CONTINENTAL AMERICAN INSURANCE COMPANY

Past Office Box 427* Columbia, South Carolina 25202
Phone {800) 433-3036 Fax (865) B49-2970

ACCIDENT CLAIM FORM

To prevent delays, please prowde doc from your healthcare provider to support thts claim.
Please review your- pollcy.for spemfic benefits covered under-your plan.

v 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.

v 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

Med:cald or to the medmaf prowder to reduce the charges bllled to Medicaid.

Severat slates require ihal the follnvnng staiement appear on the claim fon'ns
Any person who knowingly and with intent io defraud any insurance company, files a statement of claim containing any materially false, incomplete or misizading

informatian, is guilty of a crime.
1 hereby certify that the answers | have made to the foregoing questions are both complete and lrue to the best of my knowledge and belief. I have fead the fraud nofice
included in this form.

Policyholder's Signature: Date:
Patient's Signature: Date:
PARTA - o0 0 POLICYHOLDER/PATIENT’S INFORMATION
] EMPLOYER'S NAME POLICYHOLDER'S EMAIL ADDRESS
FOLIGYHOLDER'S NAME POLICY NO. SOCIAL SECURITY NO. DATE OF BIRTH GENDER
2
POLICYHOLDER'S ADDRESS STREET ciTY STATE ZIP CODE
3
[[] CHECK BOX [F THIS IS A PERMANENT ADDRESS CHANGE.
PATIENTS NAME (PERSON WHO 1S SIGK OR INJURED) DATE OF BIRTH GENDER FOLTCYROLDE S TEI P GNE NG, (INCLUDE ARCACODE] |
4
5 RELATIONSHIP T0 POLICYHOLDER

Piease sign the attached HIPAA Form and return it with the completed claim form!

s Date of the Injury:

¢ Describe how the injury occurred:

¢ Location of the injury? [ _| On the job [ ] Off the job
o Has a Worker’s Compensation claim been filed? [ ] No [ ] Yes
* Ifyes, status of the claim: [_] Approved [ ] Pending [ | Denied

e Was the patient injured in a motor vehicle accident? [ No [_] Yes (If yes, please submit the Police Report)
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ACCIDENT CLAIM FORM

Was death a result of this injury? [ _| No [ ] Yes (if yes, please submit the certified death certificate and the Life-
Beneficiary’s Statement.)

Was the patient confined to the hospital as a result of this injury? [] No [ ] Yes (If yes, please submit the itemized
hospital bill, UB04, or HCFA 1500)
Admission date; Discharge Date:

Hospital name:

City: State:

Was the patient transported by an ambulance as a result of this injury? [] No [] Yes (If yes, please submit the
ambulance bill)

If any of the following were the resdilt of your injury, please provide medical records or physician’s office hotes:

« Coma « lLaceration (including length and method of repair)

« Paralysis « Dislocation { X-ray reports or major diagnostic exam reports are needed)
¢« Degree of Burn s  Concussion {Major diagnostic exam reports are needed)

o Injury to the Eyo s  Fractures {X-ray reports or major diaghostic exam reports are needed)

Was an aid in locomotion {mobility} prescribed as a result of this injury? (i.e. Crutches, Wheelchairs, Leg Braces,
Waiking Boots, Back Braces, Walkers, Cervical Collars) [_] No [ ] Yes (If yes, please submit documentation from the
prescribing provider.)

Your policy covers the following surgeries:™
= Open Reduction, Internal Fixation (Fractures or Dislocations)
x  Ruptured Disc Repair
= Knee Cartilage Repair
=  Tendon or Ligament Repair
= Open Abdominal/Thoracic Surgery
= Eye Surgery

o Were any of these surgical procedures performed as a result of this injury? [ ] No [ ] Yes (if yes, please submit
a copy of the operative report.)

Was a major diagnostic exam {i.e. CT Scan, MRI, MRA, EEG) performed as a result of this condition?
[ ] No[ ] Yes (If yes, please submit a copy of the exam report or billing.)

