
CONI'tNt].\'t'AL,T.NIERJCAN INSLR,{NCE CO]\IPANY
Post Oftice Box 8,1075'Columbus, GA. 31993
Phonc (800) 4ll-1016'ra\ (866) 819-2970 Af*ac.

CRITICAL ILLNESS HEALTH SCREENING FORM

Benefits are payable to you unless we re@ive witten authorization fiom your provider to assign benefits to them or from you to
pay your benefits elsewhere. This is called an assignment- lf you wish to assiOn your benefits, please send a signed written request

Please check this box it you are filing for a wellness b€nefit under multiple coverages

Any person, who knowinglyand with intentto defraud anyinsuranco company, filss a statem€nt ofclaim costaining anymateriallyfalse, incompletsor
misleading information. is guiltry of a crime.

Anyinlormation oblained will not be rsleased by Cont nental American lnsumnceCompanyto any peEon ororganization EXCEPT to reinsufing companies, or olher
persons ororganizations perfoming business or legalservices in connection with myclaim, oras mey olherwise lawfullyrequired or as lmayfurther adhorize. I

KNOW thal lmayrequestto receive a copy of this Authorization. I AGREE that a photographic copy of lhis Autho.iza lion shall be as valid as the originat. IAGREE
that lhis Auhonza[on snall be valid for lhe duration ofmyclaim.

lhave checked the answers given bymyselfand theyarecon€ct. IAUTHORIZE anyphysician, medical practjliooer, hospital, clinic, other medical or medically related
facilily, lnsura nce orreinsunng company, consumerreportrng agency, oremployer having informalion available as todiagnosis, treaunent and prognosis with respectto any
physical or m€nlalcondition aM/ortreatmenl and any non-medical lnformation ofme, to give to ContjnentalAmerican lnsurance Company or its legal representative, any

iUNOERSTAND the informalion obtained by use oftre Authorization willbe used by Continental American lnsurance Companyto detennine eligibilityfor benefils under
an existing polcy.

Polic!'holdey's Signature:

Date: _

EMPLOYER'S NAME

POLICYHOLDER'S NAI,IE

POLJCY/CERT]F]CATENO SOCIAL SECURITYNO DATE OF BIRTH GENDER

POLICYHOLDER'S E-]\,IAIL:POLICYHOLDER'SADDRESS: (fLrllstreet address in addilion to city, stale, zip)

I check box It this i. a p€rman€ht address change

TELEPHONE NUIvIBER:

PATIENT S NAME: RELATIONSHIPTOTHE POLICYHOLDER OATE OF B]RTH GENDER:

' By provrding your e-mail address above, you consent to lhe use of eleclronic tsansaclions in connecllon with your CAIC policies, contracts, and/or acaounts lo th€ 6xt6nt
available permitted by law (which may include, but not limited to: invoices. claim conespondence, conlracts, surveys, and other materials that CAIC is, or may b€, l€gally
required to d€liv€, to you)

STRESS TEST ON A BICYCLE OR TREADMILL
SERUM CI]OLESTEROL TEST (HDLAND LDL)
CA 15-3 (BLOOD TEST FOR BREAST CANCER)
CHEST X,RAY

PSA (ALOOD TEST FOR PROSTATE CANCER

FASTING BLOOD GLUCOSE TEST

BLOOD TEST FOR TRIGLYCERIDES

HEMOCULT STOOL ANALYSIS

PAP SMEAR (Date)_
SKIN CANCER SCREENING

AONE MARROW IESTINE
CA 125 (ALOOD TEST FOR OVARIAN CANCER)
coLoNoscoPY_
THER[,lOGRAPHY
SERU I\,4 PROTEIN ELECTROPHORESIS (I\,IYELOIT,{A)

[.4AML{OGRAPHY (Date) _
EREAST ULTRASOUND
CEA (TEST FOR COLON CANCER)
FLEXIBLE SIGMOIDOSCOPY
8IO['ETRIC TESTING
OTHER

PHONE NUMBER

CH HEALTH SCREENING TEST DID YOU HAVE PERFORIVED?

