United Probation Officers Association Welfare Fund and Retirement Welfare Fund
375 West Broadway, 3rd Floor New York, N.Y. 10012  (212)965-9393
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NOTE: These are brief explanations of the benefits as described in the benefit bookiet. Please refer to the booklet for complate rules,

regulations, benefits and your obligations in applying for benefits.

Check & The benefit{s) for which you are applying:

) COMPREHENSIVE MEDICAL DIAGNOSTIC EXAMINATION
The annual physical examination benefit s is offered to pay for the cosl of a physical examinafion that is mot covered by your haalth insurance. Tha
maximum benefit is as show in benefit booklet.* (gee below)
0 MAMMOGRAPHY
Eligitls expensas up 1o a maximum as shown in benafit bocklet for 8 mammeography will be paid once every two (2) years where it is medically indicated
and recommended by a physician.” (see below)
O PROSTHETIC APPLIANCE (Retiree and Spouse Only)
The Fund provides reimbursament for the bensfit deductible, plus out-of-prcket expanses not covered by your health insurance for aligible services up
to a lifetime as shown in benefit booklet.
O HEARING SERVICES
This benelit is provided every three calendar year pariods. The maximum benefit for an examination and for & heanng aid as shown in benefit bookiet,
O OPTICAL (Member and Dependents)
This benefit provides benefits as shown benefits booklet per person per year for an eye examination, prescription lenses, contact lensas andior frames.
Attach copy of provider's itemized statement showing services renedered.
O ABORTION BEMEFIT (Female Employee and Spouse of Male Employee)
This benefit provides banefits as shown in banefit booklst for medical expenses not covered by your haalth plan,
0 VASECTOMY BENEFIT (Male Employee and Spouse of Female Employee)
This benafit provides banafits as shown in banefit booklet madical expenses not covered by your health plan.® (see below)
O AMNESTHESIA BENEFIT
This benefit provides 80% of your out-of-pockel expenssas, to & maximum per year, as shown in benefit booklet, for in-hospital anesthesia expenses
not covered by your health plan.” (see below)
O  IN-HOSPITAL INDEMNITY (Employee, Retiree and Spouse of Retireg)
This banaft provides benelits as shown in banefit booklel per week for up to 10 weeks when hospitalized or confined to a skilled nursing faciity for
medical expenses not coverad by your health plan.” {see below)
O PRIVATE DUTY NURSING (Retiree and Spouse)
This benefit provides 80% of your out-of pocket axpenses up 1o a Maximum per year ag shown in benefit booklet for the liest 72 howrs of care for private
duty nursing expansas not covered by your® healih plan.* (see below)
0 AT-HOME NURSING BENEFIT (Retiree and Spouse)
This benefl provides 80% of your eul-of-pockel expenses up to a maximum as shown in benefit booklet for nursing care not covered by your health
plan.” (see below)
O PODIATRY BENEFIT
This benefit provides up to amount shown in benelilt booklat per year lor podiatry expenses not covered by your health plan.* (see below)
O EMERGENCY - amount as shown in benefit bookiat,
O HAIR PROSTHESIS - amount as shown in benefil booklet.
0 REHABILITATION BENEFIT/RETIREES only -amount as shown in banefit baoklet.

+ ATTACH TO THIS CLAIM FORM COPIES OF THE EXPLANATION OR DEMIAL OF BENEFITS SHOWING THAT YOU HAVE EXPENSES NOT

REIMBURSED BY YOUR HEALTH INSURANCE AND, IF MARRIED, BY YOUR SPOUSE'S HEALTH INSURAMCE.
- ATTACH COPIES OF ORIGINAL RECEIPTS TO THIS CLAIM FORM R



