LOYAL AMERICAN LIFE INSURANCE COMPANY®
PO BOX 1604, DUNCAN, OKLAHOMA, 73534-1604
Phone (800) 366-8354

INSTRUCTIONS FOR FILING A MEDICAL CLAIM CANCER TREATMENT

The forms must be completed by the claimant. All questions on the forms must be answered in full.
Incomplete or illegible answers may result in the delay of claim consideration. Please return the
requested information as soon as possible for prompt processing.

The claimant is responsible for this information without expense to the Company.

e The enclosed Statement of Claim should be fully completed by the primary insured and the
patient. Please make sure the Authorization at the bottom of the page is signed and dated.
The Physician’s Statement of Claim should be completed by your primary treating physician.
A Pathology Report showing a positive diagnosis of Cancer and the date it was made. This
can be obtained from the physician.

* [Itemized Hospital Bills: Please obtain from the hospital or outpatient facility the UB04
standard billing form or a detailed billing indicating line by line description of sefvices and
diagnosis.

¢ Iltemized Physician Bills: Please obtain a HCFA1500 from the physicians for surgery
anesthesiology, and chémotherapy, radiation therapy. [temized billings which provide us with
the diagnosis, procedure codes, charges and service dates are also acceptable.

e Primary Insurance EOBs: If you have a primary insurance carrier which has paid on your

claim, please include their explanation of benefits.

The enclosed HIPAA form, Authorization Form for Disclosures of a Claimant’s

Protected Health Information should be fully completed by the patient.

The enclosed Personal Representative HIPAA form, Authorization Form for

Disclosures of a Claimant’s Protected Health Information to Personal Representative should be
completed if someone other than the patient needs to be able to discuss sensitive policy or
claim information with our office. The patient may also provide a copy of a current General
Durable Power of Attorney in lieu of this form.

¢ Please DO NOT HIGHLIGHT your bills or forms.

**¥f you send receipts, please send photocopies. It is possible for a claim to be lost or damaged in
the mail and if the originals are sent you more than likely will not be able to get another copy.

If your condition was diagnosed within the first two (2) years of your policy’s effective date, it is

- considered contestable, We may request medical records from the physicians who have treated
you within the five (5) years prior to the policy effective date. Please make sure to provide a list
of the full names, addresses and telephone numbers of all physicians who have treated you.

This instruction form and our requests for additional information should not be considered a
guarantee that payment will be made. Please make sure all documentation requested is fully
completed and returned to our office as soon as possible. If you have questions, please contact
our Customer Service Department.



LOYAL AMERICAN LIFE INSURANCE COMPANY®

PO BOX 1604, DUNCAN, OKLAHOMA, 73534-1604
Phone {8D0} 366-8354

Statement of Claim - Individual Policy

Section 1 - To be completed by the Insured {Complete all applicable sections)

. |insured’s name: Insured's address: £ Checkhereff | Pdlicy/Ceriificate No.
your address has
Phone: { } . changed

Insured's date of birth: Saocial Security No.: Marital Status: Employer's name & address;

T Single 3 Divorced

I Marded & Widowed
Clairn is for: :  |Claimant's name and SSN (if not insured}: Sex of claimant: Claimant’s date of birth:
O sef O Child B Male
[ Spouse B Female
If dependent child is over age 19, indicate: If full time student, give name and address of school: Claimant's occupafion:
O Handicapped O Student

Do you, your spouse, whether married or divorced, or any of your dependent
children have any other medical instrance coverage? Answer each guestion.

Mame and address of insured person: Name and address of insurance co.: Folicy No.:,
Soc. Sec. Na.;

Cegtificate No.:

Effective Date:

This claim is due to:

|Heart Attack o - Heart Disease I Bread Disease m Other (Please Specify):
Heart Surgery O Stroke [ GCancer |:|-
Nature of flness: Date Symptoms first appeared:  [List full name, address and phone # of your Primary Care Physician:

List full name and address of all hospitals where treated for this condition.

[List full name and address of any other medical providers who have treated vou and their specialty.

- INSTRUCTIONS

attached, please be sure o read them carafully and provide us with 2l information requested.

proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.

Statements that appear on the back of this page that might apply to me or my family.

