Group Medical Direct Claim Form Insured and/or Administered by

Connecticut General Life Insurance Company

CIGNA HealthCare

CIGNA
MAIL COMPLETED CLAIM FORM TO
THE ADDRESS SHOWN ON YOUR
ID CARD.
Provider Section and Instructions on Reverse Side
EMPLOYEE INFORMATION: Employee Complete This Section
A& EMPLOYEE'S MAME (Firs, M.., Last) B. DATE OF BIRTH C. BEX
OmOF
. EMPLOYEE'S MAILING ADDRESS (Sireat, Cily. Stede, Jp) and DAYTIME PHOMNE # EFTEQ%QEW E. EMPLOYEE'S S0C. SEC. 11D NO,
DYESDNDllIIIIII
F. MARITAL STATUS G, POLICYIACCOUNT BO. H. DIVISIONBRANCH OR CLASSLOCATION
SINGLE
. EMPLOYER J. EMPLOYEE STATUS DATE
O acTive [0 HOURLY [CJremiren
O coera [0 SALARIED [JoisasLeD
PATIENT INFORMATION: Complete Only if Patient is Other Than Employee
A, PATIENT'S MAME (Firs! AL, Lasf) B, RELATHONSHIPF TO EMPLOYEE C. DATE OF BIRTH D. SEX
OmOF
E. MNOENT I5; MAME, L M R
c LETE THIS INF TION DEPENDENT CHILD 15 E, ADDRESS AND PHOME # OF CHILD'S SCHOOLEMPLOYE
IF PATIENT IS AN UNMARRIED O EMPLOYED FULL-TIME
DEPEMDENT CHILD O STUDENT FULL-TIME l
ACCIDENT/OCCUPATIONAL CLAIM INFORMATION:
Complete Only if Claim is a Result of an Accident or Occupational lliness/Injury
A DESCRIPTION OF [0 AcCIiDENTOR [0 ILLNESS (How, Whan, Whara) B. ACCIDENT OR ILLNESS DUE TO EMPLOYMENT
Oves 0O wo
C. DATE OF ACCIDENT OR BEGINMING OF ILLNESS 0. INARY DUE TO AUTO ACCIDENT E. HAVE YOU OR YOUR DEPENDENT, OR WILL YOU OR YOUR DEPENDENT FILE

CLAIM FOR WORKERS' COMPEMNSATION BENEFITS?
O ves O wno O ves O mO

F. ARE ¥OU OR YOUR DEPENDENTS FILING A CLAIM OR LAWSUIT AGAINST A THIRD PARTY IN ORDER TO RECOVER THE COST OF EXPENSES INCURRED AS A RESULT OF THIS
ACCIDENT ORILLNESS? [0 YES [ NO

FAMILY/OTHER COVERAGE INFORMATION:
Complete Only if Claim is for a Dependent and/or Other Coverage is in Effect

A, BPOUSE EMPLOYED WF NO, HAS SPOUSE BEEN EMPLOYED B. MNAME OF SPOUSE SPOUSE'S DATE OF BIRTH
I DURING LAST 12 MONTHS? l

O ves O wO

O ves O WO

C. SPOUSE'S SOC. SEC. / ID NO. 0. MAME, ADDRESS AND PHOME # OF SPOUSE'S EMPLOYER
S Tl T O
E. I3 THE PATIENT COVERED UNDER AMNOTHER GROUP INSURANCE OR GONVERMMENT PLAN SUCH AS MEDICARE, AN HMO PLAN OR ALUT! MAMN ORY
HNO-FAULT COVERAGE WHICH WILL ALSO COVER ANY OF THE MEDICAL EXPENSES OR DISABILITY LOSSES OF THIS CLAIMT YES MO

IF YES, GIVE NAME AND ADDRESS OF INSURANCE COMPANY, ORGANIZATION, OR HMO PROVIDING BENEFITS.

MAME & ADDRESS POLICY NUMBER

EMPLOYEE'S/PATIENT'S SIGNATURE AND RELEASE: Employee Must Sign all Claims

A, AUTHORIZATION TO RELEASE INFORMATION- | authorize any Health Care Provider, Insurance Company, Employer, Person or Organization to release any
information regarding the medical, dental, mental, alcohol or drug abuse history, treatment, or benefits payable, including disability or employmant related
information, to any CIGNA company, the Plan Administrator, or their authorized agents for the purpose of validating and determining benefits payable. | will
receive a copy of this authorization upon request. This authorization or a copy shall be valid for one year from the date of slgnature.

PATIENT'S SIGNATURE (Parent or Guardian If Claim is on a Minor) DATE

NoTe: | you wish your benefits paid directly to the physician or provider of service, sign in box B, below. Benefits will be paid directly io the hospital for & hospital confinement.

B. PAYMENT AUTHORIZATION - | authorize payment directly to those IF YES, EMPLOYEE'S SIGNATURE DATE
Health Care Providers described below, andior as indicated on the
enclosed bills, of Medical Benefits otherwise payable to me, for |
services rendered by them.

C. CERTIFICATION EMPLOYEE'S SIGMATURE DATE
I cortify that this information is true and correct. I I

CL503618 Rev. 4-98 COEquicor DirectFully Irsured CMPIASO Madical Base




