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GENERAL

The United States Life Insurance Company in the City of New York
New York, New York
A member company of American International Group, Inc.

Administrative Office: Pearl Insurance, 1200 E. Glen Avenue, Peoria Heights, IL 61616
INSURED’S STATEMENT (PLEASE ANSWER ALL QUESTIONS FULLY. THIS WILL AVOID DELAY.)

NAME OF INSURED {Please Print) Marital Status Female [
Male [J

Policy And Certificate No. Social Security No. Spouse’s Social Security No. Phone No.

Insured’s Address Street & No. City State Zip

Employed At Occupation Date Of Birth Spouse’s Date Of Birth

Dependent’s Description (If claim is for eligible dependent) Married [ | Relationship To Insured Date Of Birth

Name Single []

If over age 19 and attending school or college, give name and address of school

Is your spouse or any dependent employed? [JYES [INO [fyes, give name of Spouse/dependent and name and address of Employer(s).

Date Accident or Sickness Began Date last worked Date first treated by physician in present disability
Nature of Sickness or Injury Did disability arise out of employment Yes[]

No[]
If injured, How, When, and Where did Accident Happen? Date total disability commenced

If recovered, give date of recovery

Is any insured person covered by any other association, group insurance or group prepayment or franchise plan; or plan created by a national
government or its agencies (Medicare or Medicaid) [JYES [INO

If “Yes” insert name of insured, policy number, name, address, and phone number of insurance company or organization providing such coverage.
(Attach separate sheet, if necessary.)

NAME OF INSURED
POLICY NO. NAME AND ADDRESS OF INSURANCE CO. BENEFIT OFFICE PHONE NO.
NAME OF INSURED
POLICY NO. NAME AND ADDRESS OF INSURANCE CO. BENEFIT OFFICE PHONE NO.
AUTHORIZATION

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 ACT, WHICH IS A CRIME.

To all physicians and other medical professionals, hospitals and other medical-care institutions, and to insurers, medical or hospital service and prepaid health plans,
employers and group policyholders, contractholders or benefit plan administrators: You are authorized to provide The United States Life Insurance Company in the
City of New York ({the company) and any benefit plan administrators, consumer reporting agencies, attorneys and independent claim administrators acting on the
company’s behalf, with information concerning medical care, advice, treatment or supplies provided the Patient, including information relating to mental illness and
drug abuse or alcoholism, and any employment related information regarding the Patient. This information will be used for the purpose of evaluating and
administrating claims for benefits.

| understand that this authorization is valid for the duration of my claim for benefits under the company’s policy.
| understand that | have the right to receive a copy of this authorization upon request. | agree that a photographic copy of this authorization is as valid as the original.

Signed this day of
SIGNATURE OF INSURED SIGNATURE OF PATIENT IF OTHER THAN MINOR CHILD
ADMINISTRATOR'S STATEMENT
NAME OF INSURED DATE INSURED DATE TERMINATED EFF. DATE OF DEPENDENT'S INS.
MO ‘ DAY ‘ YEAR MO ‘ DAY ‘ YEAR MO ‘ DAY ‘ YEAR
PRINT NAME AND TITLE OF OFFICIAL REPRESENTATIVE SIGNATURE DATE

MAIL FORM TO: NAME OF ADMINISTRATOR
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PATIENT & INSURED (SUBSCRIBER) INFORMATION

1 PATIENT'S NAME (First name, middle initial, last name) 2 PATIENT'S DATE OF BIRTH 3 INSURED’S NAME {First name, middle initial, last name)
4 PATIENT'S ADDRESS (Street, city, state, ZIP code) 5 PATIENT'S SEX 6 INSURED'S I.D. No. OR MEDICARE No. {Include any letters)
MALE | | | FEMALE
7 PATIENT’S RELATIONSHIP TO INSURED 8 INSURED'S GROUP No. (Or Group Name)

| sitF | spouse | cHILD | oTHER |

9 OTHER HEALTH INSURANCE COVERAGE - Enter Name of Policyholder 10 WAS CONDITION RELATED TO 11 INSURED’S ADDRESS (Street, city, state, ZIP code)
and Plan Name and Address and Policy or Medical Assistance Number THE PATIENT'S EMPLOYMENT
YES | | ] NoO
B AN AUTO ACCIDENT
YES | [ ] NoO
12 PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE 13 | AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO UNDERSIGNED
| Authorize the Release of any Medical Information Necessary to Process this Claim and Request payment of PHYSICIAN OR SUPPLIER FOR SERVICE DESCRIBED BELOW