PHYSIC AN NA]!1E

DATE HEALTH SCREENING TEST WAS PERFOR!'ED
Crreatmenl date Ulglb€ provided)

D
tr
n
n
E
D

ST RE ET AD ORESS r(ru, sl,eei aclcrrcss in aclditon to city, nate, zip code)

POLICYHOLOER/CLAMAAIT INFORMAIION

PHYSICIAN INFORMATION

AUTHORIZA'I'ION

Claimantts Signature:

Oale:

cAl00lctwsB 12v4

Failure to complete all sections may result in a delay in processing this claim.
Please review your policy tor specific benefits covered under your plan



CONTI\ENTAL AMERICAN INSTIRANCI: COI!IP..\NT
Post (Xfice Boi 84075 * ('olomb'rs. (;..\. .ll99.l
Pbotrc (800) 43J-J0J6 * I.r (866) 849-2970 Af$ac.

AUTHORIZATION TO OBTAIN INFORMATION

MAIL TO Continental American lnsurance Company
P.O. Box 84075
Columbus, Georgia 3'1993

CALL: 1.800.433.3036 (toll-free)

CLAIM FAX: 1.866.849.2970

l. Authorization:
For the purpose of evaluating my e/,gibility for insurance and for benefits under an existing certificate, including checking
for and resolving any issues that may arise regarding incomplete or incorrect informalion on my application for coverage
and/or claim form, I hereby authorize the disclosure of the following information(defined below) about me and, if
applicable, my dependents, from lhe sources listed below to Continental American lnsurance Company (CAIC), or any
person or entity acting on its part, to include American Family Life Assurance Company of Columbus and American
Family Life Assurance Company of New York (collectively, "Aflac).
ll. Disclosure of Health lnformation:
Health information m ay be disclosed by any health care provider, health plan (including CAIC or Aflac, with respect to other
CAIC or Aflac coverages) or health care clearinghouse that has any records or knowledge about me. Health care provider
includes, but is not limited to, any licensed physician, medicalor nurse practitioner, nurse, pharmacist, osteopath,
psychologist, physical or occupational therapist, chiropractor, dentist, audiologist or speech pathologist, podiatrist, hospital,
medical clinic or laboratory, pharmacy, rehabilitation facility, nursing home or extended care facility, prescription drug
database or pharmacy benefit manager, or ambulance or other medical transport service. Health information may also be
disclosed by any insurance company or the Medical lnformation Bureau (MlB). Health information includes my entire
medical record, but does not include psychotherapy notes. Some information obtained may not be protected by certain
federal regulations governing the privacy of health information, but the information is protected by state privacy laws and
other applicable laws. CAIC will not disclose the information unless permitted or required by those laws.
lll. Rights and Expiration:
I understand that I may revoke this authorization at any time, except to the extent that CAIC or Aflac has taken action in
reliance on this authorization. lf I revoke this authorization, CAIC may not be able to evaluate my application for coverage
and/or claim. To revoke this authorization, I must provide a written and signed revocation to CAIC at the address or fax
num ber above. Unless otherwise revoked, this authorization shall remain in effect for two (2) years from the date signed
or upon my death, whichever occurs first. I agree that a copy of this authorization is as valid as the original and that I or an
authorized representative may request a copy of this authorization.
lV. Notice:
I understand that CAIC is not conditioning payment, enrollment, or eligibility for benefits on whether I sign this
authorization. I understand that if the information disclosed is protected health information relating to a health plan and the
person or entity receiving the information is a not a health care provider or health plan covered by federal privacy
regulations, the information disclosed may be redisclosed by such person or entity and will likely no longer be protected
by the federal privacy regulations.

. lf records are on an adult dependent, (e.9. spouse, child over 18), the dependent must sign this form

. lf records are on a minor child the natural parent or legal guardian must sign on their behalf.

