INSTRUCTIONS FOR FILING A FIRST OCCURRENCE CLAIM
DREAD DISEASE/CRITICAL ILLNESS

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

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

s A Clinical Report on which the doctor based the diagnosis of one of the Dread_
Diseases/Critical Illnesses as described in the rider attached to the policy.

s The enclosed Statement of Claim — Indjvi&uai Policy should be fully completed by the
primary insured and the patient. Please make sure the Certification at the bottom of the
page is signed and dated :

e The Physician’s Statement of Claim should be completed' by your primary treating
physician.

e The enclosed HIPAA form, Authorization Form For Disclosures of a Claimant's
Protected Health Information, should be fully completed by the patient.

« - The enclosed Personmal Representative BIPAA form, Authorization Form For
Disclosures of a Claimant’s Protected Health Information to Personal Representative,
should be completed if someone other than the patient meeds to be able to. discuss
sensitive policy or claim information with our office. The paticnt may alse provide a
copy of a current General Durable Power of Attorney in licu of this form. -

‘s Please DO NOT BXGHLIGHT your bills or forms. -

As soon as the completed forms and pathelogy report are received n our office, we will begin
processing this claim. This may include our obtaining Medical Records from the listed medical
providers. Once we receive and review the Medical Records, the claim will be processed
according to policy provisions.

This instruction form and our requests for additional information should not be considered a
guarantee that payment will be made. Please make sure all docuinentation requested is fully
completed and returned as soon as possible. If you have questions, please contact our Customef
Service Department. ’
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LOYAL AMERICAN LIFE INSURANCE COMPANY®

PO BOX 1604, DUNGAN, OKLAHOMA, 73534-1604
Phone {800) 366-8354

Statement of Claim - Individual Policy

“tSection 1 - To be completed by the insured (Complete aif applicable sections)

Insured's name: Insured's address: i1 Check here if  |Policy/Certificate No.
your address has

1 Phone: { } - changed

Insured's date of birth: Social Securify No.: Marital Status: Emgployer's name & address:

. O Single I Divorced
1- : CT Married  Widowed )

Clalm s for Claimant's name and SSN (if not insured): Sex of clalmant: © iClaimant's date of birth:

0 Seff . O Child . £ Make o

O Spouse : O Female

If dependent child is over age 19, indicate: If full tme student, give name and address of school: Claimant’s occupation:
{0 Handicapped £ Studernt

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

Matne and address of insured persan: 'Name and address of insurafice co. Policy Mo.:
. .|8oc. Sec. No.:
Ceriificate No.:
Effective Date:
This claim is due to;
Heart Attack a Heart Disease 0O Dread Disgase O Other (Please Specify):
Heart Surgery i} : Sfroke | Cancer ]
Nature of Iiness: Date Symptoms first appeared: |List full name, address and phone # of your Primary Care Physician:

List full name and address of al hospitals where freated Tor this condition.

|t full name and address of any other medical providers who have treated you and their specialty.
MName Address Phone # Specialty Date First Seen

NSTRUCTIONS

Forms must be completed by the Claimant or Claimant's Representative. If completed by a Representative, the attached -
AUTHORIZATION FORM FOR DISCLOSURES OF AN INSURED'S PROTECTEDF HEALTH INFORMATION TO A
DESIGNATED PERSONAL REPRESENTATIVE(S) needs o be completed o you may sand a General Durable Power of
Attorney. All questions on this and other enclosed forms must be answered infull. Incomplete or illegible answers may resull in
the detay of claim consideration. Please be sure fo sign the attached AUTHORIZATION FORM FOR DISCLOSURES OF A
CLAIMANT'S PROTECTED HEALTH INFORMATION. Please refurn the forms along with the Clinical Documentation on which
the doctor based the diagnosis of the condifion for which you are applying for benefits. if there are additional instruciions
attached, please be sure to read them carefully and provide us with all information requested.

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

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

I further certify that | have read and understand the above Fraud Waming Statement and the additional Fraud Warning
Statements that appear on the back of this page that might apply to me or my family.