MEDICARE/CHAMPUS Benefits Either to Myself or to the Party Who Accepts Assignment Below.

SIGNED SIGNED (Insured or Authorized Person)
PHYSICIAN OR SUPPLIER INFORMATION
14 DATE OF ILLNESS (FIRST SYMPTOM) OR INJURY 15 DATE FIRST CONSULTED YOU FOR 16 HAS PATIENT EVER HAD SAME OF SIMILAR SYMPTOMS?
INJURY (ACCIDENT) OR PREGNANCY THIS CONDITION
(LMP)
YES | [ ] NoO
17 DATE PATIENT ABLE TO 18 DATES OF TOTAL DISABILITY DATES OF PARTIAL DISABILITY
RETURN TO WORK
FROM THROUGH |FROM |THROUGH
19 NAME OF REFERRING PHYSICIAN 20 FOR SERVICES RELATED TO HOSPITALIZATION GIVE HOSPITALIZATION DATES
ADMITTED |THROUGH
21 NAME & ADDRESS OF FACILITY WHERE SERVICES WERE RENDERED {If other than home or office) 22 WAS LABORATORY WORK PERFORMED OUTSIDE YOUR OFFICE
YES | [ ] NoO

23 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY, RELATE DIAGNOSIS TO PROCEDURE IN COLUMN D BY REFERENCE TO NUMBERS 1,2, 3, ETC., OR DX CODE.

2
3
4
A A B T FULLY DESCRIBE PROCEDURES, MEDICAL SERVICES OR SUPPLIES D E F
PLACE FURNISHED FOR EACH DATE GIVEN
DATE OF oF PROCEDURE CODE DIAGNOSIS CHARGES
SERVICE SERVICE (IDENTIFY) (EXPLAIN UNUSUAL SERVICES OR CIRCUMSTANCES) CODE
25 SIGNATURE OF PHYSICIAN OR SUPPLIER 26 ACCEPT ASSIGNMENT 27 TOTAL CHARGE 28 AMOUNT PAID 29 BALANCE DUE
{OVERNMENT CLAINS ONLY)
YES | | L NO I3 PHYSICIAN'S OR SUPPLIER'S NAME, ADDRESS, ZIP CODE &
30 YOUR SOCIAL SECURITY NO. TELEPHONE NO.
SIGNED DATE
32 YOUR PATIENT'S ACCOUNT NO. 33 YOUR EMPLOYER |.D. NO. 1.D. NO.
* PLACE OF SERVICE CODES
1-0H)  INPATIENT HOSPITAL 4-(H}- PATIENT'S HOME 7-(NH}-  NURSING HOME 0-{0L}- OTHER LOCATIONS
2-(OH-  OUTPATIENT HOSPITAL 5 DAY CARE FACILITY (PSY) 8-(SNF)-  SKILLED NURSING FACILITY A-IL)  INDEPENDENT LABORATORY
2(0}-  DOCTOR'S OFFICE 6 NIGHT CARE FACILITY (PSY) . AMBULANCE B- OTHER MEDICAL/SURGICAL FAC
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HIP Claim Form

The United States Life Insurance Company in the City of New York
New York, New York

A member company of American International Group, Inc.