Signature of lndividual Sub.iect to Disclosure Date Signed

Primary Certificateholder's Name: SSN(optional) Date of Birth

Certificate Number(s)

Address:

Name of lndividual Subject to Disclosure (lf not the primary Certificateholder) Date of Birth:

Relationship to Primary Certif icateholder:
oSelf o Spouse ir Domestic Partner a Child tr Stepchild D Grandchild

AGC06105

Date SignedLegal Representative's Printed Name Legal Representative's Signature Legal Relationship
lfsigned by a legal representative (e.9. Legal Guatdian, Estate AdministratoL Powet of Attorney)



Af#ac. Electronic Funds Transaction Authorization

Send to: Continentsl American Insurance Company
Posl Office Box 84075

Columbus.Georgra3 l99l

Phone: (800) 433-3036 Fax (866) 849-2970
Email: groupclaimfiling@aflac.com

I would like to:

E Sturt ! Stop I Change direct depositofmy claim payment(s)

Account Type:

E Che"king Esarings

:.trsB?6}: {.rrBE} 4oo,,A

**** Please provide a blank voided check or
direct deposit form from your financial
institution. Incomplete or inaccurate
information will not be processed,

9-Di git Routing Number:

Address: City

State Zip: Phone:

Authorization nt for Direct it

'By ptgviding Wur e-nail addless above, Wu cansent to the us6 of electrcnic transacligns in cpnnecfon with Wut CAIC policies, contacts, and/or
ac@urls to the extent availabl1 and pemitted by law (which may include, but not limited to: invoi@s, claim @nespondencP-, contracts, suNeys, and
other materials bat CAIC is, ot may be, lega y rcquired to delivet to you)

Policv/Certificate Holder Sisnature (Reouircd)
NoteiForms received witho sfgnature iill fi91be frocessed

Conpany. For goups silus€d in New York, coveraSe is undeMitten by Aftricn Fadit Life A6surmce Co mpany of New York.

I authorize Continental American Insurance Company (CAIC) to initiate credit enfies, and, if errors occur, I
authorize the correction of entries to my account as indicated. This authorization remains effective and in full force
until CAIC receives written notification from rne of its termination in such time and in such manner to afford CAIC a
reasonable opportunity to act on it. Please noti$, CAIC immediately if your financial institution information has
changed by sending notification to the address indicated above. Should you have any questions, please contact us at
l-800433-3036.

Policy/Certifi cate Holder's Nanre (Prirt):

Address

Phone # E-mail Address:

Enployer Name or Group #: Certificate #:

Continenlal Ameican lBurance Company. 1600 Williahs St. Columbi4SouthCdolina2920l . 1-800-433-3036 toll-iiee . 1-866-849-2970 fa,

AccountNumber:

Name of Financial Institution:

CitylSt^telZip:

Date Signed:



ARIZONA: For your protection Arizona law requires
the following statement to appear on this form. Any
person who knowingly presents a false or fraudulent
claim for payment of a loss is subject to criminal and
civil penalties.

ARKANSAS: Any person who knowingly presents a
false or fraudulent claim for payment of a loss or benefit
or knowingly presents false information in an
application for insurance is guilty of a crime and may be
subject to fines and confinement in prison.

IDAHO: Any person who knowingly, and with intent to
defraud or deceive any insurance company, files a
statement of claim containing any false, incomplete, or
misleading information is guilty of a felony.

INDIANA: A person who knowingly and with intent to
defraud an insurer files a statement of claim containing
Any false, incomplete. or misleading information
commits a felony.

KENTUCKYT Any person who knowingly and with intent
to defraud any insurance company or other person files 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.

LOUISIANA: Any person who knowingly presents a
false or fraudulent claim for payment of a loss or benefit
or knowingly presents false information in an application
for insurance is guilty of a crime and may be subject to
fines and confinement in prison.

COLORADO: It is unlawful to knowingly provide false,
incomplete, or misleading facts or information to an
insurance company for the purpose of defrauding or
attempting to defraud the company. Penalties may
include imprisonment, fines, denial of insurance and
civil damages. Any insurance company or agent of an
insurance company who knowingly provides false,
incomplete, or misleading facts or information to a
policyholder or claimant for the purpose of defrauding
or attempting to defraud the policyholder or claimant
with regard to a settlement or award payable from
insurance proceeds shall be reported to the colorado
division of insurance within the department of
regulatory agencies,

DELAWARE: Any person who knowingly, and with
intent to injure, defraud or deceive any insurer, files a
statement of claim containing any false, incomplete or
misleading information is guilty of a felony.

DISTRfCT OF COLUMEIA: WARNING: It is a crime to
provide false or misleading information to an insurer for
the purpose of defrauding the insurer or any other
person. Penalties include imprisonment and/or fines. In
addition, an insurer may deny insurance benefits if false
information materially related to a claim was provided
by the applicant.

