
 
CANCER 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. 
• Please be sure to include the following information along with this claim form: 

o Positive pathology report  
o Itemized bills from facility or provider including diagnosis and/or procedure codes and charge amounts 

(Itemized bills may include but are not limited to the following claim forms: UB04, HCFA1500, etc.) 
• If filing for the Lump Sum Cancer Plan, please submit a copy of the patient’s birth certificate.  
• Transportation/Lodging Information: To be completed if you are filing a claim for transportation or lodging: (please submit 

the hotel receipts and mileage information) *For additional information, please refer to your policy language.  
Date To/From Round-trip Mileage Type of Treatment 
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• Has the patient been diagnosed with cancer?  No  Yes (If yes, please submit the initial pathology report or exam 

that diagnosed cancer)  
• Type of cancer: ________________________________________  
• Date of initial diagnosis: ____________________ 
• First date of treatment for this diagnosis: ______________________ 
• Please provide the name, address and phone number of the patient’s primary treating physician.  
 Name: ___________________________________________ Phone Number: __________________________ 
 
 Address: __________________________________________________________________________________ 
 
• Was the patient treated by any other physicians?  No  Yes 
             If yes, physician’s name(s):__________________________ Phone Number(s):___________________________ 
 
             Address: ___________________________________________________________________________________ 
 
• Was the patient confined to the hospital as a result of this diagnosis?  No  Yes (Please submit the itemized 

hospital bill, UB04, or HCFA 1500) 
 Admission date _____________________________     Discharge Date ____________________________________ 
 
 Hospital name__________________________________________________________________________________ 
 
 City _________________________ State _______________ 
• Did the patient undergo surgery for this condition?  No   Yes (If yes, please submit a copy of the operative report 

or surgeon’s bill to include charges.) 
             Where was the surgery performed?  Office  Surgical Center  Outpatient Hospital  Inpatient Hospital 
               Name of facility: ____________________________________________________________________________ 
  
    Address: __________________________________________________________________________________ 
 
• Has the patient received chemotherapy?   No  Yes (If yes, please submit a copy of itemized billing.) 
             Name of facility where chemotherapy was received: _______________________________________________ 
 
             Address: __________________________________________________________________________________ 
• Has the patient received oral chemotherapy?    No  Yes (If yes, please submit pharmaceutical statements.)  
  
• Has the patient received topical chemotherapy (Treatment with anticancer drugs in a lotion or cream applied to the 

skin)?   No  Yes (If yes, please submit pharmaceutical statements.)                
 
• Has the patient received radiation therapy?  No   Yes (If yes, please submit a copy of itemized billing.) 
            Name of facility where radiation was received: ______________________________________________________ 
 
            Address: __________________________________________________________________________________ 
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