\\s Here for you now. There for you later.

Provider Verification of
Well Visit - Physical Exam

Patient's Name: Date of Service:
Provider's Name: Phone:
Address:

Description of Medical Service Provided

O Physical Exam d Well Woman Exam
O Well Child Exam

O Wellness Screening (pap smear, cancer screening, mammogram, PSA)
O Other:

Signature of physician or medical office:

-OR-

Signature of Local Welfare Fund Confirming Medical Visit

By: Title and Fund Name:

Member Information & Attestation

Member Name: Relationship to patient:

Address:

The information set forth above is true and correct to the best of my knowledge. | understand
that a false statement or the withholding of pertinent information may disqualify me from benefits.
| hereby authorize the SASMI Fund Office to obtain, when necessary, records for the sole purpose
of processing this SASMI Benefit. | understand that an application is not a guaranty of benefits,
and | may be eligible for all, some, or none of the above listed benefit and that | must meet the
qualifications for each benefit as set out in the Rules and Regulations before that benefit will be
awarded.

Members' signature: Date:

You may submit this form in lieu of an EOB when applying for the Physical Exam Benefit
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