NOTICE AND PROOF OF CLAIM FOR DISABILITY BENEFITS DB—450 (8-81)
DOCTOR MUST COMPLETE PART B ON REVERSE SIDE

CLAIMANT: READ THE FOLLOWING INSTRUCTIONS CAREFULLY

l

1.

5.

. YOU MUST COMPLETE ALL ITEMS OF PART A — THE “CLAIMANT'S STATEMENT."” BE ACCURATE. CHECK

USE THIS FORM ONLY IF YOU BECOME SICK OR DISABLED WHILE EMPLOYED OR IF YOU BECOME SICK
OR DISABLED WITHIN FOUR (4) WEEKS AFTER TERMINATION OF EMPLOYMENT. USE GREEN CLAIM
FORM DB-300 IF YOU BECOME SICK OR DISABLED AFTER HAVING BEEN UNEMPLOYED MORE THAN
FOUR (4) WEEKS.

ALL DATES.

BE SURE TO DATE AND SIGN YOUR CLAIM (SEE ITEM 12). IF YOU CANNOT SIGN THIS CLAIM FORM,
YOUR REPRESENTATIVE MAY SIGN IN YOUR BEHALF. IN THAT EVENT, THE REPRESENTATIVE'S RELA-
TIONSHIP TO YOU AND HIS ADDRESS SHOULD BE NOTED UNDER HIS SIGNATURE.

DO NOT MAIL THIS CLAIM UNLESS YOUR DOCTOR COMPLETES AND SIGNS PART B — THE “DOCTOR’S
STATEMENT.”

YOUR COMPLETED CLAIM SHOULD BE MAILED WITHIN TWENTY (20) DAYS AFTER YOU BECOME SICK OR
DISABLED TO YOUR LAST EMPLOYER OR HIS INSURANCE COMPANY.

PART A — CLAIMANT'S STATEMENT (Please Print or Type) ANSWER ALL QUESTIONS

2. My Social Security Number is:

1. MY MAMB IS o i vi e vneinnersnas v vassassninnsannnnsin R R S T
Firsl Migdie Lasi
Al R N e e e e R R R A R R T e D
Numbar Street Gity or Town Stale Zip Code Apt. Mo,
3 7 POy i e PR AP S 4. Myageis .......... 5. Married (Check one) | [ves| | | no|

E. My disability is (If injury, also state how, when and wherellocourred) ... ... ..o inrn s

7| [ET 0| a o p S L NP g i b o S MR S R P a. | worked on that da YES
became disabled on Ve Dy L Y
b. | have since worked forwagesorprofit [ [ves] | | wo| f“Yes,"givedates............ocoiiiiiiiiiiiiiinnn.

8. Give name of last employer. If more than ona employer during last eight (8) weeks, name all employers.

Employer's Dates of Employment Avarage Weekly Wages
(Include Bonuaes, Tips,
From Through T
Business Hame Business Address - Talephone No. Commissions, Reasonabie

Mo, Day Yr.|Mo Day Y. | Value of Board, Rent elc.)

SIGN

D, My jJOD IS OFWEE . ... ..ioovunnsivesisisases ronosnnnrrassnmsssasssssntan  5ree ks s iosrssrtasss oons ot

Oocupation Mame of Union and Local No,, if Membar
10. For the period of disability covered by this claim
a. Are you receiving wages, salary or SEPAration PAY: . .. .. .....oueeunitaenniniatiariaransanens [ [ves|| [wo]
b. Are you receiving or ¢laiming:
(1) Workers' Compensation for work-connected disabillly ... .. ... .. o i iaiiiiianniinanns YES MO
(2) Damages forpersonal INJUIY . ..... .. uorr saniasrscciaaasirarrarrramssrsnasassranes YES NG
(3) Unemployment Insurance Benefits .. ........... ... coiiiieann o m e o mmcm v W B AR A YES NO
If “Yes” is checked in any of the items a, b{1), b{2) or b{3), fill in the following: :
thave| [receivealor | [Claimed| from . ..... ... ..o iiiiiiiiiiiiiianan, For the Perlod . . e To... Gant
[:] 1]
11. | have received disability benefits for another period or periods of disability within the 52 weeks immedlately before my
P B TR T TR oo o s YRR B 30 R s T A A SO A o [ Tves|| [no]
I Yes, fill in the following: | have beenpaidby . ......covn it From....eovvievs = e

12. | have read the instructions above. | hereby claim Disability Benefits and certify that for the period covered by this claim
| was disabled; and that the foregoing statements, including any accompanying stalements, are to the best of my know-
ledge true and complete.

