2 RETIRER WELFARE § UNL
e 0 : HOME HEALTH A]])E CARE CLAIM FORM

TO BE COMPLETED BY PATIENT (A DESIGNATED REPRESENTATIVE OF THE PATIENT MAY COMPLETE
THIS PORTION OF THE FORM IF TI—IE PATIENT IS UNABLE TO DO S0.)

MEMBER: by e : o 'SOCIAL SEC#
s : (Last, First, Middle Initial) : : :
ATDRESSH e e e i : e Sl TELEPHONE#:
NAME‘OF PATIENT.(Ifnot'member):‘ pEne e e S DATE OEBIRTH: - [0 ) )
- (Last, First, Middle Initial) ‘ ;
RELATION TO MEMBER S e —
ADDRESS: 5 i TELEPHONE #(__)_

(It dlfferent fmm member) (Street, City, State, le)

; WI{ERE 1S PATIENT CURRENTLY RESI]DING’?* b
OOWNRESIDENCE. O RESH)ENTIAL/ASSISTED LIVING/PERSONAL CARE FACILITY
IZIOTHERCEZX‘PLA[N) e . e

o *PAT]ENTS WHO ARE HOSPITALIZED OR RES]DING INA NURS]NG HOI\IE OR REHABILA’TION CENTER ARE ELIGIBLE FOR
- THIS BENEFIT. :

IF OTHER THAN YOUR RESIDENCE WHAT IS THE NAME, ADDR.ESS TELEPHONE NUMBER AND DATE YOU
ENTERED THIS LOCATION? ]

LOCATION: i e e i " ADDRESS:

‘ : -TELEPHONE:# : - DATE ENTERED: __/_/
(Clty State, le) : : :

iR PATIENT I—IAS BEEN HOSPTTALIZED OR CONFINED TO ANY OTHER TYPE OF FACILITY WTI'HTN THE LAST YEAR, PLEASE

i COMPLETE THIS SECTION:

2

. _/_L___ e/ (R =
NAME_ OF HOSPI_TAL/FACILITY: ~ ADDRESS: (City, State, Zip) -~ DATE ADMITTED: DATE DISCHARGED
_ | Ve ey
“NAME OF HOSPITAL/FACILITY: _ ADDRESS: (City, State, i) DATE ADMITTED: DATE DISCHARGED

PLEASE LIST: THE PHYSICIANS PAT[ENT SEES ON A REGULAR BASIS OR HAS CONSULTED IN REGARDS TO THIS
CONDITION ALSO INDICATE WHICH PHYSICIAN IS THE PRIMARY PHYSICIAN.

A

1. NAME; ZEEreTE TISPECIALTY: ="+ & DATE 1ST SEEN : DATE LAST SEEN:
Prs = : - el g B S el Tl
. ADDRESS: (Street, City, State, Zip) . TELEPHONE#:
GNAME: - b ~ SPECIALTY: DATE 150 SEEN: ~ DATE LAST SEEN:
e - : ' : b e s R N
: ADDRESS: ( Street, City, State,' LR Ry TELEPHONE #
e o U
. 7S PATIENT CORRENTLY, OR HAS PATIENT RECENTLY RECEIVED ANY OF THE FOLLOWING SERVICES?
DHOMEHEALTH SFRVICES ~  OPHYSICAL THERAPY " 0 OCCUPATIONAL THERAPY
D OTHER SERVICES :

VRS, PROVIDE THE NA.N[E ADDR]:SS AND TELEPHONE NUMBER OF THE AGENCY OR INDTVIDUAL PROVIDING THE
. SERVICE(S)

PREMARY CONTACT (IF DIFFERENT THAN CLAIMANT): Ce)
'NAME i _ ‘ , , : TELEPHONE #:

ADDRESS (STREET CITY STATE Z[P) ‘ il . : _ RELATIONSI—]]P TO CLAIMANT:

INDIVIDUAT COMPLETING THIS FORM IF DIFFERENT FROM ABOVE: :
= e L

. NAME : : N T . TELEPHONE#:

“ADDRESS: (STREEL, CITY, STATE, ZIF) ' ‘ RELATIONSHIP TO CLAIMANT:




: (If different from member) (Street City, State le)

' " oo RETIREE WELFARE § UNL
- TOMEHFALTHAIDE CARE CLAIM FORM

TO BE COMPLETED BY PATIENT. (A DESIGNATED REPRESEN TATIVE OF THE PATIENT MAY COMPLETE
THIS PORTION OF THE FORM IF THE PATIENT IS UNABLE TO DO S0O.)

