


PART 2—PHYSICIAN STATEMENT

1. Patient's Full Name

2. Diagnosis

(a) Is patient’s condition due to an accident?  YES [J NO [, If YES, give date

(b) Is patient’s condition to an accident, injury or iliness arising out of employment? YES [ NO [
(c) s patient’s condition due to an accident, injury or illness caused by some other party? YES[J NO O
3. Date patient first treated for present disability
4, s treatment continuing? YES O NO O
5. Surgical procedures performed Date
Date
6. Confined to Hospital from o
(Name of Hospital)
7. Is patient disabled (unable to perform usual activities)? YES O NO [
From To
8. Please attach ltemized Bill. In lieu of ltemized Bill, itemize Charges below:
DATE AND PLACE NATURE OF SERVICES CPT No. YOUR CHARGE
Home Hospital Office Examination, Treatment, Surgery, etc. TO PATIENT
$
$
$
$
$
$
9. To your knowledge does patient have other Health Insurance or Health Service Plan Coverage? YES [J NO [
if YES, please identify
ATTENDING PHYSICIAN M.D.

(Please Print Name)

Federal
Address Tax No.
No. Street
Telephone
City State Zip
Date Signed

Mail Completed Form to:

ILWU-PMA COASTWISE CLAIMS OFFICE
814 MISSION STREET, SUITE 300
SAN FRANCISCO, CA 94103