ﬂ CIAIMBIG N i i i s i S i d 58 wm i o s N A M e e s e e G b L p e ey

HERE Date Claimant’s Signatura

It signed by other than claimant, print below: name, address, and relationship of representative.

Mame and Address Ralationship

IF YOU HAVE ANY QUESTIONS ABOUT CLAIMING DISABILITY BEMEFITS, 51 SE LE OCURREN ALGUNAS PREGUNTAS RESPECTO A RECLAMAR BENE-
COMTACT THE NEAREST OFFICE OF THE NEW YORK STATE WORKERS' FICIOS POR INGAPACIDAD, COMUNIQUESE CON SU OFICINA MAS CER-
COMPENSATION BOARD, OR WRITE TO: WORKERS' COMPENSATION CANA DE LA JUNTA DE COMPENSACION OBRERA DE MUEVA YORK, O ES-
BOARD, DISABILITY BENEFITS BUREAW, 100 BROADWAY - MENANDS, CRIBA A: WORKERS' COMPENSATION BOARD, DISABILITY BEMEFITS
ALBAMY, M.Y. 12241 BUREAU, 100 BROADWAY -MENANDS, ALBANY, N.Y. 12241,

THE WOHRKERS' COMPENSATION BOARD EMPLOYS AND SERVES THE HANDICARPPED WITHOUT DISCRIMINATION,



NOTICE AND PROOF OF CLAIM FOR DISABILITY BENEFITS

MPORTANT: USE THIS FORM ONLY WHEN THE CLAIMANT BECOMES SICK OR DISABLED WHILE EMPLOYED|
OR BECOMES SICK OR DISABLED WITHIN FOUR (4) WEEKS AFTER TERMINATION OF EMPLOYMENT. OTHER-

[I
WISE U N CLAIM FORM DB-300.

PART B — DOCTOR'S STATEMENT (Please Print or Type)

Tha doctor's statemant must ba filled in complataly. Far item 7.d, give approximate date. Make some astimata, Dalay in the payment of Disability Banatits
may ba pravented. [! disability (s caused by or arising in connaction with pragnancy, enter astimated delivery date under “Remarks.”

1.

4.

o on

R TR B B BT w5 s e i s N N e o 8 0 i S M 1 2K o i 2. Age ..... 3.
First Middla Last O Mala

Diagnosis/AnalySis: .. ... i e ; O Female

. Claimant Hospitalized? |_| YES] Fromy,. , ooooimiainaliianaiiiins f [ e e R e e
. Operation Indicated? [ [VES| NO] & Type ............coovvneninnns B DR v pmamen

. Entar Dates for the Following: Mo, Day Yaar

a. Date of your first treatment forthisdisability . ................ ...
b. Date of your most recent treatment for this disability ................
c. Date Claimant was unable to work because of this disability .........
d.

Date Claimant will be able to perform usualwork .. ... ... .........
{Even if considerable question exists, eslimate date. Awoid use of terms such as unknown or
undelarminad.)

. In your opinion, is this disability the result of injury arising out of and in the course of employment or

occupational disaase?] [‘-’EE ] | ND |
If yes, has Form C-4, C-4C or C-4P been filed with the Board? [_] Yes] [ [ o |

Llaffirmthatlama ... ivciviaiv i e Licensedinthe Stateof . ............... License No. ...........

{Physician, Padiatrise, Chiropractor, Dentist]

Doctors Signalung. . .. ... ... ininnnnr o bsacs i ey Dake s o RN R
Doctor's Mame (Please Printl) ... ..o i e e e iiainaaaassersoasasnnans Tel.No. ......... R T

L (T [ T P T R I
HNumber Streat Cily or Town State Zip Code

E‘L"f’h I~ +a :

United Probation Officers Assoc.
] Welfare Fund
i 375 West Broadway - 3rd Floor
L : New York, NY 10012

N oA MAAIY Ravorce
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