CLAIM FORM

SEATTLE FIREFIGHTER’S PENSION BOARD
2200 6TH AVE # 820, SEATTLE, WA 98121-1822

206-625-4355 1-800-993-3473 FAX 206-625-4521
pension Website – www.cityofseattle.net/firepension
Form Requirements
· When you receive medical care for a new, Existing, or ongoing condition that you have been receiving care for in excess of one year, please fill out this form and send it to our office. 
Example:  If you have seen a physician for a broken leg and have submitted a claim form for that injury then another form is not required for follow up visits for the leg injury. If you then break your arm and see the same physician for the arm injury send us a new claim form for that injury. The claim form is valid for one year for each injury OR ILLNESS. Claim forms are not required to be signed by a physician. 
· for situations such as quarterly lab work etc send us a form annually. 
· for perscription Co-pay reimbursements or over the counter items please complete this form.  perscriptions are required for over the counter items and must be renewed annually.   
CLAIM FORM 
	

	TO PROCESS BILLS IN A TIMELY MANNER ALL QUESTIONS MUST BE ANSWERED

	

	Name                                                                                                                           Phone (           )                                                       

	Address                                                                                                 City                                 State              Zip 

	INDICATE THE USE OF THIS FORM:

	 Medical Services____     Reimbursement____    (Reimbursements Require Prescription Form, Receipt and Claim Form)


                                                                                                                                                                         

Date of Medical Service______________ Name of Physician or Specialist___________________________________ 


If you have seen this provider in the past and have a Referral on file check here ________


Nature of Injury or Illness or Medical Service: (Be as detailed as possible) _________________________________________________________________________________________________


__________________________________________________________________________________________________________________________________________________________________________________________________ 


_________________________________________________________________________________________________


_________________________________________________________________________________________________


INSURANCE COVERAGE: Do you have any other medical coverage?   Yes ____ No ____  If yes, indicate all that apply:


Medicare  _____ Group Health   _____ Other (Specify) ________________________________________





Member Signature ______________________________________________ Date Signed _________________________

















