




RETURN COMPLETED FORM(S) TO: 
'· 

MILWAUKEE ROOFERS HEALTH FUND 
ROOFERS LOCAL #65 
16601 W. DAKOTA STREET 

NEW BERLIN, WI 53151-3540 
P: 262-785-9741 f 262-785-972 f BENEFIT CLAIM FORM 

INSTRUCTIONS: This form to be completed by the member and the attending physician 
MEMBER: Complete PART "A" FULLY - Sign and Date 
PHYSICIAN: Complete PART "B" FULLY - Provide physician information ·Sign.and date . 

PART A. MEMBER COMPLETES AND SIGNS THIS SECTION 

F Name of Member: 
0 

R Home Address: 

A 
City: State: Zip: 

L Phone No.: I • )
-

Social Security No.: 
L 

Show Date Last Worked: Resumed Work: 
B 

E Employer's Name: 
N ·

E 
Nature of Sickness of Injury: 

F Date of Sickness or Injury: Date First Treated: 
I 

T If injured, how and where did accident happen?: 

R 

E 

Q 
Did injury occur in the course of employment? 

-
Yes No 

u Have ycu, or do you intend to file this disabHity under Workmen's Compensation? _Yes 
E

-·-

s Is this disabUity eligible for Medicare benefits of Social Security Disability? Yes 
T .• -- -

s Are ycu ·currently collecting Unemployment Benefits? 
-

Yes 
--

No 
. 

OTHER REMARKS: 

MEMBER'S SIGNATURE 

I hereby certify the above statements are true and complete to the best of my knowledge and belief. I authorize the release, 
when requested by Milwaukee Roofers Health Fund or Roofers Local #65 of any facts conoeming the injury, illness or 
treatment of myseW or my dependents. Only Ille Otiginal signed Benefit Claim Fonn is accepted, faxed copies are not 

Dated 
----------

20 __ (Signed) 

' 

. 

. 

. 

. 

. .

No 

No 



ATTENDING PHYSICIAN'S STATEMENT 
?ARTB 

1. DIAGNOSIS AND CONCURRENT CONDITIONS
(If diagnosis code other than ICDA• used, give name):

2. IS CONDITION DUE TO INJURY OR SICKNESS ARISING OUT OF PATIENT'S EMPLOYMENT?

3. REPORT OF SERVICES

YES NO 

PREGNANCY If Yes, approximate da_te� pregnan.cy commenced. 
_YES_NoDATE ____ _ 

DATE OF 
SERVICES 

PLACE OF 
SERVICES DESCRIPTION OF SURGICAL OR MEDICAL SERVICES RENDERED 

fO • Doctofs Office • 

H • Patient's Home 

IH • lnpatien� Hospital NH • Num,g Home 

OH - outpatient Hospital OL - Other Locations 

4. DATE SYMPTOMS FIRST APPEARED OR ACCIDENT HAPPt:NED? 5. DATE PATIENT.FIRST CONSULTED YOU FOR THIS CONDITION?

6. PATIENT EVER HAD. SAME OR SIMILAR CONDITION?
_ YES _NO lf"Yes"whenanddeB<:rille: 

8. PATIENT WAS CONTINUOUSLY TOTAL DI
(Unable to work). 

From Thru ______ ..;..--l 

Physician's Name (PRINT) 

reot Addros City or Town 

7. ·PATIENT STILL UNDER YOUR CARE FOR THIS CONDITION?
_YES _ _  NO 

9. IF STILL DISABLEO, DATE PATIENT SHOULD BE ABLE TO
RETURN TO WORK? 

Telephone 

stat. Or Province Zip Cede 

PHYSICIAN MUST DA TE AND SIGN THIS FORM UPON COMPLETING 

DATE: SIGNATURE: 
Phyolclana Signature 
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