
 
4th DISTRICT IBEW HEALTH FUND 

9200 U.S. Route 60, Ona, West Virginia 25545 
P: 888-466-9094 F: 304-525-6005 

  
SUBROGATION/REIMBURSEMENT AGREEMENT 

 
 
I, ______________________________________________________, residing at  
 
 
___________________________________________________________________________________________, 
(Street)                                (City)                 (State and Zip) 
 
a participant under the 4th District IBEW Health Fund (Fund/Plan), hereby apply under the Plan for covered 
medical expenses incurred as a result of injuries suffered on  
 
________________________, 20________ , in the State of ____________________, by me and/or  
 
 
_______________________________________, my __________________________. 
(Name of Dependent)              (Relationship to Participant) 
 
I/we as participant/eligible dependent/eligible beneficiary understand that, in accordance with the provisions of 
the Plan, specifically the section entitled “Subrogation and Reimbursement,” if payments are made by the Fund 
for any treatment, service, benefit, or disability because of injury to, death of, or illness of the undersigned or an 
eligible dependent for which I or my eligible dependent/eligible beneficiary may have a lawful claim, demand, or 
right against any person or entity accountable for the injury, death or illness (including an insurance carrier) for 
indemnification, damages, or other payment with respect to such injury, sickness, or death, that I am/we are 
obligated to subrogate such claim, demand, or right to the Fund to the full and complete extent of payments made 
from and under and pursuant to the Plan.  
 
In consideration of payments made under the Plan for treatment, service, disability, or death and to the extent of 
such payments made but not in excess of the total proceeds of any recovery, if I/we receive any recovery based 
upon a claim against anyone for me, my eligible dependent, or my eligible beneficiary, then I/we specifically 
agree to reimburse the Fund from the proceeds of such recovery from any source from any person or entity 
accountable for the injury, death or illness to the full extent of all monies paid by the Fund on behalf of me, my 
eligible dependent, or to my eligible beneficiary.   
 
I understand that no benefits related to the accident/injury will be paid by the Fund unless and until a completed 
Subrogation/Reimbursement Agreement and Accident/Injury Form is received. 
 
In consideration for the receipt of benefits, I/we agree to cooperate fully and provide information and whatever 
assistance is requested to aid the Trustees of the Fund in pursuing the subrogation, reimbursement and/or 
coordination of benefits set forth in the plan documents, that arose as a result of charges incurred from the injury 
or illness sustained.    
 
Specifically I/we, the undersigned, agree as follows: 
 

A) To promptly provide any requested information or documents requested by the Fund pertaining to this 
matter and, if unavailable, to use best efforts to obtain such information or documents; 

B) To sign releases allowing the Fund to obtain information concerning my or my dependent’s condition and 
medical treatment; 



C) To refrain from signing any releases or waivers, which may be presented by any third party, without first 
receiving the consent of the Board of Trustees; 

D) To refrain from taking any action which could jeopardize the right of the Fund to its reimbursement, 
subrogation or coordination of benefits rights; 

E) To notify the Fund Administrator in the event a claim is made against any person or entity accountable 
for the injury, death or illness, either through insurance or lawsuit, and/or in the event an attorney is hired 
to represent the interests of me/my dependent in connection with the accident or illness; 

F) To grant an equitable lien on and to hold in trust, on behalf of the Fund, any recovery, settlement, or 
award received from any person or entity accountable as a result of any accident or illness; 

G) To reimburse the Fund for any expenditure when I/my dependent receive payment from any source for 
any such injury or illness or work-related incident, through a settlement, compromise, lawsuit or other 
resolution; and  

H) To notify the Fund promptly of any recovery received from any person or entity accountable for any 
injury, death or illness either through insurance, lawsuit, settlement, compromise or any other source. 

