BENEVOLENT FUND
APPLICATION FOR BENEFITS
16214 - 118 Avenue - Edmonton, Alberta T5V 1M6
Phone: (780) 452-7080 Fax: (780) 452-1291

UA LOCAL UNION 488 www.local488.ca

PLEASE PRINT CLEARLY - INCOMPLETE APPLICATIONS WILL NOT BE PROCESSED

NAME SIN
ADDRESS
cITY PROVINGE POSTAL CODE
HOME NUMBER ) CELL NUMBER )
NATURE OF DISABILITY
DATE OF DISABILITY | | DATE YOU EXPECT TO RETURN TO WORK |
MONTH DAY VEAR MONTH DAY VEAR

ARE YOU RECEIVING WCB BENEFITS?

YES |:|

NOI:I

ARE YOU IN A RETRAINING PROGRAM?

YES g

NOI:I

ARE YOU WAITING FOR SURGERY?

YES |:|

NOI:I

ARE YOU APPLYING FOR CANADA DISABILITY BENEFITS?

YES g

Nog

ARE YOU IN THE HOSPITAL NOW?

YES |:|

NOI:I

The funding of the Local Union #488 Benevolent Fund is achieved by the Local Union diverting $0.50 (fifty cents) per member per month of your Union Membership dues

in order to allow for the Funds operation. Please refer to the By-Laws and Working Rules Handbook for complete rules and history of the Benevolent Fund.

| hereby authorize the Members of the UA Local Union 488’s Benevolent Committee to use and exchange information as needed for calculating and processing
my claim under this fund with and including my Doctor (Physician), the Worker's Compensation Board and the Edmonton Pipe Industry - Health & Welfare Plan.

Member’s Signature

ALL APPLICATIONS FOR DISABILITY BENEFITS MUST BE ACCOMPANIED WITH THE APPROPRIATE DOCUMENTATION!

Date

BEN 06/05 REFER TO PAGE 2 FOR APPLICATION INFORMATION

172




PART 2 - ATTENDING PHYSICIAN’S STATEMENTE]

1. PATIENT'S NAME

2. IS CONDITION DUE TO INJURY OR SICKNESS ARISING:  (A) OUT OF PATIENT'S EMPLOYMENT YES O NO [0 UNKNOWN [J
(B) FROM A MOTOR VEHICLE ACCIDENT  YES [ NO O

3. DIAGNOSIS OR PRESENT CONDITION
(A) PRIMARY
(B) SECONDARY (IF APPLICABLE) OR ADDITIONAL CONDITIONS WHICH MIGHT AFFECT DURATION OF DISABILITY

4. TO THE BEST OF MY KNOWLEDGE

(A) SYMPTOMS FIRST APPEARED OR ACCIDENT HAPPENED |
YEAR MONTH DAY

(B) PATIENT HAS HAD SAME OR SIMILAR CONDITION YES O NO O
(C) IF “YES”, STATE WHEN AND DESCRIBE

5. DATE OF HOSPITAL IN-PATIENT ADMISSION | | DATE OF HOSPITAL OUT-PATIENT ADMISSION |
YEAR MONTH DAY YEAR MONTH DAY
DATE OF HOSPITAL DISCHARGE
YEAR MONTH DAY YEAR MONTH DAY
6. IF SURGERY WAS PERFORMED, ENTER DATE | | WAS GENERAL ANAESTHETIC ADMINISTERED?
YEAR MONTH DAY YEAR MONTH DAY

DESCRIPTION

7. IF REFERRED TO YOU, GIVE NAME OF REFERRING PHYSICIAN

8. (A) DATE OF FIRST VISIT FOR PRESENT | | (B) DATE OF LATEST ATTENDANCE |
PERIOD OF DISABILITY YEAR  MONTH DAY YEAR  MONTH DAY
(C) WERE YOU ACTIVELY SUPERVISING THIS PATIENT’S CARE DURING THE FULL REPORT PERIOD? YES [J NO O

IF “NO”, PLEASE EXPLAIN

IF “YES”, STATE FREQUENCY OF VISITS WEEKLY o MONTHLY o OTHER o (SPECIFY)
NATURE OF TREATMENT

9. IF CONDITION IS DUE TO PREGNANCY, WHAT IS (OR WAS) THE EXPECTED DATE OF CONFINEMENT

YEAR MONTH DAY

10. HOW DOES PRESENT CONDITION AFFECT PATIENT’S ABILITY TO WORK?

11. (A) TO THE BEST OF MY KNOWLEDGE, THE PATIENT HAS BEEN TOTALLY DISABLED (UNABLE TO WORK)

FROM | | TO | | INCLUSIVE
YEAR MONTH DAY YEAR MONTH DAY

(B) IF STILL DISABLED, GIVE APPROXIMATE DATE WHEN PATIENT SHOULD BE ABLE TO RETURN TO WORK

YEAR MONTH DAY
OR, IF INDEFINITE, THE ESTIMATED NUMBER OF ADDITIONAL WEEKS BEFORESUCHRETURN _____ ADDITIONAL WEEKS FROM TODAY.

12. HOW LONG WAS OR WILL PATIENT BE PARTIALLY DISABLED? (ABLE TO WORK PART-TIME AT OWN OCCUPATION)

FROM | | TO | | INCLUSIVE
YEAR MONTH DAY YEAR MONTH DAY

PHYSICIAN’S NAME (PRINT)

ADDRESS

TELEPHONE NUMBER

SIGNED THIS DAY OF 20 SIGNATURE OF PHYSICIAN (STAMP NOT ACCEPTED)

I HEREBY AUTHORIZE THE RELEASE TO THE PLAN ADMINISTRATOR ANY INFORMATION REQUESTED IN RESPECT OF THIS CLAIM.

SIGNEDTHIS DAY OF 20 SIGNATURE OF PATIENT

THIS PATIENT IS RESPONSIBLE FOR SECURING THIS FORM AND FOR CHARGES MADE FOR ITS COMPLETION.

Return the completed form to:
EDMONTON PIPE INDUSTRY HEALTH AND WELFARE PLAN
16214 - 118 AVENUE, EDMONTON, ALBERTA T5V 1M6
TELEPHONE: 780-452-1331

((SEF_SCEF )
sighe



Local 488
IMPORTANT
PLEASE NOTE:  This Form must be completed by your Doctor and accompanied with your Benevolent Fund Application.
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