TRUSTMARK INSURANCE COMPANY
P.0. BOX 7901 ¢+ LAKE FOREST, IL 60045-7901 ¢ 1-800-504-9052 ¢ FAX # 847-615-4948 — 847-615-3912

NOTICE OF DISABILITY

UTU Yardmasters — Employees Supplemental Sickness Benefit Plan

IMPORTANT INSTRUCTIONS - To apply for benefits, complete all sections of this form so your eligibility can be con-
firmed. You should also complete an “Application for Sickness Benefits” and send it
to the U. S. Railroad Retirement Board for RUIA Sickness Benefits.

SECTION I. This section must be completed by or on behalf of the covered employee for all claims.

Name of Employee (Please Print) Name of Employing Railroad Employee No. Social Security No.

Employee’s Home Address (Number) (Street)  [Division and Location Last Worked  [Occupation Rate of Pay
(per hr./per mo.)

(City) (State) (Zip) \When did you become disabled? OO A.M. Cause of Disability? OO On duty injury

(Month) (Day) (Year) O P.M. O Off duty injury
O Sickness
Indicate Which Organization Represents You Date Employed Date of Birth Age

O UTU Yardmasters O Other

Status in Month Before Disability Commenced: O Worked

O On vacation with pay [ Other (explain)

Date You Last Worked Prior to Disability

Why did you stop working? (Check one) O Disability

[ Leave of Absence [ Retired

O Other (Explain)

Home Phone #

O Furlough

O Discharged

O Resigned

()

Name of Doctor?

Date of First Treatment
(Month)

(Day) (Year)

Have you returned to work?
I Yes — If so, give date
0 No — If not, when do you expect to return to work?

Have you received vacation pay since the date you became disabled?
If “Yes”, show dates between which you received vacation pay: From

O Yes

O No
To

SECTION Il. This section must be completed by or on behalf of the covered employee for all claims.

O AM.
O P.M.

Date of Accident

(Month) (Day) (Year)

If so, for whom?

\Were you working when the accident happened? O Yes

O No

Explain how accident happened?

Was a railroad off-track vehicle involved?
O Yes O No

Did Injury result from a Traffic Accident?
O Yes O No

\Will a Liability Claim be made?
O Yes O No

SECTION Ill. This section must be completed by or on behalf of the covered employee for all claims.

Benefits under the Railroad Unemployment Insurance Act:

Have you applied for sickness benefits under the Railroad Unemployment Insurance Act?................ O Yes O No
If not, why not?
O Am not qualified under the Act.
O Have not had a disability lasting four consecutive days or more this benefit year.
O My benefits have been exhausted for this benefit year
O Other (explain).
Other Income Benefits:
Are any of the “Other Income Benefits” listed below available to you while disabled?......................... O Yes O No
(If so, check each of the following which is applicable, and show monthly amounts payable.)
O Railroad Retirement Act — Disability AnNUItY........ ..o $
IS Yoo = 1 IS Y=Y o Uy 1§V 2V $
O Any other government or tax-supported plan, federal, state orlocal.......................... $
O Any other plan toward the cost of which any employer contributed......................c, $

If you received an Annuity on a retroactive basis for a part of a Period of Disability for which benefits were
paid under this Plan, Trustmark will have the right to recover the amount of benefits paid you which are in
excess of the amount you would have received had we known of the Annuity prior to our payment. Please
contact Trustmark Insurance Company when you apply for an annuity




SECTION IV. ATTENDING PHYSICIAN’S STATEMENT

(To be completed by your physician)

—_

. Diagnosis and concurrent conditions

2. Dates of Services O Office O Hospital O Surgery (describe)

3. Date symptoms first appeared or accident happened.

4. Date patient first consulted you for this condition.

5. Patient ever had same or similar condition?
O Yes O No If “Yes” when and describe:

6. Patient still under your care for this condition?
O Yes O No

7. Patient was continuously totally disabled (unable to work)

From To

8. If still disabled, date patient should be able to return to work.

Date Physician’s Name (Print) Signature Degree Taxpayer’'s Account No.

()

Street Address City or Town State or Province Zip Code Telephone No.

Approved by Council on Medical Service

SECTION V. This section must be completed by or on behalf of the covered employee for all claims.

| hereby authorize the Railroad Retirement Board, any licensed physician, medical practitioner, hospital, clinic, or other medical or medically
related facility, insurance company or consumer reporting agency, or employer having any records or information pertaining to all medical
history, mental or physical condition, evaluation, diagnosis, treatment or prognosis, specifically to include psychiatric, drug or alcohol abuse
treatment and any other non-medical information to give to TRUSTMARK INSURANCE COMPANY, Lake Forest, lllinois (Trustmark) or its
legal representatives, any and all such information. | further acknowledge that the information obtained by use of this Authorization will be
used by TRUSTMARK to determine my eligibility for benefits. | understand that | may request a copy of this Authorization. | further agree
that a photostatic copy of this Authorization shall be as valid as the original, and that such Authorization shall be valid for two years from the
date shown below.

Employee Signature Date Signed Do you have any other coverage with
Trustmark?
O Yes O No

G356-Y01-0403

STy,



