
INSTRUCTIONS FOR FILING A CLAIM

THIS PART 1 MUST BE COMPLETED IN FULL AND SIGNED BY THE ELIGIBLE PARTICIPANT. FAILURE TO COMPLETE ANY
OF THE ITEMS BELOW WILL DELAY SETTLEMENT OF YOUR CLAIM.

Employer’s Telephone No.

Have you/your dependent filed a claim for workers’ compensa-
tion benefits?

Is dependent child a member of SAG?
Dependent SS#  __________________________________
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IF YOU ALREADY PAID FOR SERVICES RENDERED, DO NOT COMPLETE PART 3

DIRECT PAYMENT
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