 
I understand that the Fund has a right to complete reimbursement for the amounts expended as a result of the acts 
or omissions of any person or entity accountable for any injury, death or illness, or work-related incident.  I agree 
that the Fund is entitled to be reimbursed from the first monies received or recovered from any settlement, 
judgment or other recovery that results from the injury or illness, despite the characterization or purpose of the 
payment and without regard to legal fees and/or other expenses incurred in obtaining recovery from any person or 
entity accountable.  The provisions of the Agreement with regards to reimbursement are not effective unless I/we 
actually recover from a person or entity accountable for the injury, death or illness, or any insurance company.    I 
further agree that the Fund’s right to recovery shall not be dependent upon whether I/my dependent have been 
fully compensated for such injury or illness. 
 
In the event that I fail to comply with any of the terms of this Subrogation/Reimbursement Agreement, I 
specifically agree: 1) the Plan may suspend the payment of benefits and deduct amounts owed to the Fund from 
your future benefits; 2) apply future employer contributions made on your behalf towards the amount owed to the 
Fund; and/or 3) the Fund may take any other actions, including instituting legal action, which it deems necessary 
to protect its rights. 
 
I hereby assign to the 4th District IBEW Health Fund such sums as which may be due and owing to the Fund for 
benefits expended as a result of illness or injury.  I hereby direct my attorney(s) or any person or entity holding 
proceeds on my behalf to pay over such proceeds to the Plan. 
 
 
Dated and signed this ______ day of ___________________, 20________. 
 
 
__________________________________  _____________________________________ 
Participant (Please print)    Signature of Eligible Dependent/Beneficiary 
 
 
__________________________________  _____________________________ 
Participant’s Signature     Participant’s Social Security Number 
 
 
 
Sworn and subscribed to in my presence in __________________ County, State of __________,  
 
 
this ______ day of ____________________, in the year 20_________. 
 
 
________________________________________  My commission expires: _____________________ 
Notary Public  



INJURY/ACCIDENT INFORMATION FORM 
Please be advised that this is not a guarantee of payment.   

Actual benefits can only be determined after submission of claim. 
 
PLEASE COMPLETE THE FOLLOWING QUESTIONNAIRE RELATING TO YOUR ACCIDENT AND 
RETURN THIS FORM TO THE FUND OFFICE ALONG WITH THE SIGNED SUBROGATION 
AGREEMENT.  PLEASE ATTACH A COPY OF ANY POLICE REPORT FILED. 
 

1. Explain, in detail, how, when and where this accident occurred.  (If this was an automobile accident, 
please specify if you were the driver of the vehicle.) 
 
              
 
              
 

2. If any of your dependents were involved in the accident, please specify their names, ages, and relationship 
to you. 
              
 
              
 

3. Please describe, in detail, the type and extent of injuries sustained. 
              
 
              
 

4. Please specify the names and addresses of other parties to this accident, as well as the names and 
addresses of their insurance carriers. 
              
 
              
 

5. Please specify your attorney’s name and address. 
              
 
              
 

6. Has your case been settled or have you received a settlement or recovery from any person or entity?   
 
 ______Yes  ______No.  If so, date: ___/___/______, and in the amount of $_____________.  
 

7. Please include any other information that you feel is pertinent to this accident. 
              
 
              

 
I/WE HEREBY CERTIFY THAT THE ABOVE INFORMATION IS TRUE, CORRECT AND COMPLETE TO THE 
BEST OF MY/OUR KNOWLEDGE.   
 
I/WE AUTHORIZE ALL DOCTORS, PHARMACISTS, HOSPITALS, OR OTHER INSTITUTIONS/PROVIDERS/ 
OTHER AGENCIES RENDERING CARE AND TREATMENT, TO PROVIDE THIS FUND AND REPRESENTATIVES 
THEREOF WITH FULL INFORMATION REGARDING TREATMENT (INCLUDING COPIES OF RECORDS). 
 
Employee/Spouse Signature:        Date:      
 
Patient Signature:         Date:      


