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PARTICIPANT and/or DEPENDENT INSURANCE UPDATE FORM 
 

 

This form must be completed by the Participant.  One Claim Form per person per calendar year is 
required unless additional information is requested by the Fund Office.  Be sure all Questions are 
answered.  Unanswered Questions will delay benefit consideration until the information is received. 
 
 

 
 
Name:               ID number or SSN:         

Address:              Home Phone:          

                Other Phone:          
 

 

 
Name:               Dependent SSN:         

                Relationship:          

Is the claimant covered by any other insurance carrier or Health Plan? 

 Yes    No    If yes, compete the following section below: 

 
(Check all that apply)    Name of Insured               

 Group   Single   Name of Insurance               

 Individual  Family   Policy Number                

 Medicare  COBRA   Insurance phone number             

 Medicaid      Effective date of coverage             

 
 

 

I hereby declare the information I have provided is true and correct.  I understand that a false 
statement may disqualify me from benefits and that the Fund has the right to recovery from any 
Participant, any payments made as a result of misrepresentation, mistake or error, irrespective of the 
party causing such mistake or error. 
 

I authorize release to or by the IUOE Local 132 Health and Welfare Fund of any medical or insurance 
information required to process any claims submitted on my behalf.  A photocopy of this document 
may be honored. 
 

I understand it is my responsibility to notify the Fund Office immediately should myself, my spouse 
and/or dependent child(ren) become eligible with another insurance carrier or Plan. 
 
                             
Participant’s Signature           Date Signed 

 

Name of Claimant and Relation to Participant 

Participant Information 
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