METRO-NORTH RAILROAD

RAILROAD RETIREMENT SICKNESS BENEFITS APPLICATION INSTRUCTIONS

Section A - You complete this section.
Section B~ You complete this section.
Section C- You complete this section.
Section D - You complete this section.
Section E- You complete this section.
Section F - You complete this section.

Statement of Sickness — Your Doctor completes this section,

benefits is incapable of signing forms and someone will be acting for the
employee.

DO NOT SEND THESE FORMS TO THE HUMAN RESOURCE DEPARTMENT

Send these to the following address:

US Railroad Retirement Board
26 Federal Plaza, Suite 3404
New York, NY 10278

To obtain information pertaining to Railroad Retirement sickness
benefits please visit their website at www.rrb.gov or contact them

at 1-877-772-5772.

Statement-of Authority ~Thisis-only-used if the-employee applying for- -
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Application for Sickness Beneﬂts

: | Identifying Information
1 Employee 5§ Name (First, Middls Initial, and Last) 2. Sccial Secu1j|ty Number |
3. Fmployee's Street Address, City, State and ZIP Code 4. Datg of Birth 5, Sex
(Including Apartment Number) Month Day | Year L Maie
[ Femate
6. Telephone Number (Inctude Area Code)
( )

Infirmity and Employment Information

Date You Became Sick or Injured
Date You Last Worked for a Railroad,
Last Railroad Employer (Name of Company)
18, Location of Last Railroad Eriployment {City/State)
11. Last Railroad Occupation
12, Department

13. If you worked for anontailroad employer after the date shown in Item 8, complete ltems A, B, and C, below. Otherwise, go to ¥tem 14.
A. Last Nonrailroad Employer (Name of Company)
B. Last Occupation After Raikoad Work
C.Date Last Worked After Railroad Work
|| Accident and Insurance Information

14. Are you applying for sickness benefits because you were injured at work or have 2 work-related iliness? [ ]| Yes [ No
15. Have you filed or do you expect to file a lawsnit or claim against any person or company for personal m;ury?

[J Yes - Complete tems A-D, below [} No - Go to Itera 16
A. Furnish the name and complets address of the person or company.

Name
Address
City, State, ZIP Code
B. Give the place where the injury occurred.
C. Were you injured in an automobile accident? [ Yes ] No-Go to Iiem 16

D. Ifyou were injured in an automobile accident, provide information about afl the vehicles, other than your own, that were
tnvolved in the accident that caused your injury. Information about your vehicle and insurance company is not needed, If you
need more space atiach a scparate sheet of paper,

Owner of Car (other vehicle) Driver (other vehicle)

Name Name

Address Address

City, State, ZIP Code City, State, ZIP Code

Insurance Company {(other vehicle) Policy Information (other vehicle)
Name Policy Number

Address Claim Number

City, State, ZIP Code

Continued on Reverse Side SI-a (02-09)



17. Are you claiming alf the days of sickness beginning with the date you entered in Item 167 (Note: You may claim rest days if you
were unable to work and did not receive pay from your employer.) [J Yes-GoteItem 19 [ No - Go to Itern 18

18. Enter any dates that you do not wish to claim,
19. Enter the date you returned to work (if applicable).
20. You must complete al boxes to indicate if you have received or will receive any of the following payments for your days of sickness.
If you check “YES" for any itom, be sure to provide the requested information,

A.WAGES (Inclede Railroad and Nonrailroad Wages)

YES NO If“YES,” show the dates for which yon were paid in Month/I?ay/Year format below.
[J Regular Wages................
VacationPay..................
Holiday Pay .............. Y
4 Military Reservist Pay ..........
Wage Continuation Pay .........
Bernings from Self~Employment . .
Sick Pay from Your Employer . .. .

