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4. ADDITIONAL
In addition to any group insurance provided by your employer or government which is listed on the 

INSURANCE
front of this form, are health insurance benefits available from any of the following? 

INFORMATION Travel/ Trip Insurance? ::J Yes LJ No Trip Sponsor? LJ Yes □ No

University or School? ::J Yes □ No Resort/ Boat Operator? □ Yes □ No

Any other Medical Plan? ::J Yes □ No Personal Accident? □ Yes I I No 

Name of Insurance Company 

Address of Insurance Company 

City State 

Country Postal Code 

5. AUTHORIZATION PATIENT OR PARENT MUST SIGN BELOW

TO OBTAIN

INFORMATION I hereby authorize any insurance company or prepayment organization, employer, hospital or 

physician to release all information with respect to me or any of my dependents, which may have a 

bearing on the benefits payable under this or any other plan providing benefits or services. I hereby 

certify the information provided is correct and true to the best of my knowledge. I also agree that a 

photostatic copy of this authorization shall be as valid as the original. 

Date lnsured's Signature Parent's Signature (for minor) 

6. ASSIGNMENT OF IF PAYMENT IS TO BE MADE TO THE PROVIDER, SIGN BELOW

BENEFITS

I hereby authorize payment of benefits otherwise payable to me for services, to any provider of 

service, but not to exceed the reasonable and customary charges for those services. I understand that 

I am financially responsible for any charges not covered by this authorization. 

Date lnsured's Signature Parent's Signature (for minor) 

7. IMPORTANT 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 may be a crime. The insured and the patient both swear and affirm that all statements 

contained in this form are true and correct to the best of their knowledge. 

Date lnsured's Signature Parent's Signature (for minor) 

THIS CLAIM CANNOT BE PAID UNTIL COPIES OF ALL OTHER INSURANCE COMPANY EXPLANATION OF BENEFITS (EOB) 

FORMS ARE RECEIVED. PLEASE ATTACH THE EOB'S OR SEND THEM AS SOON AS POSSIBLE. THIS CLAIM WILL NOT BE 

PROCESSED UNTIL ALL EOB'S HAVE BEEN RECEIVED. 
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