
 

Group Name: Warwick Valley Teachers Benefit Trust Copayment Form  

Patient Information 

Questions? You can call our Customer Service Department at (212) 505 – 5050. 

 

 

 

                                                                                                                                                                            Member’s ID Number 

Member’s Name                               
 

Address 
 
 

  

City State ZIP 
 

Maximum Benefit: $200.00 total per  
Prescription Co-Pay 
Medical Co-Pay, and/or 
Additional dental, vision, hearing 
expense (not covered by the plan) 
 

 family per calendar year for:  

Services must be incurred between January 1, 2026, and December 31,2026. All claims must be received at Daniel 
H. Cook Associates by March 31,2027. 
 
Name of Member                                      Service                                      Date of                                   Amount not covered 
Or Dependent                                            Category #                                Service                                   any other plan  
 
 
 
                                                                     
 
 
 
 
 
 

 

I Hereby Certify that the above 
statements are correct and services 
are not covered by other plans. 

 

Member Signature Date 

 

 

Mail Completed Form To:  
Daniel H. Cook Associates, Inc.  

1040 Sixth Ave 24th Floor  
New York, NY 10018 

 Email Completed Form To: 

 intake@dhcook.com 

 

mailto:intake@dhcook.com

