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In furnishing this claim form, the Insurance Company1 does not waive any of its rights or defenses nor admit liability.

Employee/Member/Claimant responsibilities:
1. Complete, sign and date this form electronically or in paper copy. For assistance with completing this form, please call 888–828–2432.

2. Provide a copy of the test/procedure results, the bill for the test/procedure, or other proof of the test/procedure. The claimant is responsible  
for any fees charged for proof requirements.

3. Submit the form and required documentation to Supplemental Insurance Benefit Department, P.O. Box 2076, Grapevine, TX 76099; or fax to 469–417–1977.

Section 1: Employer/policyholder information
Employer/policyholder name Policy no.

Section 2: Employee/member information
Employee/member last name First name M.I. Social Security or tax ID no. Date of birth (MM/DD/YYYY)

Gender
 Male  Female

Street address City State ZIP code

Email address Phone no. Cell/mobile phone no.

May we have your authorization to deliver confidential medical or benefit information via personal cell phone?  Yes  No 
Via email?  Yes  No If yes to either personal cell phone or email, please initial here to confirm your response: _____

Does the employee/member have major medical insurance or other primary health insurance?  Yes  No If yes, provide the following:
Name of insurance carrier: __________________________________________________ Policy no.: ____________________

Is the employee/member currently actively working?2  Yes  No If yes, hours worked per week2: _____
If no, provide the following: Date last worked: ____________ (MM/DD/YYYY) Reason not working:  ______________________________________

Section 3: Dependent information — Complete if this claim is for a dependent of the employee/member.
Dependent last name First name M.I. Social Security or tax ID no. Date of birth (MM/DD/YYYY) Relationship to employee/member

Is the dependent insured under Medicaid or any similar Title XIX program?  Yes  No

Is the child incapacitated/disabled? (if applicable)  Yes  No

Is the child married or in a partnership? (if applicable)  Yes  No

Is the child a full-time student? (if applicable)  Yes  No
If yes, provide name and contact information for the school:  ____________________________________________________________________

1 Used herein, ‘Insurance Company’ means: In California, Anthem Blue Cross and Anthem Blue Cross Life and Health Insurance Company; In Colorado: Rocky Mountain 
Hospital and Medical Service, Inc.; In Connecticut; Anthem Health Plans, Inc.; In Georgia: Blue Cross Blue Shield Healthcare Plan of Georgia, Inc.; In Indiana: Anthem 
Insurance Companies, Inc.; In Kentucky: Anthem Health Plans of Kentucky, Inc;. In Maine: Anthem Health Plans of Maine, Inc.; In Missouri (excluding 30 counties in 
the Kansas City area): RightCHOICE® Managed Care, Inc. (RIT), Healthy Alliance® Life Insurance Company (HALIC), and HMO Missouri, Inc.; In Nevada: Rocky Mountain 
Hospital and Medical Service, Inc.; In New Hampshire: Anthem Health Plans of New Hampshire, Inc.; In New York: Empire HealthChoice HMO, Inc., Empire HealthChoice 
Assurance, Inc., and/or HealthPlus HP, LLC.; In Ohio: Community Insurance Company.; In Virginia: Anthem Health Plans of Virginia, Inc.; Or in Wisconsin: Blue Cross Blue Shield 
of Wisconsin (BCBSWI).

2 Complete these fields only if there is an employer/employee relationship between the employee/member and the group. Do not complete for other group types.
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Section 6: Claimant certification
For New York residents, the following statement applies: 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 $5,000 
and the stated value of the claim for each violation.
By signing below, I hereby certify that: 
1. The information provided on this form is true and complete to the best of my knowledge and belief; and 
2. I have read and understand the “Important Notice — Fraud Warning Statements” that applies to my state of residence.

Claimant signature

X
Date (MM/DD/YYYY)

Section 5: Claimant information — Complete only if the claimant is not the employee/member.
Claimant last name First name M.I. Phone no. Cell/mobile phone no.

Street address City State ZIP code Email address

May we have your authorization to deliver confidential medical or benefit information via personal cell phone?  Yes  No 
Via email?  Yes  No If yes to either personal cell phone or email, please initial here to confirm your response: _____

Section 4: Health screening information
A copy of the test/procedure results, a bill for the test/procedure, or other proof must be submitted with this form.