MAINE: 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, fines or a denial of
insurance benefits.

MARYLAND: Any person who knowingly and willfully
presents a false or fraudulent claim for payment of a loss
or benefit or who knowingly and willfully presents false
information in an application for insurance is guilty of a
crime and may be subject to fines and confinement in
prison.

MINNESOTAT A person who files a claim with intent to
defraud or helps commit a fraud against an insurer is
guilty of a crime.

NEW HAMPSHIRE: Any person who, with a purpose to
injure, defraud, or deceive any insurance company, files a
statement of claim containing any false, incomplete, or
misleading information is subject to prosecution and
punishment for insurance fraud, as provided in RSA
638:20.

NEW JERSEY: Any person who knowingly files a
statement of claim containing any false or misleading
information is subject to criminal and civil penalties.

FRAUD WARNING NOTICES
For use with Claim Forms

PLEASE READ THE FRAUD WARNING NOTICE FOR YOUR STATE

ALASKAT A person who knowingly and with intent to
injury, defraud or deceive an insurance company files a
claim containing false, incomplete, or misleading
information may be prosecuted under state law.

CALIFORNIA: For your protection California law
requires the following to appear on this form:
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 fines and confinement in
state prison.

FLORIDA: Any person who knowingly and with intent
to injure, defraud, or deceive any insurer files a
statement of claim or an application containing any
false, incomplete, or misleading information is guilty of
a felony of the third degree.



FRAUD WARNING NOTICES (CONT.)
For use with Claim Forms

PLEASE READ THE FRAUD WARNING NOTICE FOR YOUR STATE

TENNESSEE: It is a crime to knowingly provide false,
incomplete or misleading information to an insurance
company for the purpose of defrauding the company.
Penalties include imprisonment, fines and denial of
insurance benefits.

NEW MEXICO: Any person who knowingly presents a
false or fraudulent claim for payment of a loss or benefit or
knowingly presents false information in an application for
insurance is guilty of a crime and may be subject to civil
fines and criminal penalties.

NEW YORK: Any person who knowingly and with
intent to defraud any insurance company or other person
files 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 shall also be subject to a civil
penalty not to exceed five thousand dollars and the stated
value of the claim for each such violation.

OHIOr Any person who, with intent to defraud or knowing
that he is facilitating a fraud aqainst an insurer, submits an
application or files a claim containing a false or deceptive
statement is guilty of insurance fraud.

OKLAHOMA: WARNING: Any person who knowingly, and
u/ith intent to injure, defraud or deceive any insurer, makes
any claim for the proceeds of an insurance policy
containing any false, incomplete or misleading information
is guilty of a felony.

OREGON: Any person who, with intent to defraud or
knowing that he is facilitating a fraud against an insurer,
submits an application or files a claim containing a false or
deceptive statement may be g uilty of insurance fraud

PENNSYLVANIA: Any person who knowingly and with
intent to defraud any insurance company or other person
files 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 crimlnal and civil
penalties.

PUERTO RICO: Any person who knowingly and with the
intention of defrauding presents false information in an
insurance application, or presents, helps, or causes the
presentation of a fraudulent claim for the payment of a
loss or any other benefit, or presents more than one claim
for the same damage or loss, shall incur a felony and,
upon conviction, shall be sanctioned for each violation with
the penalty of a fine of not less than five thousand dollars
($5,000) and not more than ten thousand dollars
($10,000), or a fixed term of imprisonment for three (3)
years, or both penalties. Should aggravating circumstances
are present, the penalty thus established may be increased
to a maximum of five (5) years, if extenuating
circumstances are present, it 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 fines and confinement in
state prison.

VIRGINIA: It is a crime to knowingly provide false,
incomplete or misleading information to an insurance
company for the purpose of defrauding the company,
Penalties include imprisonment, fines and denial of
insurance benefits.

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 include imprisonment, fines, and denial of
insurance benefits.

RHODE ISLAND and WEST VIRGINIA: Any person who
knowingly presents a false or fraudulent claim for payment
of a loss or benefit or knowingly presents false information
in an application for insurance is guilty of a crime and mav
be subiect to fines and confinement in Drison

ALL OTHER STATES: Any person who knowingly and with
intent to defraud any insurance company or other person
files 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.


