APPLICATION FOR BENEFITS

FhEURAHZE

Date Policyholder's Name Date of Accident Claim Number

The Information provided will enable us to determine if you are entitled to benefits

Your Name {Maiden Name) Gex Phone | lome Business
Number ( )
Parent's Name, if Minor

Yaur Address (Na., Street, City or Town, State and Zip Code) ‘ Date of Birth

Yaur Permanent Address. [If different fraom above — haow long have you lived in this state?

Date and Time of Accident £.M. Place of Accident (Street, City and State) Social Security Number
P.M.

Bricf Description of Accident and Vehicles Involved:

List all automobiles owned by vou or any member of your family, living with you on the date of this accident.
Autamobila Qwner Insurer Policy Numbar

As a result of this accident, were you injured? [ Yes [ No/ If so, did you incur any medical bills? [ Yos [ Ne
If your answer is yes, completa the rest of this form, if no, sign below and return this form to us.

Describe your injury:

Namea of Applicant's Heslth Carrier Address of Carrier

Were you treated by a doctar? [ Yes [ No | Doctor's Name and Address

If yau were treated in a hospital, were
you an [ Inpatient [ Qutpatient

Hospital's Name and Address

Amount of medical Will you have more medical expense? | VWare you on the job at the tima of your

bills to date™? (] ves [ Ne Aceident? [ Yes [1No

Have you been able to carry out your Did you lose wages or salary as If yes, amount lost What is your average weekly
usual hauschold taska? [ Yos [0 Mo | result of you injury? [ Yes [0 No | to date? $ wage or salary? $

[T you losl wages, dale disabilily lom work began? Dale you relurned lo work,

Have you received, or are you eligible for payments under any workers' compensation, | Are you eligible for Medicare? [] Yes [ No
unernployment law, Medicaid, or military benefits for this accident? [ Yes Na

List namec and address of your present employer(s) and give your eccupation and datcs of cmployment for cach:

Employer and Address Qocupation From To
Employer and Address Ooccupation From To
As a result ot your injury, have you had any ather expenses? [ Yes [ Mo It yes, explain:

Any person who submits an application or files a claim with intent to defraud or helps commit a fraud against an
insurer is guilty of a crime.

Signature

(Injured Person or Representative) Date

IMPORTANT: 1. To be sligible for banefits you must complete and sign this application.
2. You must also sign the attached suthorization(s).
3. Return promptly with any madical bills you have raceived to data.
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