LOVE CANAL MEDICAL FUND, INC.

Please complete these forms carefully according to instructions. Your claim will
be delayed if it is not properly and completely filled out and mailed to the correct
address. LCMF is not an insurance company. Refer to your copy of the
Love Canal Medical Trust Fund Medical Benefits Plan for further details

All medical bills must be submitted no later than 2 months from the date of service, or
12 months after receipt of the “Explanation of Benéts” (EOB) form provided by your
Insurance company, whichever comes later.

Completed Medical Expense claim forms and relatedichentation must be submitted to:
First Niagara Risk Management, Inc.
282 Delaware Ave.  Suite 200
Buffalo, NY 14202
(716) 631-9505 -------- (800) 899-3078

****INSTRUCTIONS FOR COMPLETING AND SUBMITTING CLAI M FORMS****
(Parts A, B, and C)

1. Collect your documentation.

2. Gather your bills from doctors, hospitals, and othedical service providers.
Make PHOTOCOPIES of everything for YOUR records.

3. Gather copies of forms or statements received fneaith insurance companies or other medical benefit
programs showing amounts paid or not paid by them.

4. Prepare Parts A and @ne for each person submitting a claim).
Additional claim forms are available:

* By writing to: LCMF, P.O. Box 1782, AmhardNY 14226
* By emall to: lcmfund@yahoo.com

* Downloading from website:www.lcmf.org

* By calling LCMF at: (716) 773-6578

5. Sign your own claim on the signature line athe end of Part A. You must also sign for any perso
for whom you are making a claim if that person is nder your legal guardianship.

6. There is @100 Deductibleper person per year for medical benefits claims.

7. List each of your bills on theART B, WORKSHEET . For each expense, deduct the amount covered by
your insurance making sure to include any dedwtagplied by your insurance carrier. Then, tdtal t
amount of expenses to be submitted to the LCMF.keMgure the total amount submitted to LCMF is
higher than the deductiblé.the amount is lower than the LCMF $100 deductibé, do not submit the
claim. If the amount is highefollow the next set of instructions.

8. Complete and sign the Part "C" form. Your clainmmoat be processed unless you sign this form. If we
require additional Part "C" forms, we will make pbeopies.



10.

LOVE CANAL MEDICAL FUND, INC.

CLAIM FORM - PART A (complete all guestions by printing legibly or typing)
Patient's Full Name (First, Middle, Last) Date of Birth Soci@dirity #  Sex
(first time filers only)

R M0 FLJ
Patient’s Address: (City, State, Zip Code)
Your name if you are the legal guardian forphéent. Relationship to patient
Your address:
Primary Health Insurance Company: Name & Address Telephone Number

Certificate No. / Policy No./ or Account No. ofifdary Health Insurance Company:

Secondary Health Insurance Company's Name and ssidre Teleph Number

Certificate No. / Policy No./ or Account No. $écondary Health Insurance Company:

Name, address and telephone number of EmployeatodriR Tedepe Number

Name, address and telephone number of Patgpuisse Telephone Number

Does the patient have other medical coveragd, a8l Medicaid, Medicare, Social Security Disajilit
Veteran's Administration or other program? YES NO

If YES, provide the name of program, certificate numhecount number, or policy number:

PATIENT or LEGAL GUARDIAN SIGNATURE DATE




LOVE CANAL MEDICAL FUND, INC.

CLAIM FORM -WORKSHEET PART B ( complete all questions by printing legibly or typing)

1. Patient's Full Name (First, Middle, Last) Date of Birth S$acSecurity Number
(first time filers only)
_
Please list information for each bill that is besupmitted as part of this claim (if you need
more room attach additional sheets).
Amount
Provider / Diagnosis / Date Total Amount Submitted to
Doctor / Medical Problem of_ AmOL_mt Paid by | Love (_Zanal
Pharmacy Service| of Bill Insurance Medical
Fund

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

16.

17.

18.

Total amount submitted to Love Canal Medical Fund:$

NOTE: For each item above, you must submit documentalosumentation consists of copies of
bills from doctors, hospitals, or e@tiproviders of the medical services for which woe claiming
benefits. Also submit copies of forarsstatements you received from health insuretioer
medical benefits program showingah®eunts paid or not paid by them on your claim.

BE SURE TO KEEP PHOTOCOPIES OF EVERYTHING YOU SUBMIT!!




LOVE CANAL MEDICAL FUND, INC.

CLAIM FORM -Authorization PART C ( complete all questions by printing legibly or typing)

1. Patient's Full Name (FiMdiddle, Last) Date of BirthSocial Security Number
(first time filers only)
I

2. Patient's Address Telephone Number

( )

| AUTHORIZE vyou to release tbOVE CANAL MEDICAL FUND, INC. or its representa-
tives, any and all information concerning adviaeeg or treatment provided the patient, or de-
ceased, including information relating to the méeikaess, use of drugs or use of alcohol. |
also AUTHORIZE my employer, group policyholder @amefits plan administrator to provide
to LOVE CANAL MEDICAL FUND, INC. (also referred tas LCMF) or its representatives,
insurance coverage information including benefisdpor payable, financial information or
employment related information (A photocopy of thisthorization shall be as valid as the
original).

Love Canal Medical Fund, Inc. is in compliance withall applicable Health Insurance Portability and

Accountability Act (HIPAA) regulations. The Board and its business agents have undergone training to
comply with HIPAA regulations, and this training is renewed every three years.

Date:

Patient or Legal Guardian Signature

MAIL TO:

First Niagara Risk Management, Inc.
282 Delaware Ave.  Suite 200
Buffalo, NY 14202

Revised 11/08



