LOCAL #41 RETIREE INSURANCE FUND
DENTAL/VISION REIMBURSEMENT FORM
3626 N. WELLS STREET     FORT WAYNE, IN     46808

TELEPHONE (260)484-2834    FAX (260)483-6967

E-MAIL awl41@insulators.org
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	INSTRUCTIONS

This form should be used for a vision or dental claim reimbursement only. 

A member can receive a $100.00 maximum benefit per plan year.
The plan year is from July 1st to June 30th.
Attach a copy of the bill entered to this form.

Please be advised that a separate form must be submitted for each member.


TO BE COMPLETED BY MEMBER:

	PATIENT NAME
	SS#

	ADDRESS
	CITY

	STATE AND ZIP
	PHONE NUMBER


CLAIM INFORMATION:

	DATE OF SERVICE
	PLACE OF SERVICE

	PHYSICIAN
	ADDRESS

	TOTAL CHARGE
	AMOUNT FOR REIMBURSEMENT


AUTHORIZATION AND CERTIFICATION:

	I hereby authorize any insurance company, organization, employer, hospital or physician to release any and all information with respect to this claim which may be necessary to determine any amount payable. I certify that the above information is correct.                                                                          
SIGNATURE                                                                   DATE


	FOR OFFICE USE ONLY

DATE

CHECK #

AMOUNT


