
 

ACCIDENT CLAIM FORM 
Failure to complete all sections may result in a delay in processing this claim. 

To prevent delays, please provide documentation from your healthcare provider to support this claim. 
Please review your policy for specific benefits covered under your plan. 

 
 Benefits are payable to you unless we receive written authorization from your provider to assign benefits to 

them or from you to pay your benefits elsewhere. This is called an assignment. If you wish to assign your 
benefits, please send a signed written request.  

 If this claim is for an individual covered by Medicaid or a state variation of Medicaid, most non-disability 
benefits are automatically assigned according to state regulations. This means we must pay the benefits to 
Medicaid or to the medical provider to reduce the charges billed to Medicaid.  

 
 

 

Please sign the attached HIPAA Form and return it with the completed claim form. 
 

• Date of the Injury: __________________________ 
 
• Describe how the injury occurred: _________________________________________________________________ 

_____________________________________________________________________________________________ 
 

• Location of the injury?  On the job    Off the job 
o Has a Worker’s Compensation claim been filed?  No   Yes 

 If yes, status of the claim:  Approved  Pending  Denied 
 

• Was the patient injured in a motor vehicle accident?  No   Yes (If yes, please submit the Police Report) 
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• Was death a result of this injury?  No  Yes (If yes, please submit the certified death certificate and the Life- 
Beneficiary’s Statement.)  
 

• Was the patient confined to the hospital as a result of this injury?  No  Yes (If yes, please submit the itemized 
hospital bill, UB04, or HCFA 1500)  

 Admission date: ______________________________Discharge Date: _____________________________________ 
 
 Hospital name: _________________________________________________________________________________ 
 
 City:  _________________________ State:  _______________ 

 
• Was the patient transported by an ambulance as a result of this injury?  No  Yes (If yes, please submit the 

ambulance bill) 
 
• If any of the following were the result of your injury, please provide medical records or physician’s office notes:  

• Coma                                                      
• Paralysis 
• Degree of Burn 
• Injury to the Eye 

 
• Was an aid in locomotion (mobility) prescribed as a result of this injury? (i.e. Crutches, Wheelchairs, Leg Braces, 

Walking Boots, Back Braces, Walkers, Cervical Collars)   No  Yes (If yes, please submit documentation from the 
prescribing provider.) 
 

• Your policy covers the following surgeries:* 
 Open Reduction, Internal Fixation (Fractures or Dislocations) 
 Ruptured Disc Repair 
 Knee Cartilage Repair 
 Tendon or Ligament Repair 
 Open Abdominal/Thoracic Surgery 
 Eye Surgery 

o Were any of these surgical procedures performed as a result of this injury?  No  Yes (If yes, please submit 
a copy of the operative report.) 

 
• Was a major diagnostic exam (i.e. CT Scan, MRI, MRA, EEG) performed as a result of this condition?   

 No  Yes (If yes, please submit a copy of the exam report or billing.) 
 

• Provide all dates of treatment related to injury on the lines below (please submit supporting medical documentation for 
each visit indicated below):* 
 

o Initial date of treatment:________________________________ 
 

o Follow ups:____________________________________________________________________________ 
 

o Physical Therapy:________________________________________________________________________ 
 

*See policy for time limit provisions. 
 
 
 
 
 
 

• Laceration (including length and method of repair) 
• Dislocation ( X-ray reports or major diagnostic exam reports are needed) 
• Concussion (Major diagnostic exam reports are needed) 
• Fractures (X-ray reports or major diagnostic exam reports are needed) 
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