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MY COMPANY
123 MAIN STREET
PITTSBURGH, PA  15222
PHONE NO. (412)555-1212
TOLL FREE (800)555-1212
SEMI-ANNUAL MEDICAL STATEMENT
WORK DATE	
EMPLOYER NAME
HRS. WORK
GRS. WAGE
MEDICAL
STATEMENT TOTALS:
IF ANY OF THE ABOVE INFORMATION DOES NOT AGREE WITH YOUR RECORDS, PLEASE CONTACT THE ADMINISTRATIVE OFFICE.  HOWEVER, THE PAYMENT REQUESTED BELOW MUST STILL BE PAID.  IF ADDITIONAL CONTRIBUTIONS ARE RECEIVED ON YOUR BEHALF, A REFUND WILL BE ISSUED.
OPTION 1.  FOR A 6 MONTH PERIOD OF COVERAGE              THRU              
           THE PAYMENT NEED IS 
OPTION 2.  FOR A 3 MONTH PERIOD OF COVER               THRU          
THE PAYMENT NEEDED IS              . (PLEASE NOTE:  IF YOU ELECT TO PAY IN 2 EQUAL PAYMENTS, THE 1ST PAYMENT MUST BE SUBMITTED OR WE WILL BE UNABLE TO ACCEPT THE 2ND PORTION).
 SIGNATURE OF MEMBER                  TELEPHONE NUMBER                  DATE  
PLEASE ADVISE THE ADMINISTRATIVE OFFICE OF ANY CHANGE OF ADDRESS.
REMIT USING THE ENCLOSED ENVELOPE AND PLEASE MAKE YOUR CHECK PAYABLE TO: MY COMPANY ACCOUNT.  CASH PAYMENTS ARE NOT ACCEPTED.  I HEREBY CERTIFY I AM NOT SELF-EMPLOYED, HAVE NOT TAKEN WORK OUTSIDE THE INDUSTRY, AND THAT I HAVE BEEN UNEMPLOYED AND AVAILABLE FOR EMPLOYMENT DURING THE SIX MONTH WORK PERIOD ENDING
THIS PORTION OF YOUR STATEMENT WITH YOUR PAYMENT AND SIGNATURE MUST BE RETURNED NO LATER THAN             , OR COVERAGE WILL BE TERMINATED EFFECTIVE             .  YOU HAVE THE OPTION TO SUBMIT YOUR PAYMENT IN FULL (OPTION 1) OR IN 2 EQUAL PAYMENTS (OPTION 2).
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