Benefit Reqgquest

LRFA HEALTH CARE BENFIT PLANS

F-18
2/2008

For office use only
plan % Form #

LATVIAN RELIEF FUND OF AMERICA, INC. Benefit: | 3
2 P.O. BOX 8857 E|kInS Park, PA 19027'0857 Date Approved by

Phone: 215-635-4137 Fax: 215-635-1583
I am requesting benefits for: O myself O my child
(Please attach treatment and examination bills)
1. Person requesting benefits Last name First name MI LRFA Membership #
2. Person receiving care Last Name First Name Date of birth (mm/dd/yyyy)
3. Address

City State Zip Code Phone E-mail

4. Please select reason(s) for the benefit request:

Olllness OMaternity OAccident OSurgery OPhysical Exam OOther

5. Did the accident occur at work? If “YES” please provide place and address of employment.

OYES ONO

6. Do you have another health coverage plan? If "YES” please indicate insurance plan or program name.

OYES 0ONO
7. Treatment:
D Hospitalization (in-patient) D Out-patient care
From to From to
(month, day, year) (month, day, year) (month, day, year) (month, day, year)

8. Treated illness:

9. Physician (name and address)

10. Facility where services were rendered (name and address)

11. I have enclosed treatment and examination bills for the following amounts:
Hospital: $

Physician: $

Other ' $

TOTAL: $

12. I hereby certify that the above information is true and correct to the best of my knowledge.

Signature of person requesting benefits Date
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F-18
2/28/2007

So nodalu aizpilda Fonda darbvediba
plan % Form #
LATVIAN RELIEF FUND OF AMERICA, INC. Benefit:| $
P.O. Box 8857 Elkins Park, PA 19027-0857 Date ____________ Approved by

Phone: 215-635-4137 Fax: 215-635-1583

LGdzu izmaksat mana apdrosinajuma noteikumiem atbilstoSu summu par
O maniem vai O mana bérna arstésanas izdevumiem.
(Ladzu pievienojiet attiecigos rékinus)

1. Izmaksas pieprasitajs Uzvards Vards ALPF dalibnieka #
2. Arstéta persona Uzvards Vards Dzim3anas datums (ménesis/diena/gads)
3. Adrese

Pilséta Stats Pasta indekss (Zip) Telefona nr. E-pasts

4. Ludzu atzimejiet iemeslus mediciniskajiem pakalpojumiem par kuriem tiek pieprasita izmaksa:
OSlimba OGritnieciba [ONegadijums [OOperacija OVeselibas parbaude OCiti iemesli

5. Vai NEGADIJUMS noticis darba? Ja atbildéjat “Ja”, lidzu uzradiet darba vietas nosaukumu un adresi.
OJA ONE

6. Vai Jums ir vél kads veselibas apdrosinajuma plans? LGdzam uzradit apdrosindjuma plana nosaukumu.
OJA ONE
7. Arstésanas:
D Slimnica (in-patient) D Ambulatoriski
No lidz No lidz
(ménesis/diena/gads) (ménesis/diena/gads) (ménesis/diena/gads) (ménesis/diena/gads)

8. Arstéta slimiba:

9. Arsts (vards, uzvards un adrese)

10. Iestade kura tika sniegts mediciniskais pakalpojums (nosaukums un adrese)

11. Pievienoju arstu un slimnicu rékinus sekojosos apméros:
Slimnicas: $
Arsta: $
Citi rekini ' $

KOPA: $

12. Ar savu parakstu apliecinu, ka saja veidlapa sniegta informacija ir patiesa:

Izmaksas pieprasitaja paraksts Datums




