HOW TO FILE A DAN CLAIM

. Please complete all sections of the Claim Form. If a section does not apply to you, indicate this by
writing N/A. If any sections of the form are incomplete this may delay processing or cause the claim to
be returned to you for completion.

. You must first file all medical claims to your primary insurance carrier. Divers Alert Network (DAN)
insurance is a secondary policy.

Once your primary insurance carrier/provider has made a payment determination, please forward a
copy of their EOB (Explanation of benefits) to the address below. Be sure to keep a copy for your
records. Proceed to Step 3.

If you have no other medical insurance, you are required to complete a No-Insurance Affidavit
(available upon request) in order for DAN to act as primary.

. Make legible copies of all supporting bills, receipts, statements and any medical records that apply to
your claim. It is important that you make copies of all of the records you are submitting as well as your
completed claim. Your submitted forms/records will NOT be returned to you.

COMO PRESENTAR UNA RECLAMACION

. Complete todas las secciones del Formulario de reclamo. Si una seccién no se aplica a usted, indiquelo
escribiendo N / A. Si alguna seccién del formulario esta incompleta, esto puede retrasar el
procesamiento o hacer que se le devuelva el reclamo para que lo complete.

. Primero debe presentar todos los reclamos médicos a su compaiia de seguros primaria. El seguro
Divers Alert Network (DAN) es una péliza secundaria.

Una vez que su proveedor / proveedor de seguro primario haya tomado una determinacion de pago,
envie una copia de su EOB (Explicacién de beneficios) a la direccidén que figura a continuacién.
Asegurese de guardar una copia de sus registros. Continue con el paso 3.

Si no tiene otro seguro médico, debe completar un seguro sin declaracion jurada (disponible a pedido)
para que AND actue como primario.

. Haga copias legibles de todas las facturas, recibos, declaraciones y todos los registros médicos que
correspondan a su reclamo. Es importante que haga copias de todos los registros que envia, asi como
de su reclamo completado. Los formularios / registros enviados NO le seran devueltos.

FORWARD ALL CLAIM INFORMATION TO THE FOLLOWING ADDRESS / REMITIR TODA LA INFORMACION DE RECLAMACION A

LA SIGUIENTE DIRECCION:
REGULAR or CERTIFIED MAIL or EMAIL

DAN CLAIMS

6 W COLONY PLACE
DURAHM, NC 27705 USA
Phone: 1.919.493.0912
Fax: 1.919.493.3040

Email: claims@world.dan.org

FedEx or UPS/ DHL/ PRIORITY MAIL

DAN CLAIMS
6 W COLONY PLACE

DURHAM, NC 27705 USA
Phone: 1.919.493.0912
Fax: 1.919.493.3040

DAN Claims, 6 W Colony Place, Durham, NC 27705 USA, Phone: 1.919.493.0912, Fax: 1.919.493.3040



JDAN

WORLD

1. INSURED'S
INFORMATION

2. INSURED'S
EMPLOYER

3. CLAIM
INFORMATION

Send this claim form and medical bills to:

DAN Claims
6 W COLONY PLACE
DURHAM, NC 27705 U.S.A.
Phone: +1-919-493-0912
Fax +1-919-493-3040
E-mail: claims@world.dan.org

Insured Name (Last, First, MI)

Program Underwriter:
Accident & General Insurance Co., Ltd.

c/o Artex Risk Solutions (Cayman) Ltd./AGI
Suite 301, Floor 3, Windward 3
Regatta Office Park, PO Box 10233
Grand Cayman KY1-1102 Cayman Islands

Government ID Number

Insured's Home Address

Birthdate (Day/Month/Year)

Street

City Daytime Phone
State

Country Mobile Phone
Postal Code

DW Client Number

Skype/WhatsApp Account

Employer Name

Employer's Address

Does Employer/Government provide
heaith or personai accident insurance
Yes No

Insurance Company Name

Street

City Policy Number

State

Country Attach copy of ID card for Government or
Postal Code Employer provided insurance

Date of Accident (Day/Month/Year)

Where did the accident/injury occur?

In detail, describe the dive or snorkeling incident which

caused the injury

Is this claim.the result of a work-related
injury? Yes No

v

Have you filed a claim with Workers
Compensation? ¥ es No

Is this claim the result of an injury while
acting as a dive instructor, divemaster,
professional photographer or while doing
scientific dives under the auspices of the

AAUS? Yes No

When was a Doctor first seen?

Name of Doctor?

Where was Doctor seen?

PLEASE COMPLETE THE INFORMATION ON THE REVERSE SIDE OF THIS FORM



4. ADDITIONAL
INSURANCE
INFORMATION

In addition to any group insurance provided by your employer or government which is listed on the
front of this form, are health insurance benefits available from any of the following?

Travel / Trip Insurance? Yes o Trip Sponsor? Yes No
University or School? Yes No Resort / Boat Operator? Yes No
Any other Medical Plan? Yes No Personal Accident? Yes No

Name of Insurance Company

Address of Insurance Company

City State

Country Postal Code

5. AUTHORIZATION
TO OBTAIN
INFORMATION

Date

PATIENT OR PARENT MUST SIGN BELOW

| 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 payabie under this or any other plan providing benefits or services. | hereby
certify the information provided is correct and true to the best of my knowledge. |also agree that a
photostatic copy of this authorization shall be as valid as the original.

