Third Party Form

I )\1( QO

AL bt : 'mﬁdw_.,“ ““““““““
Employer Name (the employer providing
i the health plan coverage):

"Enrallee Name (primary parson enrolled
in POMCO Group plan}:

Member I2# (located on POMCO Group | Date inciden: occurred:
card): !

AM. P.M.

Please provide 2 detaiked description of the Incident in question: Attach additional pages to fully describe the incidant (if necessary)
¢ If condition, please provide first date of symptems, cause of symptoms, whera symptons firs: occurred { .. work, home, ete.).

¢ If injury, please provide where injured, how the injury occurred, where it occurres, time of the injury, who eise was inveived when
the injury oocurred and any actions you took during cr after the injury.

Fornsls

Did the incident nccur at work or is it related to your wor
way? O Yes O No | :f the incident cccurred at your horme, will you be submitting a claim
Wil you be filing a Workers' Compensation claim with your | with your homaownars insurance? = Yes O No
employer? = Yes (3 No

i If the incidert occurred ary other place ar in any other rranner
Is the Incldent the result of the use or operation of a moter venicle : {e.g. nelghkor’s procerty, grocery store, s'dewalk etc.) wliil you pe
(includes meving and non-meving condition/injury)? = Yes [ Ne | submitting a claim. Fling 2 lawsuit or commencing any action

Will you be submitting a claim with any auto Insurance whatsaver? O Yes © No

cempany? r1Yes 1 No

Flesse nste this is @ valid llen against any recovery per the Third
Farty Lien, Section 4, pslow regardless of the answers in Sections 2
and 3 above,

 —

ECTION &, THIRG P

I understand that 1 nreed to reimburse the {enter your employa- name) _Health Flan (the Plan}
administered by POMCO Inc. of mories received as a result cf any egal action, settlement ar 2ny other recavery.

This lien apples to any recovery resuiting from Injuries sustained by the patient named above ir connection with the
condition/accident/injury as noted above and 1 agree to reimburse the Plap (administered by FOMCQO Inc.) in full, regardiass of whether tne
recovery Is deamed to be for pain and suffering, medical relmbursement cr any other classificaticn whatscever, for any benefits which are
advanced while awaiting the results of a legal action, settlement or other recovery.

1 autherize the release of any medical information necessary to process sl claims relating to this conaition/acddent/injury. When the resuits
of such lagal action, settiamant or cther recovery are determined, [ agree to notify the Plan in writing at the adcress listed above.

Pa:ien:‘Sigr‘.ature: | Date:

Enrollee Signature: E_Date:

Witness: B ] Date:




Third Party Form

POMCO

-

Etornay Name: ) . Address:

NCIDENT, PLEASE COMPL
OPERTY OTHER THAN YOUR

e: | Address,

. DCCURRE
Property Owner/Su

TSN [ ———

Phone Number (Including area code):

Property Dwner/Business In: Inif S
Insurance Company Name: i Pzlicy Number: Fhone Numoer:

Address: T Torysaerzag T " Contact Pe-son’s Name:

Please complete and mail to: POMCO Group, Claims Services Department,
2425 James Street, Syracuse, NY 13217 or fax to 315.703.4862,



