MICHIGAN BAC HEALTH CARE FUND

6525 Centurion Drive
Lansing, M 48917

Tol I free Tel ephone: 800-531-2244

STATEMENT FOR LOSS OF Tl ME BENEFI TS

(Note: Participant nust conplete this side
Reverse side nust be conpl eted by your physician)

Nane: Date of Birth:
Addr ess: CGty: St at e: Zi p:
Soci al Security #: Local Union #:
I's this claimbased on an accident/injury? Yes No

Nat ure of sickness or accident/injury:

Dat e si ckness or accident/injury began:

Date first treated

D d sickness or accident/injury occur in the course of enploynent? Yes No
Where did sickness or accident/injury occur?

How di d si ckness or accident/injury happen?

Have you, or do you intend to file this claimunder Wrkers' Yes No
Conpensat i on?

On what date did you | ast work?

Have you resumed work? Yes No

If YES, what date:

Si gnat ur e:

Dat e:




M CH GAN BAC HEALTH CARE FUND

ATTENDI NG PHYSI Cl AN S SUPPLEMENTARY STATEMENT

Patient's Nane: Date of Birth:

Di agnosi s and Concurrent Conditions:

I's this claimbased on an accident/injury? Yes No
Dat e sickness or accident/injury began: Date first treated:

I's condition due to injury or sickness arising out of patient's Yes No
enpl oynent ?

I f YES, explain:

This patient has been continuously disabled (first day unable to work) from
t hrough (I ast

day unabl e to work)

Exact date patient will be able to return to work at trade:

I f exact date is unknown, please estimate:

I's patient still under your care for this condition? Yes No

If YES, give date of |ast treatnent:

If YES, give date of next schedul ed appoi ntnent:

If NO give date treatnent term nated:
.

Physi ci an' s Si gnat ur e: Dat e:
Physi cian's Nanme (pl ease print) Degr ee:
Addr ess:

Gty: St at e: Zi p:

Tel ephone Nunber: Area Code:
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