{but not payments supplementing Railroad Retirement Board (RRB) benefits, See Booklet UB-11)

B. GOVERNMENTAL PAYMENTS (Not RRB Sickness Benefits)

LI

] ]
LI

YES NO IF“YES,” enclose copy of award letter and complete Iteras 1 - 3 below.,
i Sickness or Unemployment Benefits Under Any Other Law 1. Beginning Date of Payment
O L} Social Security Benefits ) 2. Gross Amount of Payment $
% ﬁ’;ﬁfﬁg:é‘::g;?:;; Disability Annuity 3. How often do you receive the payment?

| fta

O [ Workers Compensatioi a Weelk_}y L3 Monthly [ Yearly

4 Ll Retirement Payments Under Another Law Other:
C.OTHER PAYMENTS

YES NO Ef“YES,” complete Eterns 1 and 2.
LY [ Seftlement or Damages for Personal Injury }. Date of Payment
wd [ Advances 2. Paid By:
[ Sspanation Allowance (Buyout, Severance Pay)

. If the date you are submitting this form is more than 30 days after the dete you sntered in Item 16, answer the following:
‘A, Why did it take more than 30 days to submit this form? If more space is needed, attach a separate sheet of paper.

B. How did you obtain this form?

C. Who provided this form to you?

D, On what date did you obtain the form?

E. Fumnish the name and title of any person from whom you asked for help m‘completing and filing the forms.
NAME TITLE

Direct Deposit Information

22. Benefits are normally paid by Direct Deposit to your bank, savings and foan, credit union, or other financial institution. To provide
the information we nsed to correctly deposit your payments, attach a voided personal check and go to Ftem 23, or call your
financial institution for the information you need to complete Items A-E, If you do not have a bank account, or yeceiviag your pay-
raents by Direct Deposit would cause you a hardship, go to Item I,

A.Routing Transit Number ‘ | | I | | | | I | B. Account No.
C. Account Type: D. Nams of Financial Institution:
(3 Checldng [ Saving E. Telephone No. (Include Area Code) ( B

¥. [ Check this box if you do not have a checking, or savings account, or if Direct Deposit would cause you a hardship,
Certification and Signature

23, Twaive any "doctor-petient privilepe” I may have with respect to the diselosure of information concerning the period of sickness or injiry on
which my claim is based. T certify that T understand and agree to the requirernenis in Booldet UB-11., T know that disqualification and civi} and
criminal penalties may be imposed on me for false or fraudulent staterents or claims or for withholding information to get benefits from the
RRB. I affirm that the information given on this form is true, correct and complete. NOTE: If the sick or injrad employee is unabl to sign
this form, sign your name and complete Section 1 of the astached Form SE-10, Statement of Authority o Act for Employee.

SIGNATURE DATE

SI-1z (02-09) HAVE YOUR DOCTOR COMPLETE THE ATTACHED STATEMENT OF SICKINESS
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Statement of Sickness

Instructions: This form s to be executed by (1} a doctor trained in medical, surgical, dental o psychological dfiagnosis of
the infirmity described, (2) a certified nurse/midwife in cases of pregnancy or childbirth, (3) a supervisory official of a
hospital or similar institution, (4} a chiropracior, (5) a Physician Assistant - Certified, or (6) a nurse practifioner. This form
should be completed and returned fo the patient Immediately for prompt maifing; otherwise he/she may lose benefits.
Supplementary medical information may be aitached or furnished directly to the Railroad Refirement Board (RRB) at the
address shown below. If such information is furnished, please include the patient’s social security number and rrame on the
report. Please complete section 2 on the reverse side if patient is incapable of signing forms.

1. Palient's Meme {First, Middle, and Last) | 2. Patlent’s Social Security Number

3. Have you examined or treated the patient for his or her injury orifiness? [ Yes [ No~Ga to ltem 8
a. Date patient became sick or injured ‘ b. List all dates of examination and treatment for this infirmity

€. Probable date of next examination

4, Diagnosis and concurrent conditions

5. Does the patient's condition require surgery? Yes [} No-Gotoltems
a. Dats on which surgery was or will be performed b. Surgical procedure that was or will be performed

6. Doss the patient's condition require hospitalization?

Yes — Enter the period of hospital confinement: From To
I No |
7. If patient is not working because of maternity or childbirth, complete 7a and 7b.
a. Date patient became unable to work B b. Estimated or actual date of delivery j

8. Give the date you believe the patient became or will become able to resume work in his or her occupation.
(If indefinlte or unknown, please give an estimated date.)

