PAUL A. DAVIS, M.D..

INDUSTRIAL SURGEON

£834 WEST ROOSEVELT ROAD .
CHICAGO 30. ILLINO!S

PHONES: AUSTIN 7-0758 & 7-0759

DAT:;#AU?USt ll, 1909

NAME OF EmPLOYEE_J VI Bluho

NAME OF company.__Vvictor-puna A

accepTeD [J , REJECTED [J - ;

REMARKS

able to return to work us per instructions of
Dr. Veverka uitil furtiier notice.

.- s g .///
/‘{’/':4—: ///{{ 7
’ o -

Paul A. Davis, ’.\.!.,D.

VPD-] 89-0002408




T Groun Heaith Insurance Benefits

P, — il
) LCAS 1ALYY

T0 BE COMPLETED BY THE EMPLOYEE :

Coe

. ( ) {Be sure to complete each item to avoid a delay in the payment of your claim.) s
o NAMETOL\/\/ - .B’h;ﬁo . DATE OF BIRTH 7~ 32 —09 sex M,@’r[]
First Name ligdie Initial Last Name
. wome aponess AR /O DAK ;B/‘)»ek Ave  Rer wopse T/ looto 2 reepmone ZE/-5573 |
. . No. Sireet City ’ 1ate Zip Code . m lXI';"'[ mﬂc‘{"
EMPLOYER VieToR GaskeT ] duSren __vour occupation /1S besTes OLe s e R
EMPLOYER'S ADDRESS _2 1 Y L2 ;L eoSeve T Q }xt CAz o ,,J////vd/ K3
treel . City o State
1S THIS CLAIM FOR A DEPENDENT? : ves[] nNo _
: . Date of .
It Yes, Give Name : Relationship Binh Married ¥ES [} ~No [

. HAVE YOU COMPLETED A STATEMENT OF CLAIM PREVIOUSLY FOR THIS ILLNESS? YES []  No 57
It Yes, Do Not Compleic Remainder of Form Except for Signature,

~.

5.+ DO YOU HAVE MORE THAN ONE EMPLOYER? yes[J ne [
If Yes, Give His Name . :
Address : :
No. . Street . . City State

1, 0O YOU HAVE OTHER FAMILY MEMBERS EMPLOYEN?,

. .
- . ves Ja? nO gﬂ
If Yes, Give Name_/»'_i-{iz _..:.L_Z':.‘vi.t:.g[-ﬂ_:f_";"' elalionship_&"/ £

Poaeen Pt g o - e
Name and Address of Employer =i’ Z7% 7 ‘;-5_.4115,,. . '!l—/-’-‘C‘H R

— Sd=

3. NATURE OF n.msss_D 1 FFie [TLI» AreaThics DATE OF FIRST TReATMENT G =/ 0 ~6 9
9. IS THIS CLAIM BASED ON AN ACCIDENT? - . ves ] no [
if Yes, Give Date i 19 and Time Oam. O em.

)

where Did Accident Occus?

How Dic Accident Happen?

0. ARE ANY OF THE ILLNESSES OR INJURICS FOR WHICH CLAIM IS BEING )
MADE RELATED TO ELPLOYMENT? ves ] no (¥

1. ARE YOU OR ANY OF YOUR FAMILY MEMBCRS COVERED THROUGH ANY v
OTHER.PLAN WHICH PHOVIDES ICDICAL DERCFITS OR SLRVICES? ves[] wno g
If Yes, Give Name and Address of Orc:-.r.izaliﬁn Providing Services

hereby authorize any insurance compary, prepayment organization. employer, hospital, or physician, to relesse all information with respect to myself or any of my
fependents which may bave a bearing un the benelits payable under this or any other plan providing benelits or services.

SIGNATURE OF OTHER FAMILY MLK.'.BEF_!.,‘YIHOSE INSURANCE COVERS THIS IRDIVIDUAL

! hereby authorize sny insurance company, prepayment organization, employer, hospilal, or physician, to release all information with respect to mysel! or any of my
dependents which midy have 3 beures - the benelits payable under this of any other plun providing benelits or services, I certify that the information by me in
support of this claim is true and correct. . o

JATE _._C_./_'l“:,é(n__q__;__'_,,Ss.s.ru,-.runz O7 EMPLOYEE 7/0/%_4/ @'EZ/KO -

ppnphttion 1

w v
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