' MEMBER S e i SOCIAL SEC #:
; (Last, First, Middle Initial) e e S £
ADDRESS e s el e ... " TELEPHONE#:
: NAME OF PATIENT (Ifnotmember) e Sl e DATE OF BIRTH: = o )
(LaSt,.First,.I\/dedle Initial) : : G
RELATION TO MEMBER g et
ADDRESS: = - o i TELEPHONE# (" )

. WHERE IS PATIENT CURRENTLY RESIDING?*
DOWNRESIDENCE., “#x = o RES[DENTLAL/ASSISTED LIVING/PERSONAL CARE FACILITY
0 OTHER (EX_PLAIN} .

) *PATJENTS WHO ARE, HOSPITALIZED OR RESIDING IN A NURSING HOME OR REHABILATION CENTER ARE ELIGIBLE FOR
- THIS BENEFIT.

IF OTHER THAN YOUR R.ES]DENCE WHAT IS THE NA.ME ADDRESS T"ELEPHONE NUN[BERAND DATE YOU
ENTERED THIS LOCATION?

LocATION: Sy il ; ADDRESS:

' TELEPHONE: # : - DATE ENTERED: /|
(Clty, State, le) S ol TR i

Sl PATTENT HAS BEEN HOSPITALIZED OR CONF]NED TO ANY OTHER TYPE OF FACILITY WITHIN THE‘, LAST YEAR, PLBASE
5 COMI’LETE THIS SECT[ON

il

: : . o _/_f+___ _/_/_____”
= NAME oF HOSPITAL/FACILITY: ADDRESS: (City, State, Zip) . DATE ADMITTED: "DATE DISCHARGED
S : _ AR Lol MRS
- NAME OF HOSPITALFACILITY:  ADDRESS: (City, State, Zip) ~ DATE ADMITTED:  DATE DISCHARGED

: : PLEASE LIST T]E[E PHYSICIANS PATIENT SEES ON A REGULAR BASIS OR H.AS CONSULTED IN IEGARDS TO THIS

B CON])ITION ALSO ]NDICATE WHICH PHYSICIAN IS THZE PRIMARY PHYSICIAN.

'1 NAME _,_:T s e — A TSN DATELASTOEEN
ADDRESS: (Street, City, State, Zip). -~~~ TELEPHONE#

NAME: T ~ ... SPECIALTY: DATE I'"SEEN: _ DATE LAST SEEN:
Sammon s o : ; o = M ey T Nl e ALY
ADDRESS: ( Strect, City, State, Zip) "~ TELEPHONE#

IS PATIENT CURRENTLY, OR HAS PATIENT RECENTLY RECEIVED ANY OF THE FOLLOWING SERVICES?
'DHOMEHEALTHSERVICES - OPHYSICALTHERAPY - OOCCUPATIONAL THERAPY

0 OTHIER SERVICES

© IFYES, PROV]DE THE NAME,  ADDRESS, AND TELEPHONE NUMBER OF THE AGENCY OR INDIVIDUAL PROVIDING THE
, SERVICE(S) : ‘

PRIMARY CONTACT(IFBJ:FEERENTTHANCL_AMANT):' e e
 NAME: R TELEPHONE #:_
 ADDRESS: (STREET, CITY, STATE, ZIP) S 1 A RELATIONSHIP TO CLAIMANT:

INDIV[DUAL COMPLETING THIS FORM IF DIFFERENT FRQM ABOVE:

( )
ANAMEZ _ > MR ~ . TELEPHONE#
'ADDRESS: (SIREET, CITY, STATE, ZIP) i _ RELATIONSHIP TO CLAIMANT:



