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Graphic Arts
Benefit Corporation
6411 Ivy Lane, Suite 700
Greenbelt, MD 20770-1411
Phone: (301) 474-7950
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GRAPHIC ARTS BEMEFIT CORPORATION
HOW TC FILE A CLAIM FOR BENEFITS

EMPLOYEE STATEMENT MUST BE COMPLETED FOR ALL CLAIMS
SUBMITTED.

IF CLAIM IS THE RESULT OF INJURY, INFORMATION REQUESTED IN
QUESTION 15 OF EMPLOYEE STATEMENT MUST BE SUPPLIED.

FOR INITIAL CLAIM, REFER FORM TO YDUR ATTENDING PHYSICIAN
TO HAVE THE ATTENDING PHYSICIAN'S STATEMENT COMPLETED
BEFORE SUBMITTING.

FOR DNGOING CLAIMS, COMPLETE ONLY THE EMPLOYEE
STATEMENT AND FORWARD.

ATTACH ITEMIZED STATEMENTS (ORIGINAL BILLS ONLY) TO THE
CLAIM FORM AND MAIL.

PPO PROVIDERS SHOULD CONTACT THE GRAPHIC ARTS BENEFIT
CORPORATION FOR INFORMATION ON FILING PROCEDURES, IF
NECESSARY, OR FOR BENEFIT VERIFICATION.