9. | certify that the infarmation 1 am giving is true, complets, and correct. | understand that eriminal and civil penalties may be Imposed
on me for false or fraudulent statements or for withholding information to cause or pravent payment of benafits by the RRB.,

Please print or type:
Name of Doctor Signature of Doctor : Degree/Title
Addfess Office Telephone Number (Include Area Code) Date

Mationat Pravider Identifier

PAPERV/ORK REDUGTION ACT NOTICE TO DOCTOR
Medical evidence Is neacled to support the payment of claims for sickness benefits under the Rallroad Unemployment Insurance Act (RUIA), The RRE is
authorized to collect this information undsr section 12(7) of the RUIA. You are not required to furnish this Infarmation. If you do not, however, no benefits
can be paid to your patient, We estimate this form and the form on the back of this page take an avarage of B and 6 minutes to complete, respactively.
The estimatss include the time for reviewing the instructions, getting the needed data, and reviewing the complated farms, Federal agencies may not
conduct or sponsor, and respondenis are net requirad to respond ta, a collection of information unless it displays a valid OMB number. If you wish, send
comments regarding the accuracy of our estimate or any other aspect of this form, including suggestions for reducing complation tims, to the Chlef of
information Resources Management, Raflroad Retiramant Board, 844 N Rush Siréet, Chicago, Illincis, 60514-2092. Send completad forms to;
LL.S. RAILROAD RETIREMENT BOARD
OFFICE OF PROGRAMS —OPERATIONS
POST OFFICE BOX 10695
CHICAGO, ILLINOIS 60610-0695

Doctor: See Reverse Side FORM 8l-1b (06-09)
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Statement Of Authority To Act For Empﬂ@yee

It is not necessary to complefe this form for an employee who can sign papers or can
sign by mark and understands transactions relating to his or her sickness benefits.
Instructions
1. Complete Section 1 and have the employee's medical doctor complete Section 2. If you are not velated to the employ-
ee by blood or marriage, state your relationship and explain why no relative is acting for the employee. For exam-
ple, an employee’s union representative might explain: “T am his union chairmar. He has no immediate family.”

2. Complete this statement by following the instructions in the UB-11 booklet under “Instructions for
Completing Forms, Statement of Authority to Act for Employee (SI-10).” Signing this statement gives you the
authority to sign any claim forms on behalf of the employee. When signing claim forms use your full name,
and beneath your signature, write “On behalf of” and the employea’s full name.

3. Return this form with the next application or claim form you file with the RRB.

Statement of Individual Acting for Employee

It is my belief that
’ {(Employee's Name) (Social Becurity Number)

whose address is :
(Employee's Addyess)

is at this time incapable of signing forms in connection with obtaining sickness benefits under the Railroad
Unemployment Insurance Act; of transacting the necessary business relative to his or her application and claims
for such benefits; and of applying the proceeds of any sickness benefit payments.

I helieve the employes to be incapable because

{Briefly describe employee's condition)

My relationship to the employee is

1 affivm that, in the transaction of business relating to the application and claims of this employee, including the uge
of any benefit payments, I will act on behalf of and in the best interest of the employse. I will promptly notify the
RRB st such time as this employee's condition changes so that I need no longer act for him or ber. I understand that
criminal and civil penalties may be imposed on me for providing false, incomplets, or fraudulent statements; using
the benefits received on something other than the claimant; or for withholding information to cause the' payment of
benefits. I certify that, to the best of my knowladge, the information I have provided is true, complete, and correct.

Name (please print) Signature Phone Number
. ()
|Street Address (please print) City State |ZIP Code {Date

| Statement of Employee's Doctor

I have examined the employee named above and find that he/she is incapable of signing forms and transacting
business relative to his/her claims for sickness benefits under the Railroad Unemployment Insurance Act.

Name of Doctor (please print) Signature of Doctor

Office Street Address (please print) City State |ZIP Code |Date

National Provider Identifier

S1-10 (06-09)