Administrative Office: Pearl Insurance, 1200 E. Glen Avenue, Peoria Heights, IL 61616

ATTENDING PHYSICIAN’S STATEMENT - ACCIDENT OR SICKNESS

Patient’s Name Age
(1) Diagnosis (Describe complications including any other disease
affecting present condition)
(2) When did symptoms first appear or accident happen? Date
YEAR
(3) When did patient first consult you for this condition? Date
YEAR
(4) Has patient ever had same or similar condition?
If “Yes” state when and describe [1Yes [1No
(5) a) Hospital name and address Name
Address
b) Dates confined Date Admitted Date Discharge
c) If patient was in an intensive care unit, please specify dates Intensive care  From To
(6) Nature of surgical procedure, if any. (Describe fully)
Charge for this procedure and date performed. $
Where performed? If in a hospital, []in patient [ ] out patient
(7) Give dates of treatment Charge per call
Office $
Home $
Hospital $
(8) Is condition due to injury or sickness arising out of a patient’s
employment? If “Yes” explain. [1Yes [1No
(9) Are you this family’s physician? [1Yes (If no, please list his name & address below)

[ 1No

(10) Prognosis, {including expected date of medical release)

Date

YEAR

Signed

(ATTENDING PHYSICIAN)

Social Security or I.D. No.

(STREET ADDRESS)

(CITY OR TOWN)

(STATE) (ZIP CODE)
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The United States Life Insurance Company in the City of New York
New York, New York

A member company of American International Group, Inc.

Administrative Office: Pearl Insurance, 1200 E. Glen Avenue, Peoria Heights, IL 61616

MAILTO:

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 is a crime.

CLAIMANT’'S STATEMENT

IMPORTANT: This blank should be filled out by the claimant and his doctor immediately after the commencement of loss and filed with the company. Attach copy of
Hospital Bill. If eligible for Medicare benefits also, send a copy of their “explanation of Medicare benefits paid” along with the doctor bills for treatment while hospitalized.

(1) Full Name (2) Policy Number G
(3) Address

(NO. AND STREET) (CITY ORTOWN) (STATE) (ZIP CODE)
(4) Date of Birth

(5) Occupation

(DESCRIBE FULLYYOUR VARIOUS DUTIES)

(6) Employer’s Name Address
(7) Complete If Claim NAME OF DEPENDENT RELATIONSHIPTO INSURED DATE OF BIRTH

Is For Dependent
(8) Nature of sickness or injury
(9) Date accident or sickness began

YEAR

(10) If injured, how, where, and

what time did the accident occur? A.M. PM.
(11) Did injury occur in the course of any employment? OYes O No

Have you, or do you intend to file this claim under Worker’s OYes O No

Compensation?
(12) Have you ever had a similar injury? If so, when? YEAR
(13) If sickness, when were symptoms first noticed? YEAR
(14) Has this disease caused previous trouble? If so, when? YEAR
{15) Date of first medical treatment YEAR
(16) Name and address of family physician
(17) Give names and addresses of all physicians consulted
(18) Have you been confined to a hospital? Admitted Discharged

YEAR YEAR

Give name and address of hospital.
(19) What other insurance (accident, disability, hospital or medical

expenses) have you? If none, state “none.”

To all physicians and other medical professionals, hospitals and other medical-care institutions, and to insurers, medical or hospital service and prepaid health plans, employers
and group polocyholders, contractors or benefit plan administrators: You are authorized to provide The United States Life Insurance Company in the City of New York {the Company) and
any benefit plan administrators, consumer reporting agencies, attorneys and independent claim administrators acting on the Company’s behalf, with information concerning medical care,
advice, treatment or supplies provided the Patient, including information relating to mental illness and drug abuse or alcoholism, and any employment related information regarding the
Patient. This information will be used for the purpose of evaluating and administrating claims for benefits.

| understand that this authorization is valid for the duration of my claim for benefits under the Company’s policy.

| understand that | have a right to receive a copy of this authorization upon request. | agree that a photographic copy of this authorization is as valid as the original.

Signed this day of

YEAR

SIGNATURE OF PATIENT (PARENT IF MINOR) 003032011060 R10/04



