
 

Local No. 9 IBEW and Outside Contractors Health and Welfare Fund 
  
 Telephone 866-661-1021 
 Claims mailing address IBEW9OC 
  PO Box 50 
  Pewaukee, WI  53072-0050 

Short Term Disability Claim Form 

INSTRUCTIONS: 
Complete the applicable items in Part 1.  Give the form to your Employer to complete Part 2.  Give the form to your doctor to 
complete Part 3.  Return the completed form to the address above. 

Part 1 - Participant’s Statement of Claim for Short Term Disability Benefits 

Participant Name BCBS ID Number Date of Birth Marital Status (circle one) 
 
Married Divorced 
Single Widowed 

Participant Address 
 
 
 

City State Zip 

Date total disability commenced 
 
 

Date last worked Date total disability ceased Participant’s phone number 

Is disability due to an accident? 
 
      Yes  No 

Date of accident If “Yes”, where did accident occur? 

Describe accident 
 
 
 
 

Is this accident the result of a work-related illness or injury? 
 
 
      Yes  No 

If “Yes”, on what date did you file your worker’s compensation claim? 
 
 

Have you applied for or are you receiving benefits under any of the following sources? 
 
 [    ] Salary Continuation Plan [    ] Social Security Disability [    ] Unemployment Insurance  [    ] Other (please specify)  
 
 

I certify that the above is true and correct.  I hereby authorize all doctors, hospitals, or other institutions rendering care and treatment to furnish Carday and 
Assoc. with full information regarding treatment rendered (Including copies of their records.) 
 
 
Signature           Date 

Part 2 - Employer’s Statement 

Employee’s Name Social Security Number Date employed 
 
 

Employee’s Occupation 
 
 

Brief job description 

Weekly wages 
 
 

Date employee last worked Date disability commenced 

Date disability ceased Has employee returned to work? 
 
      Yes  No 

If  “Yes”, on what date? 

Do you have claim information regarding workers compensation or other disability income benefits that would affect this claim?   If “Yes”, please explain. 
 
      Yes  No 
 
 

Is this a recurrence within 2 weeks of a previous disability?        Yes  No 

Employer’s name 
 
 
 

Employer’s address 

Signature of Employer’s representative      Title    Date 

 



 

Part 3 - Attending Physician’s Statement 

Diagnosis and concurrent conditions 
 
 
 
 
 
 
 

Dates of hospital confinement, if any 
 
 
 
 
 
 
 

Does condition arise out of employment? Does condition arise out of pregnancy? 
 

Yes  No 

If “Yes”, estimate the date of delivery 

Indicate nature of surgery performed, if any, including obstetrical procedure 
 
 
 
 
 
 
 

Reason unable to work, in detail 
 
 
 
 
 
 
 

Expected date of return to work 

Objective evidence of disability (lab/x-ray/sonogram, findings, etc.) 
 
 
 
 
 
 
 

Indicate clinical manifestations of condition 
 
 
 
 
 
 
 

List all medications of condition 
 
 
 
 
 
 

Does patient require complete bed rest?        Yes  No  If “Yes”, for what period of time? 

Date symptoms first appeared Date patient first consulted you for this condition Dates of current services 

Date Physician’s Name   Signature     Degree  Telephone 

Street address      City    State   Zip 



 
 

IBEW9+MSECA Active Employees  
Health and Welfare Plan 

      

Mandatory Short-term Disability Benefit Direct Deposit 
 
 

First Name 
 

Last Name 

Email address for paystubs 
(required): 

 

Name of  
Financial Institution: 

 

 (must be 9 digits) 

         

 

 

Type of Account (circle one) Checking Savings 

 

 
 

I hereby authorize Local Union No. 9 IBEW and Outside Contractors Active Employees Health and Welfare Plan 
(“Plan”) to initiate automatic deposits to my account at the financial institution named below. I also authorize 
the Plan to make withdrawals from this account in the event that a deposit entry is made in error. 
 
Further, I agree not to hold the Plan responsible for any delay or loss of Plans due to incorrect or incomplete 
information supplied by me or by my financial institution or due to an error on the part of my financial 
institution in depositing Plans to my account. 
 
This agreement will remain in effect until my Short Term Disability Benefit ends, or the Plan receives a written 
notice of cancellation from my financial institution, or until I submit a new direct deposit form to the Plan. 

 
Authorized 
Signature ____________________________________________   Date:  _____________________ 
 
 
 





 


