
Name: 

IBEWLOCALNO. lS0WELFARE FUND 

230 Lexington Green Circle Ste 400
Lexington KY 40503

Toll Free: 888-999-7741

LOSS OF TIME FORM 

(Note: Participant must complete this side 
Rnerse side must be completed by your physician) 

Date of Birth: 

Address: City: State: lzip: 

Member ID or SSN #: Local Union#: 

Is this claim based on an accident/injury'! Yes □ No □

Nature of sickness or accidentfmjury: 

Date sickness or accident/injury began: Date first treated: 

Did sickness or �identfmjury occur in the course of employment? Yes □ No □

Where did sickness or accidentfmjury occur? 

How did sickness or accidentfmjury happen? 

Have you, or do you intend to file this claim under Workers' Compensation? Yes D No □ 

On what date did you last work (before becoming totally disabled)? 

Have you resumed work? Yes □
No □

If YES, what date: 

Arc you Retired?: □Yes □No I Arc you receiving Social Security Disability?: 0 Yes 0No 

I hereby audumle any inswanc:c company, provider, ouay oil...-orpnizalion lo Jdtasc all information to mEW Local No. ISO WelfaM Fund, which may have a bearing DD 

the benefits payable under this Plu. A photocopy oflhia awborization will be as effective as the original. 

Signarurc: Date: 

Telephone Number {Including area code): 






