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	MAHOPAC TEACHERS ASSOCIATION BENEFIT FUND

P.O. 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



Major Medical Deductible Reimbursement Benefit Form 
The Fund will reimburse a member up to $750.00.  To obtain this reimbursement you must submit all major medical forms, showing the deductible being applied to a specific doctor or group.  (Major Medical Claims postmarked later than January 31st will not be processed
	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



	BENEFITS ARE PAYABLE TO MEMBER ONLY
I CERTIFY THAT THE INFORMATION GIVE IS CORRECT & AUTHORIZE RELEASE OF ANY INFORMATION NECESSARY TO PROCESS THIS CLAIM. BENEFITS ARE NOT AVAILABLE UNDER ANY OTHER GROUP PLAN EXCEPT AS INDICATED ABOVE.
SIGN HERE                                                   _________________________________________________________________________    DATE _________________                      








