NEW YOAX CiTY 80ARD QF EQUCATION  2nd Fioor - Room 10
L DIVISION OF HUMAN RESOURCES

65 Count Susat_ Broakiyn, N.Y. 11201 CLAIM FOR REIMBURSEMENT
CLAIMS UNIT Telepnana: (718) 935-2742 OF MEDICAL umﬂ;zs

SEE REVEASE SIDE FOR INSTRUCTIONS PLEASE PRINT OK TYPE

NAME SOCUL SECURITY RUMBER;

WAKING ADDAESS. FULE NUNSER;

v TILE:

2. SCHOGL/ OFFICE:

3 SCHODL/OFFICE ADCRESS.

4 DATE OF ASSALT

3. NATURE OF IRJURY:
§. DESCRIPTION OF ASSAULT: (it additiona! space is naaded writs on saparale sheet and atach L ckim)

7. WERE YOU ABSENT DUE TO INJURY? YESO  NO O : If yes, see paragraph 1¢ of Instructons.
8. CHECK HEALTH PLAN CURRENTLY ENROLLED IN AND CHOICE OF OPTIONAL BENEATS RIDER:

MEALTY PLAX KO SFTOAAL IBER OPTIONAL RIMER UFT 0PTBRAL RDEX
a. O HIP/HMO (m} 0
d. 00 MED-PLAN 0o D
¢. O GHI-CBP 9] (&) O
d. D GHI-TYPE C O O
9. mmummwwnwm«mmmmmwwhmhnmmmmh
secion B abow? YES OO NO O lmphuamtnhhmg.
S3. Nama of carier
Cartier address
Policy holder Pellcy numbder
Sb. Name' of canier
Carrier a00ress
Polcy holder Puicy numbe’

10. MEDICAL EXPENSES: L O

{see §12 of Ins¥uctons)

, Sub¥ract kam 11 from Rem 10.
11. REIMBURSEMENTS: (sa9 § 14 of Instrucions) Remainder 5 sniered i itam 12,

12. AMOUNT CLAMED: £ §

13.lhoubysumwhntofmunpemesasamuldananmsmhmdhhImo#duy.jhhcghcmmcmﬂmme
injuries are indicatnd above. This cam is mads by me and submitied to I Board of Educafion with the inent that the Board of
Education rely therson in approving and paying my claim,

SR T O DAt

~y—
14, CERTIFICATE BY PRINCIPAL OR HEAD OF BUREAY

| Dareby transmit herwith a clam submitiad by _
to the besl of my knowledge, nformation and bele!, the facts conained under paragraphs 1 through 7 are substantially true,

Mo IR 20 TS un

L™
o MAXE MO ENTRY BELOW THIS UNE (For Madical Bursau-Clarns Und use only)

Oat Approved For Camms Ung:

Amoynt 3

Date Owaoproved
at.roe eR19A4 89,0

09 30541689,
~-I17~-



INSTRUCTIONS FOR 0P505

1.  Required Enclosures:
3. Prool of Payment
ie: Either copy-of cancelled checks or copy of receipted paid bill on the doctors or vendor letterhead.

b. Detailed bills that reflect the nalure of the medical services rendered and prescriptions for tems purchased.

(CPT-4 code(s) per office visit and/or per treatment(s), including surgery) (See Below For Examples of
Information Needed)

Copy of the OP 198 approved by the Medical Bureau granting line-of-duty status for the period of absence.
d. Accident and/or incident report,

e. Nolices of reimbursement from GHI, Medicare and private health insurance plans. GHI-CBP subscribers
using partipaling physickans shoukd include copy of the reimbursement notices sent to their doclors by GHI.

2.  Makling Instructions:

Sign tha original OP 505 and one (1) copy. Mall original, copy and enclosures to:
The New York City Board of Education
Division of Personnel
Claims Unit - Medical Bursau
Room 10 - 2nd Floar
65 Court Street
Brooklyn, New York, 11201

EXAMPLES RE PARAGRAPH Ib, ABOVE

ANESTHESIA - How long administered (in hours and minutes)?

X-RAYS - What body part(s) was x-rayed. How many views were taken?
LABORATORY - What testing was done? Why? (Charge(s) per test MUST be shown)
PHYSICAL THERAPY - Length of session (in hours and/or minutes)?
PSYCHOTHERAPY - Length of session (In hours and/or minutes)?

CPT-4 - Physician’s Current Procedural Terminology - is a standard classification used to .
identity and report procedures and services performed by or under the direction of a physician.

0w -

NOTE

INSTRUCTIONS FOR
OP505 and OP505A
ARE IDENTICAL




