MUTUAL BENEFIT ASSOCIATION

Of

THE CINCINNATI GAS & ELECTRIC COMPANY, CINERGY, ITS SUCCESSORS AND SUBSIDIARIES

Application for Benefits

I hereby make application to the Mutual Benefit Association Insurance Fund for Disability Benefits

	SECTION 1 TO BE COMPLETED BY MBA MEMBER

	Member Information:
	Name (print) _______________________________________________________

	
	Department Number _______________
	Employee Number _______________

	
	Chapter Name __________________
	Work Location (mail drop) _________

	
	Home Address:____________________
	City:___________________________

	
	State: ___________________________
	Zip Code: _________________________

	
	Signature of Member _________________________________________________

	__________________________

Date Member First Absent From Work
	______________________

Date Member Returned To Work

	_______________________________

Signature of Supervisor
	__________________________

Date


	SECTION 2 TO BE COMPLETED BY LEGALLY QUALIFIED PHYSICIAN

	1) State in full the nature of illness or injury (continue on back of form if needed): __________________

	____________________________________________________________________________________

	____________________________________________________________________________________

	2) Date first treated ____________________

	3) Probable duration of illness or injury ____________________

	4) If first treatment was not on date of disability, explain delay _________________________________

	____________________________________________________________________________________

	5) Is this a recurrence of a former disability? ____________________ 

	6) Signature of Physician _______________________________________________________________

	7) Address _____________________________________________________
	Date ____________


Note: When Sections 1 and 2 have been completed, please mail form to Benefit Claims Secretary – Lynn Donnermeyer – Room EX628– or scan and email:lynn.donnermeyer@duke-energy.com
SECTION 3 TO BE COMPLETED BY BENEFIT CLAIMS SECRETARY

	Calculating Disability Benefit:

	Total number of calendar days lost
	_____

	
	

	Multiplied by
	$ 6.00

	Equals Grand Total (Max. $720)
	___________

(Amount of benefit to be paid)


Note: When Section 3 has been completed, forward to the MBA Administrator of Finance, 2300 Montana Ave, Suite 215, Cincinnati, OH 45211 or (preferred) scan and email to: mbaclaimform@gmail.com 
	SECTION 4 TO BE COMPLETED BY THE ADMINITRATOR OF FINANCE

	Date Received by Administrator of Finance:____________________

	Claim Number _______________
	Date Processed On ________________

	Signature of Administrator of Finance: _____________________________________________________


NOTE: All claim forms must be submitted within 365 days of returning to work, or the claim will not be allowed per Article VIII Section 2 Paragraph g of the By-Laws
FOR PREGNANCY DISABILITY:


MBA pregnancy disability benefit is paid for the same duration of time that the employee is paid by the Company (6 weeks).  The 7-day waiting period is waived.
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