Insured's Signature Parent's Signature (for minor)

6. ASSIGNMENT OF
BENEFITS

Date

IF PAYMENT IS TO BE MADE TO THE PROVIDER, SIGN BELOW

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

Insured's Signature Parent's Signature (for minor)

7. IMPORTANT

Date

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.

Insured'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.




Enviar este formulario de reclamo y gastos médicos a: Programa Asegurador:

DAN Claims Accident & General Insurance Co., Ltd.
+ - 6 W Colony Place c/o Artex Risk Solutions (Cayman) Ltd /AGI
DAN Durham, NC 27705 US.A. Suite 301, Floor 3, Windward 3
WORLD Phone: +1-919-493-0912 Regatta Office Park, PO Box 10233

Fax +1-919-493-3040

Grand Cayman KY1-1002 Cayman Islands
E-mail: claims@world.dan.org

1. INFORMACION DEL Nombre del Asegurado (Apellido, Nombres) Numero de Identificacion del Gobierno
ASEGURADO
Direccién del Asegurado Fecha de nacimiento (Dia/Mes/Afio)
Calle
Ciudad Teléfono de dia
Estado
Pais Teléfono Movil

Cddigo Postal
Cuenta Skype/WhatsApp

Nimero Cliente DW

2. EMPLEADOR DEL Nombre del Empleador El Empleador o el Gobierno provee
ASEGURADO seguro de salud o accidente personal?
Sih No
Direccion del Empleador Nombre de Compafiia Aseguradora
Calle
Ciudad NuUmero de Pdliza
Estado
) Adjuntar copia de la Identificacion del

Pais Gobierno o del Empleador que provee
Cddigo Postal seguro

Esta solicitud es el resultado de una
3. INFORMACION DEL lesién relacionadacon el trabajo?

RECLAMO Si No
Hapresentado urrtetiamo de

Comunensacién al Trabajador?
Si No
Es esta solicitud el resultado de una
lesiéon mientras se desempefiaba como
Instructor de Buceo, Divemaster,
fotégrafo profesional o mientras
realizaba buceos cientificos con el
auspicio de AAUS?

Si No

Fecha del Accidente (Dia/Mes/Afio)

Dénde ocurrié el accidente/lesidn?

Detalladamente, describa el incidente de buceo o
snorkeling que causo la lesién

Cudndo vio por primera vez a un Médico?

Nombre del Médico?

Dénde fue visto el Médico?

POR FAVOR, COMPLETE LA INFORMACION EN EL REVERSO DE ESTE FORMULARIO






	tfb Afbbf: 
	1mkbf 5 Ml f: 
	5mfPlf: 
	MnufPlf: 
	Pt3bf: 
	TrfWhatsApp: 
	53tnfNf: 
	5ftf ffnbf: 
	tf bbf: 
	Tff: 
	PtnNf: 
	3_2: 
	lhB5bhff: 
	5fhmbf 5 Mk f: 
	nfmhmbnfbflfmfhlf: 
	kf5hmff: 
	3_3: 
	Nfh5: 
	lff5ff: 
	Text36: 
	Text37: 
	3: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Address of Insurance Company City State: 
	Text44: 
	Text45: 
	Text46: 
	Date50_es_:signer:date: 
	Date51_es_:signer:date: 
	Date52_es_:signer:date: 
	Signature53_es_:signer:signature: 
	Signature54_es_:signer:signature: 
	Signature55_es_:signer:signature: 
	Signature56_es_:signer:signature: 
	Signature57_es_:signer:signature: 
	Signature58_es_:signer:signature: 
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Text65: 
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	WjLIIVgdxJLxmLTojEJfx: 
	LIUExJLxdEIWcWLdnfx NE 7Lm xefwx: 
	VoJEJx: 
	LMPfdfxJLxJNEx: 
	gJWTfxfmnEx: 
	LMPfdfx7grVx: 
	xchLEJfjxfxLx1fHVLjdfxhkfrLLx: 
	WkLIIVgdxJLxchLEJfjx: 
	WoJEJx: 
	8pcLkfxJLxgVuEx: 
	1: 
	2: 
	gdJLxfIojkVgxLxEIIVJLdnL LmWgdx: 
	LnEEJEcLdnL xJLmIkVHExLxVdIVJLdnLxJLxHoILfxfx: 
	jLEVvEHExHoILfmxIVLdnNPVIfmxIfdxLx: 
	oGdJfxrVfxhfjxhjVcLjExrLvxExodx7MJVIfx: 
	1_2: 
	2_2: 
	4: 
	8fcHjLxJLx7MJVIfx: 
	gdJLxPoLxrWmnFxLx7MJVIfx: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Check Box6: Off
	Check Box7: Off
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Ciudad: 
	Estado: 
	Pais: 
	C6digo Postal: 
	undefined: 
	undefined_2: 
	undefined_3: 
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Signature30_es_:signer:signature: 
	Signature31_es_:signer:signature: 
	Signature32_es_:signer:signature: 
	Text33: 
	Text34: 
	Text35: 
	Text80: 


