


SEAFARERS SICKNESS & ACCIDENT BENEFIT APPLICATION
Seafarers Health and Benefits Plan, P.O. Box 380, Piney Point, MD 20674
1-800-252-4674

Claim must be filed within 60 days (a) after discharge from hospital, or (b) from first day of outpatient disability. Outpatients who have not been hospitalized must be not fit for duty eight days before they can receive benefits, which are retroactive to the fifth day. You cannot receive S&A benefits if you are entitled to M&C from your employer, or if you are receiving vacation payments from your employer, Workers’ Compensation, State or Government disability benefits, unemployment, or wages other than unearned wages.

TO BE COMPLETED BY MEMBER

Member’s Name: _____________________________________________ SS#:____________________________________________
Address: ___________________________________________________________________ Phone: __________________________
_____________________________________________________________________________________________________
Was your illness or injury reported in a Log Book? ________________
Were you hospitalized? ____________________ Admit Date______________________ Discharge Date _______________________
Describe nature of illness or injury: _______________________________________________________________________________
Is this a recurring illness or injury? ____________ If yes, explain: ______________________________________________________
Have you applied for Maintenance & Cure? _________________ Have you applied for vacation payments? _____________________ 
Have you applied for Workers’ Compensation and/or State Disability Benefits? ___________________________________________ Have you applied for Social Security Disability Benefits? _______________ Have you applied for unemployment?_______________
Have you applied for any other type of compensation for your illness/injury? ______________________________________________
If yes, with whom? ____________________________________________________________________________________________
Have you received or do you expect to receive any of the above listed benefits?____________________________________________

I hereby certify, that to the best of my knowledge, the above statements are true, and do also hereby authorize my attending physician(s), (Hospital or Clinic), to furnish and disclose all facts concerning my condition to the Seafarers Health and Benefits Plan.

Signature of Applicant: _________________________________________________ Date Signed ____________________________
Verified By: _________________________________________________________________________________________________
                                                                Union Representative 
                                                               
                                                ATTENDING PHYSICIAN’S SUPPLEMENTARY STATEMENT

1. Patient Name: ________________________________________________________________________________________
2. Nature of sickness or injury (describe complications, if any): ___________________________________________________          
3. Did this sickness or injury arise out of patient’s employment? ___________________________________________________
4. If due to an injury, please state date of accident: _____________________________________________________________
5. Date of first treatment: _______________________________ Date of most recent treatment: _________________________
Frequency of treatment: _________________________________________________________________________________
6. Give first date patient unfit for duty (unable to work) from________________________ until _________________________
7. Give approximate date when patient will be able to return to work: ______________________________________________
Doctor’s Name: ______________________________________________________________________________________________
                                                                                         (Please Print)
Signed: ________________________________________________________	  Date Signed: _______________________________                                                                                                                                                    
Address: __________________________________________________________________ Phone: ___________________________    
____________________________________________________________________________________________________________
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