Name : Address : Phone # Spedialty Date First Seen

Forms must be completed by the Claimant or Claimant's Representafive,  If completed by a Representative, the attached
AUTHORIZATION FORM FOR DISCLOSURES OF AN INSURED'S PROTECTED HEALTH INFORMATION TO A
DESIGNATED PERSONAL REPRESENTATIVE(S) needs to be completed or you may send & General Durable Power of
Attorney. All questions on this and other enclosed forms must be answerad in full. Incomplete or illegible answers may result in
the delay of claim consideration. Please be sure fo sign the aitached AUTHORIZATION FORM FOR DISCLOSURES OF A
CLAIMANT'S PROTECTED HEALTH INFORMATION. Please return the forms along with the Clinical Documentation on which
the docior based the diagnesis of the condition for which you are applying for benefits. If there are additional instructions

Warning: Any person who knowingly, and with intent fo injure, defraud or deceive an insurer, makes any claim for the

I further certify that | have read and understand the above Fraud Warning Statement and the additional Fraud Warming

Signature of Claimant - Present Address Date

CLMFOBIF

100272508



LOYAL ANERICAN LIFE INSURANCE COMPANY®

B BOX 1604, DUNCAN, OKLAHOMA, 73534-1604
Fhons {800} 366-5354, FAX 1-550-255-0851

ATTENDING PHYSICIAN'S STATEMENT OF CLAIM

1 PATIENTS NAME {Flrst miidle: |mtai, Tt nan]2. PATIENTS DATE OF BIRTH 3. INSURED AME (Fnst miadle i al. bs‘l: name}

4. PATIENT'S ADDRESS (Sheet, oity, state, zip) {5. PATIENTS SEX G, INSUREEF'S 1D # or MEDMCARE # {include any i=iers)

£] MALE [1 FEMALE
7. INSURED'S SOCIAL SECURTIY # |6, INSUREDS POLIGY §

2. DATE FIRST CONSULTED FOR THIS CONDIH0. DATE LAST TREATED 10. WAS PATIENT TREATED BY ANOTHER PHYSICAN(S),
. PRIOR TO YOUR TREATMENT
3 YES I3 NO

1. DATE SYMPTOMS FIRST APPEARED :
i VES', PROVIDE NAME & ADDRESS OF ALL PHYSIGIAN'S KNGIWN

1Z_HAS PATIENT EVER HAD SAME OR SIMILAR SYMPTOMS
[ YES o1 NO

IF "YES', PROVIDE DETALS INCLUDING DATES OF TREATMENT AND DIAGNOSIS

13, IF YOU REFERRED PATENT TO ANOTHER FHYSICIAN, PLEASE
PROVIDE NAME: , ADDRESS OF PEYSIGIAN, DATE OF REFERRAL

w 14. IS CONDITION DUE TO AN ACCIDENT 7?3 YES LI MO

15 IF YES, HOW DID ACCIDENT HAPREN?

Date of Rederral:
16, NAME & ADDRESS OF FACILILY WHERE SERVICES RENDEREL (1 1ot horme o e 17. DED YO ORDER HOSPTAL CONFINEMENT
A YES 0 NO
18. FOR SERVICES RELATER TO HOSPIALIZATION,
NAME & ADDRESS OF FAGLITY
DATE ADMATED DATE DISCHARGED
18, DIAGHOSIS OR NATURE OF ILLMESS OR INJURY
1.
2.
3.
4
5.
2E. SIGNATURE OF PHYSICIAN OR SUPPLIER 21. YOUR 88N 22 PHYSKIAN S/SUBELIER S NAME, ADDRESS, PHONE 2
DATE B 23 YOUR TAXID %

APS - 7TH3m5



LOYAL AMERICAN LIFE INSURANCE COMPANY®
PO BOX 1604, DUNCAN, OKLAHOMA, 73534-1604
Phone (300) 366-8354

AUTHORIZATION FORM FOR DISCLOSURES OF A CLAIMANT'S PROTECTED HEALTH INFORMATION

I hereby authorize the disclosure of protected health information about me as described below.

1. | authorize all heaith care providers who have provided treatment or other health care services to me to
disclose all information regarding my treatment to the Company'’s claims and underwriting representatives by
and through the Company's contracted agent, LabOne:

2. The information which is described above will be disclosed to the Company to determine my entitlement to
benefits under my health benefits plan or policy.

3. | understand that | may revoke this authorization in writing at any time, except to the extent that action has
been taken by the Company in reliance on this authorization, by sending a written revocation to the Company's
Claims Department at P.O. Box 1604, Duncan, Oklahoma 73534-1604.