Provide all dates of treatment related to injury on the lines below (please submit supporting medical documentation for
each visit indicated below):*

o |nitial date of treatment:

o Follow ups:

o Physical Therapy:

*See policy for time imit provisions.
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FRAUD WARNING NOTICES
For use with Claim Forms

PLEASE READ THE FRAUD WARNING NOTICE FOR YOUR STATE

ALABAMA: Any person who Inowingly presents a false or
frandulent claim for payment of a loss or benefit or who knowingly
presents false information in an application for nsurance is guilty
of a crime and may be subject fo restitution fines or confinement in
prison, or any combination thereof.

ALASKA: A person who Jnowingly and with intent to injnre,
deftand or deceive an insurance company files a claim
confaining false, incomplete, or misleading information may be
prosecuted vnder state law,

ARIZONA: For your proteciion Atizona Iaw requires the following
statement to appear on this form Any person who keowingly
presents a false or fravdulent claim for payment of a Ioss is subject to
crinyinal and civil penalties,

ARKANSAS: Any person who Imowingly presents a false or
fraudolent claim for payment of a loss or benefit or knowingly
presents false information in an application for insurance iz guilty
of a crime and may be subject fo fines and confinement in prison.

CATIFORNIA: For your protection California law requites the
following to appear on this form: Any perscn who kmowingly
presents false or fraudulent claim for the payment of a loas is guilty of
a erime and may be subject to fines and confinewent in state prison.

COLORADO: It is nalawful to knowingly provide false, incomplete,
o1 misleading facts or infopnation fo an inswrance compuny for the
purpose of defranding or attempting fo defraud the company.
Penaliies may include imprisonment, fines, denial of insurance and
civil damages. Any insprance company or agent of an insurance
company whe knowingly provides false, incomplets, or misleading
facts or information to 4 policyholder or claimant for the purpese of
defranding or attempting to defraud the policyholder er claimant with
regard fo a sefflement or award pavable fiom insurance proceeds
shall be reported to the Colorado division of insurance within the
depurtment of regulatory agencies.

DELAWARE: Any person who lmowingly, and with intent fo
mjnre, defraud or deceive any insurer, files a statement of claim
confaining any false, incomplete or misleading information is guilty
of a felony. :

DISTRICT OF COLUMBIA: WARNING: It is g crime to provide
false or misleading information to an insuwer for the purpose of
defimading the insurer or any other person Penalties include
imprisonment andfor fines. In addition, sn insvrer may deny
inswrance benefifs if false information materislly related to a claim
was provided by the applicant.

FLORIDA: Any person who knowingly and with intent fo injure,
defrand, or deceive any inswser files a sfatentent of claim or an
application containing any false, incomplete, or migleading
information is guilty of a feloay of the third degree.

IDAHO: Any person who lnowingly, and with intent to defrand
or deceive afty insurance company, files a statement containing
any false, incomplete, or misleading information iz guilty of a
felony.

INDIANA: A person who knowingly and with intent fo defrand
an inswrer files a statement of claim containing any false,
incomplete, or misleading information commits a felony.

KANSAS: Any person who, with intent to defiraud or knowing that
he is facilitating a frand against an insurer, submits an application or
files a claim confaining a false or decepfive statement may be guilty
of insurance frand as determined by a court of law.

KENTUCKY: Any person who knowingly and with infent to
defraud any insutance company or other person files an application
for insurance conptaining asy materially false information or
conceals, for the purpose of misleading, information concenting ay
fact material thereto commits a fraudulent insorance act, which is &
crime.

LOUISIANA: Any person who knowingly presents a false or
fraudnlent claim for payment of a Ioss or benefit or Jnowingly
presents false information in an application for insurance is guilty of
a crime and may be subject to fines and confinement in prison.

