
COMPLETE THIS SECTION
NAME OF THE INSURED PHONE NUMBER SOCIAL SECURITY NO                                POLICY NUMBER

MAILING ADDRESS (NUMBER, STREET, APARTMENT CITY STATE ZIP

NAME OF PATIENT BIRTHDATE (month/day/year) RELATIONSHIP

PLEASE CHECK IF THE ABOVE INFORMATION IS:
A NEW ADDRESS AND PHONE NUMBER

A NAME CHANGE. PREVIOUS NAME WAS ______________________________________________________________

NAME OF BASE HEALTH PLAN: _________________________________________________________________________________________________________________________________

CLAIMS OFFICE ADDRESS & PHONE NUMBER: __________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

NAME OF BASE DENTAL PLAN: _________________________________________________________________________________________________________________________________

CLAIMS OFFICE ADDRESS & PHONE NUMBER: __________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

NAME OF BASE VISION PLAN: ___________________________________________________________________________________________________________________________________

CLAIMS OFFICE ADDRESS & PHONE NUMBER: __________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

IMPORTANT

Use a separate claim form for each dependent.

Claims must be submitted to any other base health plan for which there is coverage prior to sending to PIBT.

All explanations of bene�ts (EOB) must be attached.

Dental and vision claims, not covered under any base health plan, require attached copy of bills supporting each listed item of expense.

Include only expenses incurred while insured under PIBT Executive Option.

AUTHORIZATION FOR DISCLOSURE OF PERSONAL INFORMATION

I authorize any “provider of care,” insurer, or health plan to disclose to PIBT, or their business associate, all “medical information” (as these terms are de�ned in the 
California Civil Code) regarding me or any covered family member, including medical information regarding substance abuse or mental/emotional conditions. 
This information may be used for evaluating eligibility, determination of entitlement for bene�ts, and/or for quality assurance and peer review. This authorization 
will remain valid for the term of coverage of the PIBT Life Policy. A photocopy of this authorization is as valid as the original.

My authorized representative or I am entitled to receive a copy of this authorization.

________________________________________________________ X ________________________________________________________ ______________________________
Print Insured’s Name Insured Signature Date

ABU-1193-EXECUTIVE (10/03) (Procedures for Submission of Claims on page 2)

CLAIM FORM
FOR PRINTING INDUSTRIES BENEFIT TRUST (PIBT) 

EXECUTIVE BENEFIT PLAN

NOTE:  Please complete the entire claim form.  This form cannot be processed if information is incomplete.

IMPORTANT:  PLEASE PRINT ALL SECTIONS IN BLACK INK.

IMPORTANT NOTICE: Any person who knowingly presents a false or fraudulent claim for payment of a loss is guilty of a crime and may be subject to �nes and 
con�nement in state prison.

 



Procedures for Submission of 
PIBT Executive Benefit Plan

Insured Persons should attach the Explanation of Benefit (EOB) form from their BASE HEALTH PLAN for Medical,

Dental, or Vision claims to the Claim Form and submit to the PIBT Executive Benefit Plan Office.

If the claim is for services that are not covered by the BASE HEALTH PLAN but are eligible for reimbursement under the

Limited Benefits of this Policy (such as Preventative Exams or chiropractic services), it is not necessary to submit the

claim to the BASE HEALTH PLAN first for a denial EOB. It will, however, be necessary to submit an itemized billing

statement. Cancelled checks or receipts are not acceptable.

To be eligible for reimbursement, claims should be submitted no later than the number of days specified under the

Claim Provisions of your Certificate of Insurance.

Claim forms must be attached to all claims submitted. Please note any corrections or change of name or address on

the Claim Form at the time of each submission.

All correspondence and telephone inquiries concerning claims should be directed to Joanne Cadenas: (323) 728-9500 Ext. 256.

PIBT Executive Benefit Plan
5800 S. Eastern Ave., Suite 400

Los Angeles, CA 90040
Attn: Claims Administration

Phone: (323) 728-9500
Fax: (323) 838-0485          
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