Signature of Claimant Present Addrass ) Date

CLM-1081P .
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LOYAL AMERICAN LIFE INSURANGE COMPANY®

PC BOX 1604, DUNCAN, OKLAHOMA, 73534-1604
Phone {800} 366-8354, FAX 1-536-255-0951

ATTENDING PHYSICIAN'S STATEMENT OF CLAIM

TO BE | FULL‘( (:I}!HPLE'I'ETJI BY \'GU R PRIBARY TREA'HNG PHYSTCiANT ‘

e e T e

3 ; NET ¥ =
f. PATIENTS NﬂME (Frsi, rmddle msbal last > PATIENT'S TDATE OF BIRTH

3. INSURED’SHNAME (Fﬂ'st, middie mitial, last name)

4. PATIENT'S ADDRESS (Street, city, state, zip) 5. PATIENTS SEX

[T MALE 3 FEMALE

6. INSURED'S 1D # or MEDICARE # (aclude any lstlers)

7. INSURED'S SOCIAL SECURITY #

4. INSURED'S POLIGY #

e

9 DATE FiRST CONSULTED FDR THIS 00!\6!’

10. DATE LAST TREATED

75, WAS PATIENT TRE}&‘{E) EY ANOTHER PHYS[CAN(S}
] PRIOR TO YOUR TREATMENT
£l YES £3 NC

11. DATE SYMPTOME FIRST AFPEARED

I "YES', PROVIDE NAME & ADDRESS OF ALL PHYSICIAN'S KNOWN

12, HAS PATIENT EVER HAD SAME OR SIMILAR SYMPTOMS
1 YES 1 NO

FIF YEF, PROVIDE DETAILS INCLUDING DATES OF TREATMENT AND DIAGNOSIS

14. 1S CONDIIION DUE TO AN ACCIDENT 70 YES ~ 3 Ne

15. EF' Y&S, HOW DI ACCIDENT HAPPEN?

13. IF ¥OU REFERRED PATIENT TO ANOTHER PHYSIGIAN, PLEASE
PROVIDE NAME , ADDRESS OF PHYSICIAN, DATE: OF REFERRAL

Dale of Referak:

16, NAME & ADDRESS OF FACKITY WHERE SERVICES RENDERED (i not home o ufficet17. DEY YOU ORDER HOSPITAL CONFINERENT

[ I = 1 NO

T8 FOR SERWICES RELATED TO HOSPITALIZATION,
NAME 2 ADDRESS OF FACILITY

DATE ADMITTED DATE DISCHARGED

8. DIAGNOSIS OR NATURE OF ILLNESS DR INRRY

1

2.

K}

4.

5- T

28 SIGNATURE OF PHYSICIAN OR SUPPLIER 21. YOUR SSN 22, PHYSICIAN'S/SUPPLIER'S NAME, ADDRESS, PHONE #
DATE : i} 23. YOURTAXID #

AFS - 7118/05



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

 AUTHORIZATION FORM FOR DISCLOSURES OF A CLAIMANT‘S PROTECTED HEALTH
INFORMATION o

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

1.

F authorize all health care providets who have provided treatment or other health care services to me
to disclose all information regarding my treatment to the Gompany’s claims and underwriting
representatives by and through the Company’s contracted agent, LabOne.

The information which is described above will be disclosed o the Company to determme my
entilement to benefits under my heaith benefits plan or po!tcy

I understand that | may revoke this authorization in writing at any iime, except to the extent that action
has been taken by the Company in refiance on this authorization, by sending a writien revocation to
the Company's Claims Depar’tment at P.0. Box 1604, Duncan, Qklahoma 73534-1 604.

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

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

| 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 reguiations, 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 {he federal privacy regulatiors.

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

| understand that | or my personal representafive is entitled to receive a copy of this authorlzatlon
upon request.

If you are the representafive of the claimanti, describe the scope of your authonty fo act on the cla:mant'

behalf:

Claimant Name

Name and refationship of claimant's Personal representative, if épptfcable

Signature of claimant (or claimant's representative)

Date of claimani's (or claimant's representatwe) sigrature

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



FRAUD WARNING STATEMENTS

The law in ALASKA states: “A person who knowingly and with intent to injure, defraud, or decelve an insurance company files a claim containing false,
incompiete, or misleading information is guity 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.* o :

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

Far your protection the law in CALIFORNIA states: "Any person who knowingly presenis 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 COLORADD states: "It is unlawful fo knowingly provide false, incomplete, or misieading facts or information to an insurance -company for the

purpose of defrauding or attempting fo defraud the company. Penalies may inciude imprisonment, fines, denial of insurance, and civil damages. Any

insurance company or agent of ‘an insurance company who krowingly provides false, incomplete, or misleading facts or information fo a policyholder or

claimant for the purpose of defrauding or attempting 1o defraud the policyholder or claimant with regard o a seltfement or award payment from insurance
. proceeds shall be reporied to the Colorado division of insurance within the department of regulatory agencies.” :

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

. “The law in FLORIDA states: "Any person who knowingly and with intent fo injure, defraud, or deceive any insurer files a statement of claim’or an
application contaihing 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 fo defraud or deceive an insurance company, files a statement of claim
containing any false, incomplete, or misleading, information is guilly of a felony.”

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

The law in KENTUGCKY slates: "Any person who knowingly and with intent to defraud any insurance company or other person files a statement
of claim containing any materially false imformation or conceals, for the purpose of misleading, information concerming any fact material thereta
commits a fraudulent insurance act, which is a crime.!

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

The law in MAINE states: "It is a crime fo knowingly provide false, incomplete or misleading informaticn to an insurance company for the purpose
of defrauding the company. Fenalties 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 NEW JERSEY states: "Any person who includes any false or misleading information on an application for an insurance policy is
subject to eriminal and civil penalfies.”

The law i NEW MEXIGO stafess "Any person who knowingly presents 3 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 civil fines and criminal penalties.”

The law in OHIO states: "Any person whe, with intent to defraud or knowing that hefshe is facilitating & fraud against an insurer, submits an
application or files a ¢laim 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 poficy containing any false, incomplete or misteading information is guilty of a felony."

The taw in PENNSYLVANIA staies: "Any person who knowingly and with infent to defraud any insurance company or other person files an
application for insurance ar statement of claim containing any materially false information or conceals for the purpose of misieading, information
conceming any fact material thereto commits a fraudulent insurance act, which is a crime and subjecis such person fo eriminal and civil
penalies.” '

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 person who, with the intent fo defraud or knowing that he is Tacilitating 2 fraud against an insurer, submits an
application or files a elaim containing a false or decepfive stalement may have violated state law.”

CLmM-108IP
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