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UAW Local 2179 Health & Welfare Fund
	1. Participant Social Security No.
	2. Full Name of Participant (First, Middle, Last)
	3.
Date Of Birth
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Month
Day
Year
	4.  Sex

  Male

  Female

	5. Patient Name if other than participant
(First, Middle, Last)
	6.
 Patient Date Of Birth

Month
Day   
 Year





	7. address (No. & Street)
(apt. no.)
(State)
(Zip Code)


	 8. home telephone number

(      )

	9. Employer’s name and address


	4.  patient relationship to insured
  
self
spouse


Child
other


	4.  Sex

  
Male

  
Female

	I authorize the release of any medical information necessary to process this claim

Participant’s Signature
Date

	I certify that the forgoing information is true and correct.



Participant’s Signature
date

	Any person who knowingly and with intent to defraud any insurance company or other person files a statement containing any materially false information, or conceals, for the purpose of misleading information concerning 
any fact material thereto, commits a fraudulent insurance act which is a crime.


	Vision Care Benefit Claim Form


	Instructions

· Use this form for vision claim only.

· Complete all information on form.

· Enclose all itemized bills.


Mail Completed Form To: 
UAW Local 2179
400 Lafayette Street 4th Floor • New York NY 10116-1447
Buy American ( Keep America Working ( Buy Union


Local             2179

