Re: Disability Letter

We gre i receipt of informanion from vour employer mdicaring that you stopped working

becayse vou are disabled.

in order for vour health coverage to conlinue, we must have the

proof of yvour disability statemeni below completed by vour attending phyvsician.

The complated form should be matled or
The matking address and tax number are;

Railroad Enrcliment
PO Box 30775

Services

Salt Lake City, UT 84130-0775

Fax # (248) T33-6020

faxed ro Railroad Faroliment Services

IHTHES PROOY OF DISABILITY 18 NOT RECEIVED, YOUR COVERALGE

WILL BE TERMINATED.

#vou have questions, please vall Rallroad Enro

ment Serdaces ¢
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ao, please give us an estimated return to work date

the date of histher next appointment with vou

smplovee permanently dissbled from histher regular occupation?
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