0000 Employee #

HOSPITAL INDEMNITY CLAIM FORM
INSTRUCTIONS

The employee and the hospital must complete this form for each inpatient hospital admission.

This form should be used only when filing a claim for inpatient hospital indemnity benefits.

leted b

To be Com

1. Name of Employee (Last Name, First Name)

Doe JoHu & 04 -08-1908] 000 - 00000
L——
2. Employed by (Name of Company) Trving Independent School District
3. Have you Terminated Employment? Yes @ e

If Yes, Date Terminated

4. What is the last date you were actively at work? 5’,/0'25'/.%005-* .
7

5. Describe the illness or injury requiring treatment A @DOM.!:!//‘? s QupCcry 7O ﬂEPﬂ/,@ /{gleﬂ/,?] ;

6. Dates of this hospital ¢ nﬁnm F_DATE OF AD, TON & DISMI,
Admit Date :%h g?& S Discharge Date 5' 7 5{ 53&‘5

7. If surgery was performed, please specify type of surgery and date performed. ;
Type of Surgery Date of Surgery_ 5 /M/ 2005

8. Have you submitted a claim form for this hospital admission before? Yes { No,

The above statements are true and complete to the best of my knowledge and belief. I hereby authorize any hospital
or physician who has treated me and any insurance company to furnish any and all medical information to

. Irving Independent School Disﬁict_ A photo static copy of this authorization shall be considered as effective and

% valid as the original.

Employee’s Signature d.'}j/ﬂ/ / /(ﬂé-u Date 7 / ol 20 05
address_[92.3 %ufwf’_e,u/ Aod Fsv0e

AL/ State W zip dloocC ’
Telephone Number ( P72 Ooo - 0000

NOTE: All benefits are payable directly to the insured and are not assignable.

For I1SD office use only
Submit This Claim Form to:
Date Received Irving Independent School District
Date Approved :
Amount of Claim
Amount Paid to Employee Be?eﬁts Office
Date Paid Irving ISD
_ 2621 W. Airport Freeway
Employee Benefits Representative signature: Il’Vil‘lg, TX 75062
Date__
-