MAINE: Iiisa crime fo knowingly provide false, incomplete or
misleading information to an inswrance company for the purpose
of defrauding the company., Penalties may fuclude
imprisoninent, fineg or a denial of insurance benefits,

MARYLAND: Any person who knowingly or willfully prezents a
falze or frandulent claim for payment of a loss or benefit or who
knowingly or willfully presents false information in an
application for inswrance iz guilty of a crime and may be subject
to fines and confinentent in prison.

MINNESOTA: A person who files a claim with intent to defraud
or helps commit a frawd against an inswrer is puilty of a ctime,
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FRAUD WARNING NOTICES (CONT.)
For nse with Claim Forms
PLEASE READ THE FRAUD WARNING NOTICE FOR YOUR STATE

NEW MEXICO: any person who knowingly presents a false or
frandulent claten for payment of a loss or benefit or knowmgly
presents false information m an applicaton for insurance is guilty of
a crime and may be subject to civil fines and criminal penalties.

NEW YORK: Any person who knowingly and with intent fo
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, conmnits a fraudulent
Insurance act, which #s a crime, and shall also be subjeet to a civil
peralty not fo exceed five thousand dollars and the stated value of
the cloim for each such violation.

PUERTO RICO: Any person who knowingly and with the intention
of defrauding presents false information in an insurance application,
ot presents, helps, or causes the presentation of a fraudulent claim
for the payment of a loss or any other benefit, or presents more than
one claim for the same damage or loss, shall incur a felony and,
upon conviction, shall be sanctioned for each wiolation with the
penalty of a fine of not less than five thousand dolars ($5,000) and
net more than ten thonsand dollars ($10,008), or a fixed term of
imprisopment for three {3} years, or both penalties. Shounid
agegravating circvmistances are present, the penalty thus established
may be increased to @ maximum of five (3) years, if extenuating
circumsiances are present, it may be reduced fo a minimum of two
() years.

OHIO: Any person who, with intent to defiand or knowing that he is
facilitating a fraud against an insurer, submits an application or files
a claimy containing a false or decephve stateroent is guilty of
msurance fraud.

OELAHOMA: WARNING: Any persor who knowingly, and with
intent to injure, defraud or deceive any insurer, makes any claim for
the proceeds of an insurance policy contaiming any false, inconplete
or misleadiug information is gnilty of & felony.

TENNESSEE: Itis a crime o knowingly provide false, incomplete
or misleading information to an insurance contpany for the parpose
of defrauding the company. Penalties include imprisonment, fines
and denial of insimance benefits.

TEXAS: Aay person who knowingly presents a false or frandulent
claim for the payment of a lots & guilty of 2 crime and may be
subject to fines and confinement in state prison.

OREGON: Any person who, with intent to defravd or knowing that
he is facilitating a fraud against an insurer, submits an application or
files s cluim containing a false or deceptive statement may be guilty
of insurance frand. ‘

VIRGINIA: Itisacrime to knowingly provide false, incomplete or
miskeading nfommation to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines und
denial of insurance benefits,

PENNSYLVANIA: Any person who knowingly and with intent to
defraud any fwsurance company or other person files an application
for insurance or statement of claim containing awy materially false
information of conceals for the purpose of misleading, information
concemning any fact material thereto commiis a frandufent msurance
act, which is a crime and subjects such person to criminal and civil
penalties.

WASHINGTOM: It is a cime to knowingly provide false,
incomplete, or misleading information to au ingurance company for
the purpose of defranding the company. Penalties include
imprisopment, fines, and denial of insuravee benefiis.

RHODE ISLAND and WEST VIRGINIA: Auy person

who knowingly presents a false or fraudulent claim for
payment of a loss or benefit or knowingly presents false
information m an application for insurance is guilty of a
crime and may be subject to fines and confinement in prison.

ALL OTHER STATES: Amy person who knowingly and with
intent to defirud any insurance company or other person files an
applicativn for insarance or statement of claim containing any
materially false information or conceale for the purpose of
misleading, information comcemmg any fact material thereto
conunits a frandulent insuranes act, which is 4 crime and subjects
suich persen to criminal and civil penalfies.
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CONTINENTAL AMERICAN INSURANCE COMPANY
Post Office Box 427* Golumbia, South Carolina 29202
Phone {800) 433-3026 Fax (868) 8492970

INSURED: POLICY NUMBER.

