


Accident Insurance Claim 

Claimant's Statement 

A) Member/Claimant Information

Member First Name 

I I 

Date of Birth (mm/dd/yyyyl 

Preferred Contact Number 

Street Address 

City 

Employer Name/Association 

Email Address 

Member Last Name 

Social Security Number 

Apt/Suite (optional) 

State 

If claimant is different from the member, provide claimant information. 

Claimant First Name Claimant Last Name 

ZIP Code 

I I Relationship to Member: □ Spouse/Domestic Partner □ Dependent

Date of Birth (mm/dd/yyyy) 

B) Accident Details

I I

Date of Accident (mm/dd/yyyyl 

Describe where and how the accident happened. Include any follow-up dates of treatment and any therapy treatment 

related to the accident. If the accident required a police report to be filed, attach a copy of the police or accident 

report. If you were injured in an on-job or occupational injury, attach a copy of the first report of injury filed with your 

employer. 

Was the claimant at work when the injury occurred? 

Was the claimant hospitalized as the result of injury? 
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□ Yes □ No

□ Yes □ No

0615 



C) Accident Covered Benefits
Some benefits may not be available in your Accident plan. Please refer to your Certificate of Coverage for covered 

benefits. Please select the benefit(s) you are claiming: 

□ Advanced Diagnostic Test □ 
Emergency Room/Physician 

□ Laceration
Office/Urgent Care 

□ Ambulance □ Eye Injury □ Loss of Hearing/Sight/Speech

□ Blood/Plasma/Platelets □ Fracture □ Loss of Life

□ Broken Tooth □ General/Epidural Anesthesia □ Paralysis

□ Burns/Skin Grafts □ 
Hospital/Intensive Care Unit

□ Physician Follow-Up Visit
Admission

□ Coma □ 
Hospital/Intensive Care Unit

□ 
Prosthetic Device/Joint

Confinement Replacement

□ Concussion □ Inpatient/Outpatient Surgery □ Puncture Wound

□ Dismemberment □ Inpatient Rehabilitation □ X-Ray

□ Therapy Services
(Please indicate the type of therapy: Cognitive behavioral, Occupational, Physical, Respiratory, Speech, or Vocational)

□ Other Benefit

(Please indicate any additional benefits claimed)

Please note the availability of additional covered benefits depends upon your Certificate of Coverage and requires a 

claim on one of the above covered conditions. 

□ Child Care □ HomeNehicle Modification □ Prescription Drugs

□ Child Organized Sport □ Lodging/Transportation

D) Physician Contact Information
Please give names, addresses, and telephone numbers of all physicians who have treated you for the accidental injury 

First Name/Last Name 

Address 

City 

Telephone Number 

State 

I I 

ZIP Code 

Date Treated (mm/dd/yyyy) 

If physician named above is not your primary care physician, provide primary care physician information. 

First Name/Last Name 

Address 

City 

Telephone Number 
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State 

I I 

ZIP Code 

Date Treated (mm/dd/yyyy) 

l!l 

0615 
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