Which policy is this benefit being requested under? (Check all that apply)  Accident  Critical Illness/Specified Disease  Hospital Indemnity
Date the test/procedure was performed: _____________ (MM/DD/YYYY)

Please check the test/procedure for which the claim is being filed: (Check all that apply)
 Abdominal aortic aneurysm ultrasound
 CA 15-3 (blood test for breast cancer)
 CA 125 (blood test for ovarian cancer)
 CEA (blood test for colon cancer)
 PSA (blood test for prostate cancer)
 SPEP (blood test for myeloma)
 Mammography

 Serum cholesterol test
 Blood test for triglycerides (HDL/LDL)
 Fasting blood glucose test
 Stress test (bicycle or treadmill)
 Bone marrow testing
 Bone density screening
 Cervical cancer screening

 Breast ultrasound
 Carotid ultrasound
 Pap smear
 PAD ultrasound
 Flexible sigmoidoscopy
 Hemoccult stool analysis
 Thermography

 Chest X-ray
 Colonoscopy
 ECG/EKG
 Lipid panel
 CT angiography
 Double contrast barium enema

 Other cancer screening test:  ______________________________________________________________________________________

Physician name Physician address Physician phone no.
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Please read the statement that applies to your state of residence prior to signing the claim form and prior to signing this form.
For residents of all states EXCEPT Arizona, California, Colorado, Florida, Kentucky, Maine, Maryland, New Jersey, New York, Oregon, Pennsylvania, 
Puerto Rico, Tennessee, Virginia and Washington: 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.

For residents of 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.
For residents of California: For your protection, California law requires the 
following to appear on this form: Any person who knowingly presents 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.

For residents of 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 award 
payable from insurance proceeds shall be reported to the Colorado Division 
of Insurance within the Department of Regulatory Agencies.

For residents of 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.

For residents of Kentucky: Any person who knowingly and with intent to 
defraud any insurance company or other person files a statement of claim 
or an application for insurance 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.

For residents of Maine, 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 
may include imprisonment, fines and denial of insurance benefits.

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

For residents of New Jersey: Any person who knowingly files a statement 
of claim containing any false or misleading information is subject to 
criminal and civil penalties. Any person who includes any false or misleading 
information on an application for insurance policy is subject to criminal and 
civil penalties.

For residents of 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.

For residents of Oregon: 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 that the insurer relied upon is subject to a denial 
and/or reduction in insurance benefits and may be subject to any civil 
penalties available.

For residents of 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 hereto commits a fraudulent insurance act, which is a crime and 
subjects such person to criminal and civil penalties.

For residents of 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 by 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 be 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.

For residents of Virginia: Any person who, with the 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 
have violated the state law.

Signature

X
Date (MM/DD/YYYY)

In California: Anthem Blue Cross Life and Health Insurance Company is an independent licensee of the Blue Cross Association. In Colorado: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten by HMO Colorado, Inc. Copies of Colorado network access plans are 
available on request from member services or can be obtained by going to anthem.com/co/networkaccess. In Connecticut: Anthem Health Plans, Inc. In Georgia: Blue Cross Blue Shield Healthcare Plan of Georgia, Inc. In Indiana: Anthem Insurance Companies, Inc. In Kentucky: Anthem Health 
Plans of Kentucky, Inc. In Maine: Anthem Health Plans of Maine, Inc. In Missouri (excluding 30 counties in the Kansas City area): RightCHOICE® Managed Care, Inc. (RIT), Healthy Alliance® Life Insurance Company (HALIC), and HMO Missouri, Inc. RIT and certain affiliates administer non-HMO 
benefits underwritten by HALIC and HMO benefits underwritten by HMO Missouri, Inc. RIT and certain affiliates only provide administrative services for self-funded plans and do not underwrite benefits. In Nevada: Rocky Mountain Hospital and Medical Service, Inc. HMO products underwritten 
by HMO Colorado, Inc., dba HMO Nevada. In New Hampshire: Anthem Health Plans of New t Hampshire, Inc. HMO plans are administered by Anthem Health Plans of New Hampshire, Inc. and underwritten by Matthew Thornton Health Plan, Inc. In Ohio: Community Insurance Company. In New York: 
Services provided by Empire HealthChoice HMO, Inc., Empire HealthChoice Assurance, Inc., and/or HealthPlus HP, LLC. In Virginia: Anthem Health Plans of Virginia, Inc. trades as Anthem Blue Cross and Blue Shield in Virginia, and its service area is all of Virginia except for the City of Fairfax, the 
Town of Vienna, and the area east of State Route 123. In Wisconsin: Blue Cross Blue Shield of Wisconsin (BCBSWI), underwrites or administers PPO and indemnity policies and underwrites the out of network benefits in POS policies offered by Compcare Health Services Insurance Corporation 
(Compcare) or Wisconsin Collaborative Insurance Corporation (WCIC). Compcare underwrites or administers HMO or POS policies; WCIC underwrites or administers Well Priority HMO or POS policies. Independent licensees of the Blue Cross and Blue Shield Association. Anthem is a registered 
trademark of Anthem Insurance Companies, Inc.  

http://anthem.com/co/networkaccess

