
APPLICATION FOR DISABILTY BENEFIT 
Plumbers Local Union No.68 Health & Welfare Fund 

P.O. Box 8726 
Houston, Texas 77249 

You must complete this form in its entirety and return it to the address above. 

Name ID # 

Phone Email Address 

Address City/State/Zip 

Employer Employer’s Phone 

Nature of Illness or Injury in Detail 

 YES   NO 

When did you become wholly unable to work? (Date and Time)   

Where you at work when the accident occurred   

If yes, was the disability caused by a work related accident?  YES  NO 

YES   NO 

Have you filed a claim with Workers 

Compensation for the disability? 

Are you currently receiving or have 

filed for unemployment benefits? YES   NO 

If yes, indicate start date 

Please provide your treating physician’s information so that we may have them certify your disability. 

Physician’s Name  

Address City/State/Zip 

Phone Physician’s Fax Number (Required) 

Authorization For Release of Information:  In order to process a claim for benefit, I authorize any 
physician, hospital, or other medical provider to release to the Plumbers Local Union #68 Health & 
Welfare Fund any information regarding my medical history, symptoms, treatment, examination results or 
diagnosis.  A copy of this authorization shall be considered as effective and valid as the original. 

Date Participant’s Signature 

(713) 869-2592 or Fax (713) 862-4877
Email: benefits@plu68.com

If yes, indicate start date

Physician-Please Fill Out Part B
 (See reverse side)
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