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

Please review your policy for specific benefits covered under your plan. 
9 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.  

9 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. 

 Please check this box if you are filing for a wellness benefit under multiple coverages. 
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