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	MAHOPAC TEACHERS ASSOCIATION BENEFIT FUND

PO Box # 656 Baldwin Place, New York 10505

www.MTABenefitFund.org
****Return form to: MTABF c/o Preferred Group Plans 

PO Box 15136 Albany, NY 12212-5136 



CLAIM FORM                           School Year ______________
	MEMBER’S LAST NAME


	MEMBER’S FIRST NAME


	MEMBER’S SS #
	MEMBER’S BIRTH DATE

________ / _________/ ________

Month              Day                Year

	PATIENT’S NAME


	PATIENT’S BIRTH DATE

________ / _________/ ________

Month              Day                Year
	PATIENT’S  SEX

 M       F
	RELATIONSHIP TO MEMBER

 SELF
 CHILD   

 SPOUSE


	MAILING ADDRESS                                             NO. AND STREET                                           CITY                                                             STATE                              ZIP                                                                        
	ADDRESS THE SAME AS THE LAST CLAIM FILED?

 YES       NO

	EMPLOYER

Mahopac Central School District
	WORK TELEPHONE NO. (Including area code)

 (                 )
	HOME TELEPHONE NO. (Including area code)

 (             )

	ARE BENEFITS AVAILABLE FROM ANY OTHER GROUP INSURANCE CARRIER FOR THIS PATIENT?       Yes     No
IF “YES” GIVE NAME OF CARRIER, PLUS NAME AND I.D. NO OF SUBSCRIBER



	I CERTIFY THAT THE INFORMATION GIVE IS CORRECT AND
BENEFITS ARE PAYABLE TO MEMBER ONLY
AUTHORIZE RELEASE OF ANY INFORMATION NECESSARY TO

PROCESS THIS CLAIM.  BENEFITS ARE NOT AVAILABLE UNDER ANY
MEMBER

OTHER GROUP PLAN EXCEPT AS INDICATED ABOVE.
SIGN HERE                                                   _______________________________    DATE _________________                      


Variable Benefit - Provides MTABF members with a supplemental payment of up to $650 per family per plan year (July 1 – June 30) to assist in certain out-of-pocket expenses. This benefit can only be used to supplement those benefits listed below.  This is a supplemental benefit & therefore items not covered under the primary plans are not covered by this benefit.  (Variable claims postmarked later than July 31st will not be covered.)
Please check the benefit below & include all bills &/or explanation of benefits denoting your out-of-pocket expense.
· Prescription Drug & co-payments for those drugs which are otherwise covered under your basic health plan

· Optical expenses & services in excess of the maximum under the Fund's Optical Benefit Plan 
· Dental 

· Charges in excess of the dental plan maximums ($1,800 annual dental maximum)

· Charges in excess of the dental plan fee schedule for covered expenses (non-PPO dentists only)

· Charges for family dental coverage or dependent coverage

· Hearing aid expenses in excess of $300 every three years incurred by the member or charges incurred for services rendered to a member's spouse &/or eligible dependent children

· Medical Reimbursement Co-payment not paid by AETNA or Medical Carrier
· Gym memberships, smoking cessation products, and over the counter medications  Check the website for details 
TOTAL AMOUNT of REIMBURSEMENT EXPECTED w/ THIS PORTION of the CLAIM:  $_____________
-------------------------------------------------------------------------------------------------------------

Additional Reimbursements 

Please check the benefit below & include all bills &/or explanation of benefits denoting your out-of-pocket expense.
· $100 Optical Reimbursement Benefit – the Fund will reimburse a member (not dependents) up to the amount of $100 for out-of-pocket optical expenses to include examination, glasses or contacts.  To obtain this reimbursement you must submit a copy of the paid bill for the services.  This benefit is in addition to that which is offered through the regular optical benefit

· $300 Hearing Aid Benefit – the Fund will reimburse a member up to the amount of $300 once every 3 years toward the purchase of a hearing aid prescribed by a physician.  To obtain this reimbursement you must submit a copy of the paid bill & doctor’s prescription for the hearing aid.
****Return form to: 
MTABF c/o Preferred Group Plans PO Box 15136 Albany, NY 12212-5136 