AUTHORIZATION TO OBTAIN INFORMATION
CONTINENTAL AMERICAN INSURANCE COJMPANY

For the purpose of evaluating my eligibility for insurance and eligibility for bengfits under an existing policy/certifieate. ineluding checking for
and resolving any issues that niay arise reparding incomplete or incorrect information on my application for coverage andfor claim form, I hereby
authorize the disclosure of the following mformation about me and. if applicable, my dependents, from the sources Hsted below to Continental
American Insurance Compainy (CAIC) and its duly authorized representatives.

Disclosure of Health Infermation

Health information may be disclosed by any health care provider, health plan (including CAIC or Aflac, with respeet to other CAIC or Aflac
covernges) or health cave elearinghouse that has any records or knowledge about me. Health care provider includes, but is not limited to. any
licensed physician, medical or nurse practitioner, nurse, pharmacist, osteopath, psychologist. physieal or occupational therapist, chiropractor,
dentist, audiologist or speech pathologist, pediatrist, hospital, medieal clinic or laboratory, phamnacy, rehabilitation facility, mursing honre or
extended care facility, prescription drug database or pharmacy benefit manager, or ambulance or other medical transport service. Healtl
information may also be disclosed by any insurance company or flie Medieal Information Bureau (MIBY. Health information includes my eatire
medical record, but does not include psychotherapy notes.

Finaneial or eredit history, carnings, or employment history may be disclosed by any entity, person, or organization that has these records about
me, incloding but not Hmited to my employer, employer representative and compensation sources, insurance company, financial institution, or
any consuer reporting agemney.

Federal, state, and local government organizations including but not limited to the Veteran®s Administration, Internal Revenue Service, Social
Security Administration, and Medieare or Medicaid ageneies, may disclose health or financial information or records about me,

Any information CATC obtains pursuant to this anthorization will be used for the purpose of evaluating and administering my application for
coverage andor claim for benefits. Some information obtained may not be protected by certain federal regulations govemning the privacy of
healch information, but the information is protected by state privacy laws and other applicable lawws. CAIC will not disclose the information
vnless permitted or required by those laws.

I understand that if the information disclosed is protected health information relating to a health plan and the person or entity receiving the
information is a not a health care provider or hexrlth plan covered by federal privecy regulations, the information diselosed may be redisclosed by
such person or entity and wil] likely no longer be protectec by the federa! privacy regulations.
This authorization may be revoked by e or niy authorized representative at any time except to the extent CAIC has relied on the authotization
pricr to notice of revocation or has a legal right to contest coverage under the contract or the contract itself, If I revoke this authorization, CAIC
may nof be able fo evaluate my application for coverage and/or clain:. I may revoke tiiz authorization by sending written notice fo: Continental
American Insurance Company, ATTN: New Business Departinent (for applications) or ATTN: Claims Department {for claims), P.O. Box 427,

Columbia, SC 29202,

You may refuse to sign this forny; however, CAIC may not be able to evaluate and administer your application for coverage and/or your claim
withont this authorization.

This authorization is valid for two (2) years from ifs exeeution or for the duration of my clainy, whichever is fater. A copy of this authorization is
as valid as the original. I know that I or my authorized representative may request a copy of this authorization and access to this information.

I am the individual to whom this aufhorization applies or that person’s legal Guardian, Power of Aftorney Designee, Conservator, Beneficiary or
personal representative.

(Printed Name of individual Subject fo Disclosure) (Date of Birtl)

(Signatuie) {Date Signed)

If applicabie, I signed on belalf of the insured as
(Inclicate relationship, legal Guardian, Power of Aitomey Designee, Conservator, Beneficiary or personal representative.}

(Printed Name of Legal Representative)

(Signature of Legal Representative) {Date Signed)
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