PART 1

Group Accident Insurance Claim Form

Things to know before you begin

If you are submitting a claim for an accident which you have not yet reported
to us, please complete this claim form. Once we receive a completed claim
form for an accident, we consider the accident to have been reported to us.

If you are submitting a claim for an accident which you have already
reported to us (you have already submitted a completed claim form to us),
an additional claim form is not required. Include the claim number assigned
to the accident at the top of all documentation that you are submitting to us
in support of a claim that has previously been reported. Fax, mail or upload
any additional documentation related to a claim to the address/fax number
located in the top right corner of this form.

Anytime you are submitting a claim to us, please provide us with supporting
documents from the provider related to the injuries and services received for
which a claim is being made. e supporting documents must include: 1)
the diagnosis; 2) the speci ¢ procedure or treatment received; and 3) the
date of service.

If you were treated at an emergency room, attach a copy of the discharge
papers from the hospital.

If you were admitted to a hospital and if your coverage includes bene ts for
hospitalization, attach documentation (such as an admission and discharge
summary) from the hospital showing the number of days hospitalized.
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Supply information about the patient.

SECTION B: Patient Information
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Answer the questions in this section and follow the next steps.

SECTION D: Checklist

Did you complete Section A, Section B and Section C? [] Yes [JNo (If No, please explain.)

Did the patient require Ground Ambulance? [1Yes [ No (If Yes, provide the date ground ambulance transportation occurred.)

(Ground Ambulance means a licensed professional ambulance service was required to transport a covered person by ground to or from a
hospital or between medical facilities where treatment for an injury is received.)

(Month/Day/Year)

Did the patient require Air Ambulance? [JYes [1No (If Yes, provide the date air ambulance transportation occurred.)

(Air Ambulance means a licensed professional air ambulance service was required to transport a covered person by air to or from a hospital
or between medical facilities where treatment for an injury is received.)

(Month/Day/Year)

Does the patient’s companion meet the Lodging Benefit requirements? L[] Yes [J No (If Yes, provide the date ground
ambulance transportation occurred.)

(Lodging Benefit means the patient is confined in a Hospital for treatment of an Injury and a companion who accompanies the patient
while the patient is confined stays in lodging for which a charge is made. Proof that the companion incurred an expense for staying in
lodging should be submitted)

(Month/Day/Year)

SECTION E: Special Payment Instructions & Direct Deposits

] Iflyoulwouldllikelclaimlbeneftsipaidiusingldirect’deposit,pleaseprovidelthelinformationlrequestediforithelbankiwherelyoul
havelyourlaccount.

<] Thelsamplelchecklbelow!maylhelplyoullocatelyourlbanklaccountlandlbankirouting.numbers.[IPleasebelsurelthatlyoularel
referencingloneloflyourlchecks,Inotlaldepositloriwithdrawallslip.

] Iflalsavingslaccountlisiused,lpleaselcheckIwithlyourlbanklrepresentativelforithelappropriatelroutinglandlaccount’numbers.

<] Uselthelspacelbelowliflyoulneedtolprovidelanylspeciallinstructions.l(e.g., requesting that your claim proceeds be sent to an
address other than the address of record).

Wouldlyoullikelclaimlbeneftipaymentsipaidlusingldirectideposit?!
L0YesIIILIINOI(If Yes complete the Account Information section below.)

Bank Name Bank Telephone Number
Bank Street Address
City State Zip Code
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Fraud Warnings (continued)

Kentucky: Any person who knowingly and with intent

to defraud any insurance company or other person les

a statement of claim containing any materially false
information or conceals, for the purpose of misleading,
information concerning any fact material thereto commits a
fraudulent insurance act, which is a crime.

Maine, Tennessee, Virginia and Washington: It is a crime
to knowingly provide false, incomplete or misleading

information to an insurance company for the purpose
of defrauding the company. Penalties may include
imprisonment, nes or a denial of insurance bene ts.

Maryland: Any person who knowingly or willfully presents
a false or fraudulent claim for payment of a loss or bene t
or who knowingly or willfully presents false information in
an application for insurance is guilty of a crime and may be
subjectto nesandcon nement in prison.

New Hampshire: Any person who, with a purpose to

injure, defraud or deceive any insurance company, lesa
statement of claim containing false, incomplete or misleading
information is subject to prosecution and punishment for
insurance fraud as provided in R.S.A. 638.20.

New Jersey: Any person who knowingly les a statement
of claim containing any false or misleading information is
subject to criminal and civil penalties.

Oregon and Vermont: Any person who knowingly presents
a false statement of claim for insurance may be guilty of a
criminal o ense and subject to penalties under state law.

