
YorKtoWn conGress oF teAchers WelFAre FunD
2729 crompond road

Yorktown heights, nY 10598

voice: 914-962-7442 • fax: 914-302-7715

orthotics  beneFit

stAtement oF clAim For the YeAr 20______

To receive your orthotics benefit reimbursement for new or re-lined orthotics, incurred by you as a member

or eligible dependent, you must submit a copy of your EOB from your insurance company showing they

rejected the expense/claim for the orthotics.

A benefit allowance of up to $200.00 will be provided only once in any 5 year period.

Payment will be made only in compliance with Fund rules.

no pAYments Will be mADe For AnY reAson 90 DAYs AFter the 

YeAr in Which such orthotics eXpenses Were incurreD.

nAme oF member

builDinG AssiGnment job cAteGorY Amount clAimeD

I understand that I am responsible for any expense not covered by this benefit.

Date: ___________________ Member’s Signature: _____________________________________________________

Retirees, please provide  current address that you want benefit mailed to:

Name: __________________________________________________________________________________________

Address: ________________________________________________________________________________________

City: ________________________________________________________________ State: ______ Zip: __________

For trustees onlY

DAte oF pAYment checK# Amount pAiD

clAims mAY be sent viA interschool mAil to Yct WelFAre FunD in builDinG b

m e m b e r m u s t c o m p l e t e t h i s s e c t i o n

f o r t r u s t e e s u s e o n ly


