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CSEA Employee Benefit Fund
Annual Physical Claim Form

TO BE COMPLETED BY MEMBER (PLEASE PRINT)

Patient’s Name ____________________________________________________________ Relationship _________________________

Date of Exam _________________________________________________________________________________________________

Member’s Signature ________________________________________________________ Date __________________________________

Please allow up to 6 weeks for processing.

CSEA Employee Benefit Fund 1-800-323-2732 www.cseaebf.com

Form must be completed and signed by the CSEA Employee Benefit Fund member. All required documentation must be attached.
Incomplete forms will be returned.

MAIL COMPLETED CLAIM TO

CSEA Employee Benefit Fund
PO Box 516
Latham, NY 12110-0516

 

MAJOR PLAN FEATURES

Member’s Name _____________________________________________________ EBF ID# __________________________________

Mailing Address ______________________________________________________________________________

City ___________________________________________________________________

Daytime Phone # ___________________________________ Email _______________________________________________________

State _____________  Zip Code _____________

Apt # ____________

and a copy of an Explanation of Benefits (EOB) from your primary health insurance. 

INSTRUCTIONS

EBF085

CLAIMS ARE NOT ACCEPTED BY FAX OR EMAIL




