
DISABILITY FORM 

MEMBER COMPLETES AND SIGNS THIS FORM

MEMBER’S NAME SOCIAL SECURITY # 

ADDRESS: 
_________________________________________________

__________________________________________________

PHONE# 

     ______ ______________________ 

DATE OF BIRTH 
_______________________ 

NAME OF  

LAST EMPLOYER 
DATE LAST 

WORKED 

ADDRESS OF LAST EMPLOYER:

_______________________________________________________________________________________________________ 
__________________________________________________________________________ 

NATURE OF INJURY OR ILLNESS:   ________________________________________________________________________ 

 INFORMATION ABOUT CURRENT PHYSICIAN TREATING YOU FOR THIS CONDITION 
PHYSICIAN’S NAME_________________________________________________  PHONE#  ______________________________ 

PHYSICIAN’S ADDRESS: _____________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

INITIAL DATE OF INJURY OR ILLNESS INITIAL DATE OF TOTAL DISABILITY

DATE FIRST TREATED BY WHOM? 

1. HAVE YOU BEEN AWARDED SOCIAL SECURITY DISABILITY BENEFITS?     YES_____       NO_____ 

2. HAS SOCIAL SECURITY DISCONTINUED YOUR BENEFITS? YES_____       NO_____ 

3. IF YES TO # 2, GIVE THE DATE YOUR BENEFITS WERE TERMINATED AND THE REASON WHY

      DATE: ___________________  REASON FOR TERMINATION: 

I HEREBY CERTIFY THE ABOVE STATEMENTS ARE TRUE AND COMPLETE TO THE BEST OF MY KNOWLEDGE.  I AUTHORIZE 

THE RELEASE, WHEN REQUESTED BY LABORERS' COMBINED FUNDS OR ITS REPRESENTATIVES, OF ANY FACTS OR 

RECORDS CONCERNING MY MEDICAL CONDITION AND/OR DISABILITY.  A PHOTOCOPY OF THIS AUTHORIZATION SHALL BE 

CONSIDERED AS EFFECTIVE AND VALID AS THE ORIGINAL.  

MEMBER'S SIGNATURE DATE 

FOR OFFICE USE ONLY 

PROCESSOR: DATE VAILDATOR: DATE 

     RETURN THIS FORM WITH ATTENDING 

PHYSICIAN’S STATEMENT TO: 

LABORER'S COMBINED FUNDS 

12 EIGHTH STREET, SUITE 500 

PITTSBURGH, PA  15222

EMAIL: BENEFITS@LCFOWPA.COM 

FAX: 412-263-2813





ATTENDING PHYSICIAN'S STATEMENT 
DISABILITY FORM 

MEMBER’S NAME SOCIAL SECURITY #

ADDRESS 

PHYSICIAN COMPLETES AND SIGNS THIS FORM 

DIAGNOSIS AND CURRENT CONDITION 

DATE OF ACCIDENT / ILLNESS 

OR INITIAL SYMPTOMS 
DATE FIRST 

CONSULTED   

DATE OF MOST RECENT 

CONSULTATION 

IS PATIENT TOTALLY DISABLED?   YES ____   NO ____ INITIAL DATE OF DISABILITY

HAS PATIENT BEEN CONTINIOUSLY AND TOTALLY DISABLED FROM THE CONDITION DESCRIBED ABOVE?

YES ___  NO___          IF NO,  PROVIDE DATE TOTAL DISABILITY TERMINATED ____________________. 

HOW LONG DO YOU ANTICIPATE THE PATIENT WILL BE TOTALLY DISABLED DUE TO THIS CONDITION? 

ADDITIONAL COMMENTS  

ON PATIENT'S CONDITION

_______________________________________________________(_______)______-_________ 
Date                   Physician's Name (Print)              Signature                  Degree                Phone #

__________________________________________________________________________________ 
Street Address                                  City                                                                             State                       Zip code 

            RETURN THIS FORM WITH MEMBER’S

DISABILITY FORM TO:

LABORER'S COMBINED FUNDS 

12 EIGHTH    STREET, SUITE 500 

PITTSBURGH, PA  15222

EMAIL: BENEFITS@LCFOWPA.COM 

FAX: 412-263-2813
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