.

U.A. LOCAL 254 HEALTH & WELFARE TRUST FUND MEDICAL CLAIN FORM

ADMINISTRATOR: GLOBAL BENEFITS
MANULIFE FINANCIAL
Policy N°. 4513

( 1. Complete tha Employse's Statermant (below) and inciude your date
of birth and Soclal Insurance Number,

2. All correspondencs, claim forms ete. should ba maiied to:

Global Benedits
545 Wison Ave, Toronto, ON M3H 1v2
SRS Phone: (416) 835-6000 Fax: (416) 635-5464

EMPLOYEE 3. All receipts should be attached 1o this form, ,  Doeceam

f EMPLOYEE'S STATEMENT

1. Name Addrssa (Give Number, Street, Gty & Peov) Home Phone No,

2. Singe or Manied Make or Famala OCczupation Poalyl Code (sf home)

o o g o |2 i

3. IF DEPENDENT CLAIM, plaase complete.
Name of Dapendent M or Famale Relstiorship Date of Brin Single or Married

o O [} o O

Huve you (or your depandent] any ot B06 WHICh Woult pay & Densfit for this claim? Cyes oo
I *Yos", name of Employer and insurance Co.

¥ “Yed”, ploase indicale spouse’s date of bith

Pchid indlcsta | Student | Handicapped

4, Vislon Care Expansas - ASach al recsipts and provida the odowing breakdosn:

Single Vision..,

Lensas

Have you any other coverage which would pay a banefit for this clalm? Yes No O

| awthorize Global Benefs to collect and exchange persenal information about me andior my dependents %o process this claim and administer my group plan,
| understand any parsonal information obtained by Global Bansfits will be kept confidential and, whare neceesary, Giobal Banefits will be exchanging my
personal information. | authorize the following persons 1o exchange with Global Benefs or each other, eny of my personal information in their possession; any
health care practitioner, medicat faclity or providar of health care/dental services, any provincial health insurance plan, Insurance company o retnsurer, or pian
administrator, govemment agancy, auditing or Independant investigative orgenlzation, and financial insstution. | authorize the use of my Social Insurance Number
far identification purposes. | cerlify that the infarmation in this form is true and complete, 1o the best of my knowledge. A copy of this authorization shal be as
vakd as the original

Date / / Signatura of Mamber Telephone Number ( )
- Doy Noak Yo

o

(FOR ADMINISTRATOR'S USE ONLY

T
-]



