claimants Symploms ... Seceseras [T TROPRRPPL SRR reeesrevensiesseasnensseaenaasas rebbietiibireessrnnsnenensaeies

SepRarEREsERERASIIFREIIAGEL

b- Objecﬁve Findings ............ siewidvouwnsesuuasaneny 0-.-.unga‘..-ii'ni-kiio'--’-.iiii-’iiiii;;ii;iiiiiiiiii
5. Claimant Hospitalized? O Yes (3 NO  FrOM ceecsinanssnsansbisrmssimsatasisisnios e TO veecremrerasannenes JRPT——
6. Operation Indicated? O Yes 0O No & TYPE ceecenimmenmses reertrresnarsssrenasatar b. Date coerrrarensrassssonns seesresensasns
% Enter Dates for the Following: Tonth Day | Year |
a. Date of your first treatment for this diSability ceesseeeercssssnmssmsses reessanenrarenes
b. Date of your most recent treatment for this disability ......eee.cse O
‘ ¢. Date claimant was unable to work because of this disability ........ ]
d. Date claimant will be able to perform usual WOTK uveveesnissnansisrisssnnesares

(Even if considerable question exists, estimate date, Avoid use of terms such as unknown or undelermined.)

8. In your opinion, is this disability the result of injury arising out of and in the course of employment of occupational
disease? QO Yes 0O No L :
If yes, has form C-4 been filed with the Workers' Compensation Board? 0 Yes Q No

Remarks (attach additional sheet, if NECESSANY) « hevseresrssnsrsssssnssisensersnasansseasarestinanss s reeerveresrasasanessansansisnsierant
(If disability is pregnancy related, please enter estimated delivery

.

| affirm that O Chiropractor & Physician” O Psychologist Licensed in the State of License Number

jama 0 Dentist O Podiatrist & Nurse-Midwife

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD PRESENTS, CAUSES TOBE PRESENTED, OR PREPARES WITH KNOWLEDGE OR BELIEF
THAT IT WILL BE PRESENTED TO OR BY AN INSURER, OR SELF-INSURER, ANY INFORMATION CONTAINING ANY FALSE MATERIAL STATEMENT OR

CONCEALS ANY MATERIAL FACT SHALL BE GU!LTY OF ACRIME AND SUBJECT TO SUBSTANTIAL FINES AND IMPRISONMENT.

Healm Care PraVider’S Signamre ------------ Leesibashinmaiin e -.‘.-.iv---&-‘-iiii.vi--’----ov&c-.--o--ooo- Date -------ui‘-i-il-vc--.--é;.;.i-;.i.iii
Health Care Provider's Name (Please Print) reresesssevasstesnsssraressts reerenesaressnesnesese TelNO. ciosuncanesarsnnen
Ofﬁse AddFBSSJ............; ........ FYTY LY ii-.ivni-...q.ir----v3--5.nicil--5-!!.---0;3.3-:601-.& ---------- AecenaRERREVESORLICRERR PO P S PYST T IS TTI I T L Lahdid
Number Street Clty of Tewn State 2ip "
health care providers o regulary file medical

TP AA NOTICE - In order to adjudicate 8 workers' compensation claim, WCL13-a(8)(a) and 12 NYCRR 325-1.8 require oar ders to regu le medical
reporis of treatment with the Baard andl the GAMBr 6F gimployef. Puisuant to 45 CFR 164.512 these legally required medical reports are examp! from HIPANS
restrictions on disclosure of health Informatior, :

‘ $6 BE GOMPLETED BY EMPLOYER
Employer‘s FUll Namea:. cccessereasiigisitiosinidiiorarns Viieisasiitiiies P iap Social SBCUﬁtY Number . ----:-A-é --------------------- aasnrain
Employee’s AJAress: w.omesenee PRI TE S L tevirareeasssesanasstesnssnaiasiibssas 82 ternsieresneransiinersanias
Employee’s Occupalon: creereessemevssnsrasmsssene veansees Employed: ........ oFull Time oPartdTime
if Part Time, Give Particulars: ..sciveisiesesiciiones Seaeibiiiid »ai “ Sieiienbsessersibeivenanearasass eessastssrrsrsenesessitsbasanssanans suisieRR et
Check One: n Owner o Propiistor = Eamings 8 Weeks Prior to Disabili
Date Employee LastWorked: ...eeeereencens heesess sebebsestesceeesessastsETEssensTssssEIIITISLLS Week Ending Ngo. Days
Date Employee’s Wages Ceased. . nusnasiiosiziiiini BT TT T FETEIY) Mo. Day Year Worked  Amount
Date Employee retumed to Work: veeeeeee
Wages Continued During Disabilify? i tiveivsivenranessonansressannnassesns cerrresrnaresenvas .
Is Reimbursement Requested? axenes ISP . _ ]
15 Disability DUE 10 JOD? .uvurremiunemensissinssssnscasssssmsasmseninien Creesbesananerssessisenes rerens s
If So, s a Compensation Glaim FIEA7 teereeensiosenenssessnnarnsensasnsans vevvenensserasssanseraranes o N .

Check Days Normally Worked:
o Monday o Tugsday D Wednesday o Thursday o Friday o Saturday o Sunday

ool~t|olo] sl

Is Employee a Membeér &f & Union? oYes oNo: if Yes, give name aid addréss of union and local number

........................................................................

Firm Name:
Address: ...

sehsmessaniiéinsasesenceaescar

of contributions if ill or injured off the

1521 U SPPSI

Signed By: ... . job; The employee is entitled toup to 12

THHEY oo s eeessensessesaess s rsre s a R eSS RS ST 201 months of contribution if injured on the job
DB-450 Reversa (2-04) THE WORKERS' COMPENSATION BOARD EMPLOYS AND SERVES PEOPLE WITH DISABILITIES WITHOUT DISCRIMINATION.




