
 
HOSPITAL INDEMNITY 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. 

 
If filing a claim within the first policy year for benefits, medical records may be requested. 
• Is treatment due to an injury?  No  Yes 
If yes, please complete the following questions related to the injury: 
• Date of the injury: ______________________ 
• Describe how the injury occurred: _________________________________________________________________ 

____________________________________________________________________________________________ 
• Location of the injury:  On the job  Off the job 
• Was the patient injured in a motor vehicle accident?  No  Yes (If yes, please submit the Police Report) 

 
• Is treatment due to a sickness?  No  Yes  
If yes, please complete the following questions related to the sickness:  
• Symptoms first occurred on: __________________  
• First date of treatment for this condition: ______________ 
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• Was the patient treated by any other physicians for this sickness or a related condition?  No  Yes  
o If yes, please provide the physician’s name(s), address(es) and phone number(s): 

 
Treatment 

Date 
Name Address City, State, Zip Code Telephone 

Number 
     

     

     

     

     
 

Pregnancy claims: 
• Date of delivery: __________________________________  Vaginal  Cesarean 
• If not delivered, expected delivery date: ____________________________ 
• Please list any complications: __________________________________________________________________ 

 
Please complete the remaining sections for all claims: 
 
• Please provide the name, address and phone number of the patient’s primary treating physician.  

 
 Name: ______________________________ Phone Number: __________________________ 
 
 Address: ____________________________________________________________________ 
 
             City/State/Zip:  ________________________ 
 
• Was the patient confined to the hospital as a result of this condition?  No  Yes (If yes, please submit copy of 

patient’s admission and discharge papers.)   
Admission date _____________________________________ Discharge Date ______________________________ 
 
Hospital Name ______________________________________ Telephone Number _________________________ 
 
City __________________________________________ State/ZIP ________________________________ 
 

• Was the patient confined to the intensive care unit as a result of this condition?  No  Yes (If yes, please submit 
copy of all intensive care days confined to the hospital) 
 

• Was the patient confined to a rehabilitation unit as a result of this condition?   No   Yes (If yes, please submit a 
copy of patient’s confinement and all the days confined as well as the facility where confined) 
 

• Was patient treated in an emergency room as a result of this condition?  No  Yes (If yes, please submit the ER 
report) 
 
Hospital name: ______________________________________________ Date of treatment: __________________ 
 

• Was surgery performed as a result of this condition?  No  Yes (If yes, please submit a copy of the operative 
report.) 
 

• For outpatient prescription drug benefits, please submit pharmacy receipts. 
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