This authorization will expire twenty-four {24) months from the date the authorization is signed.

| understand that the information which will be provided under this authorization is necessary for the
Company to evaluate my entitlement to benefits under my health benefits plan or policy and that the Company
will condition the provision of payment of benefits o me on my prowdlng this authorization, and my claim may
“be denied if | refuse to provide this authorization

6. " | understand that if the person or entity that receives my protected health information is not a health care
provider or health plan covered by the federal privacy regulations, the information may be redisclosed by such
person or entity and will likely no longer be protected by the federal privacy regulations. In the case of this
authorization, however, the information described above will be received by a health plan which is covered by
the federal privacy regulations.

7. } understand that a photocopy, facsimile copy, or other electronic copy of this authorization shall be
considered as effective and valid as the original.

8. I understand that | or my personal representative is entitled to receive a copy of this authorization upon
request.

If you are the representative of the claimant, describe the scope of your authority to act on the claimant's behalf:

Claimant
Name

Name and relationship of claimant's Personal representative, if applicable

Signature of claimant (or claimant's representative)

Date of claimant’s (or claimant's representative} signature

A signed copy of this form will be provided any time upon request.



AUTHORIZATION FORM FOR DISCLOSURES OF AN INSURED'S PROTECTED HEALTH INFORMATION
TO DESIGHATED PERSONAL REPRESENTATIVE(S)

! hereby atthorize the use or disclosure of protected health information about me by Loyal American Life Insurance
Campany (hereinafter "the Company”} as described below.

The purpose of this authorization is o allow the individual{s) bsted below to act as my personal representafive(s) in the
disclosure, use or requesi of my protected health informafion. The Company may release my protected health informafion
which is described below to the following person{s): )

name relationship address date of birth - social security #
name 4 relaionship address . date of birth social security #
name refationship _ address date of birth social security #

Describe fully the protected health information that is NOT alfowsd o be disclosed to the above named personal
represeniaiive(s).

I understand that if the peréon or entity that receives my protected health irformafion is not a heakh care provider or
- health plan covered by the federal privacy regulations, the information may be redisclosed by such ;ierson or enfity and
will likely no longer be protecied by the federal privacy regulations.

Az described in the Nofice of Privacy Praciices of the Company, | understand that 1 may revoke this authorization in
writing at any fime, except to the extent that action has been taken by the Company in reliance on this autherization, by
sending a written revocation 1o the Company's Privacy Officer at P.O. Box 1604, Duncan, Oklahoma, 73534-1604.

This authorization will expire upon the earfiest of the following:
a, the following date: . ;or
b. twenty-four (24) months from the date the auihonzatlon is signed.

1 understand that [ am not required to sign this authorization form and that the Company will not condition the provision of
payment to me on the signing of this authorization. :

i understand that a photocopy, facsimile copy, or other electronic copy of this authorization shall be considered as
effective and valid as the original.

I understand that | or my persongl representative am entifled to receive a copy of this authorization upon request.

Instred Name Name of personal representative, if applicable
Signature of Insured {or Insured’s representafive} Relationship of personal representative to Insured
Date of Insured’s {or Insured's Representative's} Signature Insured Policy Nuraber(s)

HIPAA D048 (2-28-03) '



LOYAL AMERICAN LIFE INSURANCE COMPANY®
PG BOX 1604, DUNCAN, OKLAHOMA, 735341604
Phone (800) 365-8354
Fax: 1-580-255-0951

Transportation Verification Form

Policy Number MName of Patient O Male : Data of Birlh
I Female |.
Name and Address of Primary insured O Male Date of Birth
O Female :
Social Security No.  |[Telephone
{ )
Spouse’s Name
Travel by: 3 Airline O Railroad O Bus [I Private Automobile
(Aftzch copy of airline, raffread or bus ficket)
| HEREBY CERTIFY THAT {palient's name)
traveled fo or from a hospital for reatment of cancer on the following dates:
DATE MILEAGE FROM 10
(i roundirip, show fotal {Mame and address of mstifufion providing
miles) ’ trexment}
DIAGNOSIS
TYPE OF TREATMENT REGEIVED:
Was this treatment available in the city where the patient resides? O Yes [ No
If not, where is the nearest hospital where the treatment could have been rendered?
" City and State:
Signed: X Date:
Physician's Signature
Printed:

Name, Address and Telephooe Mumber

Warning: Any person who knowingly, and with intent fo injure, defraud or deceive an insurer, makes any claim for the proceeds of an insurance
policy containing any false, Incemplete or misleading information is guilty of a felony.

| further certifiy that | have read and understand the abave Fraud Warning Statement and the additional Fraud Waming Statements that appear on the back of
this page that micht apply o me or my family. . .

