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Workplace Division

’CLAIM_FORM AND INSTRUCTIONS -

The furnishing of this form, or its acceptance by the Company as proof, must not be construed as an admission of any
liability on the part of the Company, nor a waiver of any of the conditions of the insurance contract.

INSTRUCTIONS FOR FILING WELLNESS CLAIMS

+  To avoid delays in processing please fill out the sections which apply to your specific claim.
* Include your policy number(s}). To obtain your policy number(s) call 1-800-348-4489,

+  You may fax your claim to us at 1-800-430-4188. Please be assured that your claim will receive our prompt attention.
You will usually receive a response from us in the mail within 10 business days following the receipt of your claim.
The length of ime in the mail will depend on your location.

+  You may mail your claim to: American Heritage Life Insurance Company
P.O. Box 43067
Jacksonville, Fiorida 32203-3067

« Additional claim forms are available on our website at www.allstateatwork.com.

00000

1. First Name: Middle: Last Name:
Policy Number(s): 1) 2)
Social Security Number: Date of Birth: / / U Male {J Female
MOQ/DAYIYR
2. Home Number: ( } E-mail:

PATIENT’S INFORMATION

3. Name: First: Middle: Last:

4. Date of Birth: / ! Age: Social Security Number: 0 Male W Female
MOICAYIYR

5. This person is your: (ex: self, wife, son, efc.} Is hefshe a full-time student? O Yes D No

If yes, please submit proof of student status.

INSTRUCTIONS FOR FILING WELLNESS CLAIMS:

G Please attach the physician, clinic, or facility receipt showing the specific weliness exam performed and date it
was provided. Thank You.
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| authorize any physician, medical practitioner, hospital, clinic or other medical facility, insurance company, the Medical information Bureau or other
organézation, institution or person, that has records or knowledge of me or my health 10 give {0 American Heritage Life Insurance Company (AHL), ils
subsidiaries or its reinsurers any information relating to my claim. A copy of this authorization is as valid as the original. This authorization applies to any
dependent on whom a claim is filed. This authorization is valid for a period of 24 months from the date signed. | understand ihat | may revoke this
authorization at any time by notifying AHL in wriling of my desire to do so. | or my representative may recelve a copy of this authorization by supplying
policy number(s} and Insured’s name in a written request to the company. (in MAINE — | understand that revocation of this authorization may be a basis
for denying insurance henefits. Failure fo sign an authorization statement may impair the ability of a regulated insurance agency to evaiuate claims and
may be a basis for denying a claim for benefits.)

Sign here: Date: L) Check nere if address is new
Claimant

Mailing Address: City: State: Zip: Phone No:. { )

NOTICE IN 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.

NOTICE IN ALASKA, ARKANSAS, KENTUCKY, LOUISIANA, MAINE, NEW JERSEY, NEW MEXICO, AND VIRGINIA:
Any person who knowingly and with intent to injure, defraud or deceive an insurance company files a claim containing
false, incomplete or misleading informaticn may be prosecuted under state law.

NOTICE IN DELAWARE, IDAHO, INDIANA, MINNESOTA, NEW HAMPSHIRE, AND OKLAHOMA: Any person who
knowingly and with intent to injure, defraud or deceive an insurance company files a claim containing false, incomplete or
misleading information is guilty of a felony.

NOTICE IN 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.

NOTICE IN 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 payment of a loss is guilty of a crime and may be subject to fines
and confinement in state prison,

NOTICE IN 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 seftlement or award payable from
insurance proceeds shall be reported to the Colorado division of insurance within the department of regulatory agencies.
NCTICE IN DISTRICT OF COLUNBIA: 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.
NOTICE IN 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.

NOTICE iN OHIO: 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 faise or deceptlive statement is guilty of insurance fraud.

NOTICE IN 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 criminal and civil penalties,

NOTICE IN PUERTO RICO: Any person who knowingly and with the intention to defraud includes false information in an
application for insurance or file, assist or abet in the filing of a fraudulent claim to obtain payment of a loss or other benefit,
or files more than one claim for the same loss or damage, commits a felony and if found guilty shall be punished for each
violation with a fine of no less than five thousands dollars ($5,000), not to exceed ten thousands dollars ($10,000); or
imprisoned for a fixed term of three (3) years, or both. If aggravating circumstances exist, the fixed jail term may be
increased to a maximum of five (5) years; and if mitigating circumstances are present, the jail term may be reduced to a
minimum of two (2) years.

NOTICE IN TENNESSEE 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 include imprisonment, fines
and denial of insurance benefits.

NOTICE N 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.
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