Puerto Rico: Any person who knowingly and with the
intention to defraud includes false information in an
application for insurance or les, assists or abets in the

ling of a fraudulent claim to obtain payment of a loss or
other bene t, or les more than one claim for the same loss
or damage, commits a felony and if found guilty shall be
punished for each violation witha ne of no less than ve
thousand dollars ($5,000), not to exceed ten thousand dollars
($10,000); or imprisoned for a xed term of three (3) years,
or both. If aggravating circumstances exist, the xed jail
term may be increased to a maximum of ve (5) years; and
if mitigating circumstances are present, the jail term may be
reduced to a minimum of two (2) years.

Texas: Any person who knowingly presents a false or
fraudulent claim for the payment of a loss is guilty of a crime
and may be subject to nesand con nement in state prison.

Pennsylvania and all other states: Any person who knowingly
and with intent to defraud any insurance company or other

person les an application for insurance or statement

of claim containing any materially false information,

or conceals for the purpose of misleading, information
concerning any fact material thereto commits a fraudulent
insurance act, which is a crime and subjects such person to
criminal and civil penalties.
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Met ife

Authorization to Disclose Health Information
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Physician’s Attachment

Group Accident Claim — Physician Statement

Things to know before you begin
o e patient submitting this Group Accident Claim must complete Section 1

before giving it to a physician.

« Any fee charged by the physician for completing this form is the patient’s

responsibility.

o e physician must sign page 6 a er completing the claim form.

o e physician must return the completed claim form and any attachments by fax
or by mail to the address listed in the header of the claim form or directly to the

patient.

« If you have questions, please call 1 866 626 3705.
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The patient must complete this section.

SECTION 1: About the Patient

Patient name (First, Middle Initial, Last Name)
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SECTION 3: Burn (Percentage of total surface skin area that is affected by the burn) Check the Box that applies.
2nd Degree Burn: [ Less than 10% [ At least 10% but less than 25% [ At least 25% but less than 35% [ 35% or more

3rd Degree Burn: [ Less than 10% [ At least 10% but less than 25% [ At least 25% but less than 35% [ 35% or more

Was a skin graft performed as a result of the burns? [ Yes [ No

SECTION 4: Fracture
Nature of Surgical Procedure, if any. (Describe fully and give approach used even if more than one is used.)
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SECTION 7: Accidental Dismemberment, Accidental Functional Loss & Paralysis
Functional losses:

« Loss of hearing: permanent deafness in at least one ear, such that it cannot be corrected to any functional degree by any procedure,
aid or device.

« Loss of sight: permanent loss of sight in an eye. With correction, visual acuity must be 20/200 or worse in the eye or the eld of
vision must be less than 20 degrees.

« Loss of ability to speak: total and permanent loss of audible communication, if such loss cannot be corrected to any functional degree
by any procedure, aid or device.

Paralysis:
« apermanent total and irrecoverable loss of movement of two or more limbs.

Please select the condition your patient has and provide details at the bottom of the page:
] Loss of hearing

[ Loss of sight

[ Loss of ability to speak

] Paralysis

] Dismemberment

1. For a dismemberment, which limb/digit was severed or amputated?

2. For a functional loss or paralysis please describe where the loss has occurred.

3. State the dates on which the severance or amputation, functional loss or paralysis occurred.

4. State the cause of the severance/amputation/functional loss/paralysis.

5. If a limb/digit was reattached, indicate date of reattachment and functional outcome.
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RIGHT LEFT State the exact point at which the amputation was performed

or the severance occurred with respect to each limb/digit lost.
If the severance or amputation was below the elbow or knee
joint, indicate on the chart the exact point of severance.

RIGHT LEFT RIGHT LEFT

The Physician must complete all of Section 8.

SECTION 8: Treatment History

Supporting documents related to the treatment of your patient’s injury(ies) resulting from the accident reported to us in this claim

form should include:

« the diagnosis

« the speci ¢ procedure or treatment the patient received

« the date of service

« surgical reports (where applicable)

« radiology / imaging or similar reports that summarize the nature of the injury in question

« notes and summaries that outline any or all of the following based on the nature of the injury: follow up treatment, rehabilitation or
need of a medical appliance or device

« emergency room or hospital discharge summaries related to the injury

1. Date of accident resulting in injury(ies) for which you were consulted. (Month/Day/Year)

2. The date(s) your patient first consulted you for injury(ies) resulting from the accident.

3. Date of last treatment for the injury(ies) (Month/Day/Year)
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4. Describe the exact nature, location, and extent of all injuries sustained.
(If additional space is needed, attach a separate sheet.)

5. Was the accident reported in the claim form the sole cause of the injury(ies) sustained? [ Yes [ No

(If not, give the particular of any contributing cause or causes.)

6. In your opinion, was the injury caused in any way by illness? []Yes [ No
(If yes, what was the date you provided treatment for the illness?)

(Month/Day/Year)

7. Did the patient ever consult you before?
(If yes, please state the dates and the ailments for which you attended.)

O Yes [ No

Signature of Physician

Date signed (Month/Day/Year)

Name of facility

Phone Number

Address - Street

City

State Zip Code

\

GRPACCIDENTCLM2 (05/15) Fs

Physician’s Attachment — Page 6 of 6