X Date:
Insured's Signature ’

The law in ALASKA states: "A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false,
incomplete, or miskeading information is guilty of a felony.”

For your protection the law in ARIZONA states: "Any person who knowingly presents a false or fraudulent claim for payment of a loss is subject to criminal
penalties.”



LOYAL AMERICAN LIFE INSURANCE COMPANY®

PO BOX 1604, DUNCAN, OKLAHOMA, 73534-1604

Phone (800) 366-8354
- FRAUD WARNING STATEMENTS

The law in ALASKA states: "A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a
claim containing false, incomplete, or misleading information is guilly of a felony."

For your protection the law in ARIZONA states:" Any person who knowingly presents a false or fraudulent claim for payment of a
loss is subject to criminal penalties.”

The law in ARKANSAS states:" Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit
or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and
confinement in prison.”

For your protection the law in CALIFORNIA states: "Any person who knowingly presents a false or fraudulent claim for the
payment of a loss is guilty of & crime and may be subject io fines and confinement in state prison.”

The law in COLORADO states: "It Is unlawful to knowingly provide false, incomplete, or misleading facts or information to an
insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment,
fines, denial of insurance and civil damages. Any insurance company or agent of an insurance -
companywhoknowinglyprovidesfalse,incomplete, ormisleadingfactsorinformationtoapolicyholderorclaimantforthepurposeofdefraud
ingorattemptingtodefraudthepolicyholderorclaimantwhregardtoasettiementorawardpaymentfrominsuranceproceeds shall be
reported to the Colorado division of insurance within the department of regulatory agencies.”

The law in DELAWARE states: "A person who knowingly, and with intent to injure, defraud, or deceive any insurer, files a
statement containing any false, incomplete, or misleading information is guilty of a felony."

The faw in FLORIDA states: "Any person who knowingly and with-infent to injure, defraud, or deceive any insurer files a
statement of claim or an application containing any false, incomplete or misleading information is guilty of a felony of the third
degree.”

The law in IDAHO states: "Any person who knowingly, and with intent to defraud or deceive an insurance company, files a
statement of claim containing any false, incomplete, or misleading, information is guilty of a felony."

The law in INDIANA states:” A person who knowingly and with intent to defraud an insurer files a statement of claim containing
any false, incomplete, or misleading information commits a fefony."

The law in KENTUCKY states: "Any person who knowingly and with intent {0 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 is a crime.”

The law in LOUISIANA states: "Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or
knowingly presents false information in an application for insurance is guilty of a crime and may be subject fo fines and
confinement in prison.”

The law in MAINE states: "It is a crime to knowingly provide false, incomplete or misleading information to an insurance
company for the purpose of defrauding the company. Penalties may include imprisonment, fines or denial of insurance benefits."

The law in MINNESOTA states: "A person, who submits an application or files a claim with intent to defraud or helps commit a
fraud against an insurer, is guilty of a crime.” .

The law in NEWJERSEY states: "Any person who includes any false or misleading information on an application for an
insurance policy is subject to criminal and civil penalties.”

The law in NEW MEXICO states: "Any person who knowingly presents a false or fraudulent ¢laim for payment of a loss or benefit
or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to civil fines a and
criminal penalties.”

The law in CHIO states: "Any person who, with intent to defraud or knowing that he/she is facilitating a fraud against an insurer,
submits an application or files a claim containing a false or deceptive statement is guilty of insurance fraud.”

The law in OKLAHOMA states: "WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer,
makes any claim for the proceeds of an insurance policy containing any false, lncomplete or misleading information is guilty of a
felony."

The law in PENNSYLVANIA states: "Any person who knowingly and with intent to defraud any insurance company or other
person files an application for insurance or 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 is a crime and
subjects such person to criminal and civil penalties.”

The law in TEXAS states: "Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a
crime and may be subject to fines and confinement in state prison.”

The law in VIRGINIA states: "Any perscn who, with the intent to-defraud or knowing that he is facilitating a fraud against an
insurer, submits an application or files a claim containing a false or deceptive statement may have violated state law."



