
HOW TO FILE A CLAIM FOR WEEKLY DISABILITY BENEFITS 

{Disability Claim Form is Attached) 

A fully completed and signed Disability form (both sides) must be sent in from you and the 

physician who originally took you off work due to your illness or injury. The Disability form must 

be received in this office within one year from the date your disability begins. 

If the disability is caused from any type of accident, you must give all the details of this accident 

(what, when, where, and how it occurred). In the case of a moving vehicle accident, a copy of 

the Police Report needs to be submitted to our office. 

Please note that a Chiropractor (DC), Nurse Practitioner (APN, FNP-C, NP), or Physician's 

Assistant (PA, PA-C) cannot certify your disability. 

You must be under the regular medical care of a Physician (MD/DO/DPM) throughout the 

disability period. This means you will need to follow-up with your physician every four to six 

weeks to verify your disability status and progress of your treatment. We will send requests 

directly to your physician for any additional information we require to continue your Disability 

Benefits. However, if your physician fails to reply promptly, then your benefits may be delayed. 

INSTRUCTIONS: The member should complete the Members' side of the form in its entirety and 

sign and date the form at the bottom. After the member has been disabled the minimum of eight 

(8) days; then the member should present the form to the Physician to complete and sign the 

Physician's side of the form. The ORIGINAL Disability claim form with the hand signatures must 

be submitted to our office to file the claim. Faxed, scanned, or emailed copies of Disability 

applications are not acceptable to receive benefits.

If you are receiving Workers' Compensation Benefits from your employer; you must also submit 

copies of your check stubs on an ongoing basis until released to work or until the Maximum of 

17 weeks has been credited. We will require these copies to verify your continued Disability and 

to issue the Disability Credits to your Marketplace Credit Bank. 

If your Workers' Compensation claim was denied, then you should submit a copy of the Denial 

Letter, when received. You may also contact our office for further instructions on applying for 

the Weekly Disability payments under a Subrogation Agreement. 

VERY IMPORTANT: Once you have been released by your doctor or have returned to work, we 

will need a copy of your doctor's signed authorization to go back to work. You can fax a copy to 

the Disability Dept. at (708) 352-3310. You can also email the copy as well. You may contact the 

Disability Department for the email address. If an overpayment has occurred, we will contact 

you as soon as possible to make arrangements for re-payment. 

{OVER) 





MIDWEST OPERATING ENGINEERS WELFARE FUND 

6150 Joliet Road, Countryside, Illinois 60525-3994 Fax (708) 352-3310 Telephone (708) 937-0327 

MEMBER'S DISABILITY BENEFITS APPLICATION 

MEMBER'S MEDICAL ID 
FULL NAME ___ -________________ NUMBER 

HOME 
ADDRESS 

--------------------------------------

Street City State 
DATE OF 

PHONE (__) ______ BIRTH _______ SEX_. M_ F MARTIAL STATUS 

Zip Code 

M s 

LAST DAY WORKED JOB SITE 
--------- ----------

WHAT EQUIPMENT DID YOU OPERA TE--�---------

EMPLOYER'S NAME 

ORIGINAL HAND SIGNED 

FORM NEEDS SUBMITTED 

FOR BENEFITS 

EMPLOYER'S 
ADDRESS 

----------------------

--------------------,--------------------

. City State Zip Code Street 

DATE INJURY DATE 
OCURRED OR FIRST 
ILLNESS BEGAN TREATED 

FIRST FULL DAY 
UNABLE TO WORK 
DUE TO CONDITION 

-------- ------- --------

PLACE OF FIRST TREATMENT ___________________________ _ 

REASON FOR TREATMENT 
-------------------------------

IF INJURY, WHERE DID IT OCCUR _________________________ _

HOW DID IT OCCUR _______________________________ _ 

WAS INJURY OR SICKNESS CAUSED BY YOUR EMPLOYMENT? YES ___ NO __ _ 

HA VE YOU FILED WITH WORKER'S COMPENSATION? 

DO YOU HA VE ANY OTHER GROUP HEAL TH COVERAGE? 

Name of Your Other Group Insurance Company 

Full Address 

YES NO 
---- ----

YES ___ NO_�_ 

Claim# or Policy# 

Telephone 

If yes, provide:

I hereby certify the statements hereon and attached are complete and accurate, and I authorize any person or institution rendering care, or any person 
or organization in possession of insurance or other benefit information concerning me to furnish or disclose all known facts concerning this disability. 

A copy of this authorization shall be as valid as the original. 

MEMBER'S SIGNATURE __________________ _ DATE
---------




