
Communications 

Workers of America 
Local 1183 

Health & Welfare Fund 

58-38 69th street, 2 Front
Maspeth, New York 11378 

Theresa Ferzola 

Administrator 

Tel: (718) 268-6373 
Fax: (718) 793-4220 

Enclosed please find paperwork for Disability Benefits through The Hartford Insurance 

Company. 

Please complete Part A and have your doctor complete Part B. 

Make copy for your records and mail original to: 

Board of Elections 

32 Broadway 

New York, New York 10004 

Attn: Payroll 

They will complete Part C and mail it on to The Hartford at P.O. Box 14306, Lexington, 

Ky. 40512. 

��� 
Theresa Ferzola 

Administrator 

P .S. Please date my name on pg 3 







. The Hartford 
• P. 0. Box 14306
• Lexington, KY 40512-4306 NOTICE AND PROOF OF CLAIM FOR DISABILITY BENEFITSFax 1-866-411-5613 
, PART _g-EMPLOYER'_S STATEMENT ___ _ 

Employee's full name : (As shown on Social Security Card) 

------ ------ . 

Employee's Address: (Street. City, State & Zip Code) Date of Birth: 
_ _ _ _ - -�

�
ocial 

�
e�un

��-

N
-
u

�
:�- -

I - ----- -- -· -- ---
-
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, Date of employment: _ Check days normally worked: 

OFull Time [J Part Time I [� l��-[!�1-[� [Ttl�[Fl!J [S�:L ______
If Part Time, give particulars· 

Is ��ploye;; U�i�� m�mbe(? •• lf-"Yes," is empl;�e-�ntitledto-Uni;; Be�efit;- -I 0ccupati�;-
OY� _LJ _��- ·--- ____ []Yes [] No ____ _ _ ________ .L_ __________ _ 

_ 
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Date employee last worked: l Date employee returned to work: Were wages continued during disability? 
[]Yes �7 No 

I ·
w
er

e
wages Sick pay?

' 
i Were wage; Vacation pay? 

- - - • -- -- --

1 ·1 Yes O No From: To: _ [] Yes [ _I No From 

Is reimburse.men! requested? 

_ To ____ _ 

EARNINGS 8 ',',�EKS PRIOR TO AND INCLUDING THE DATE 

1 L.>,ST WORKEO PRIOR TO THE ONSET OF DISABILITY 
�JYe: fQNo

_ ____ __ _ 
Is disability due to job? 
[]Yes []No 

If "Yes," has a compensation claim been filed? 
1lYes ["l No 

r :�oth
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�1 �;��I ���: 
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Indicate Weekly Value of Board, Lodging and Tips: -�
-- _j 
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Is this employee currently covered by Social Security? 
l]YesL]No 

If "No," state grounds for exemption: 

I 
I 

J --

Total I __ _ __ _

Is employee enrolled In a Hartford Long Term Disability Plar1-? -·· ·-- ---· -- - - ----n Yes [)(_No If "Yes," effec�ive da
_
t� -- _ _ _
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rtf�� NY �isabil�� Policy ����er:� Alf 1..2? i'l 1i

Based on the employer/employee premium contributions made over the last 3 years, what percentage of the Weekly Dlsabllity 
benefit It Is considered taxable?_ ¾ L TQ._ . %. (See section 6 of IRS Publcatlon 15-A for Information on determining 
the taxable percentage.) (If blank. we will code the benefit as 100% taxable until you submit written notice of the correct taxable%.) 

Employer's Name: 
- -
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·7 Employer';-identification Nu;;:,b;:-

_ ___ _ __ _ ___ .J:iE8��11EL�
O
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ANRDD_ ______ , ____ _ ;l j_- 73tfrt'f'ff/

1 Address: (Street, City, State & Zip Code  �v ! Telephone Number: 
I ( ) 

_ ____ _ _ ___ _ _ _ ___ _ _____ _ 
Signed by: .---, I Oat,...

--. -r< f0)A- - .. ---- - _L, ·_ 

Title: /4' _,
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THE WORKERS' COMPENSATION BOARD EMPLOYS AND SERVES PEOPLE WITH DISABILITIES WITHOUT DISCRIMINATION 
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