Return to:

Avalon Benefit Services — Claims

THE FURNISHING OF THIS BLANK IS FOR THE IF CLAIM IS FOR HOSPITALIZATION AND/OR
CONVENIENCE OF THE CLAIMANT AND IS P.O. Box 1803 OTHER BENEFITS, PLEASE ATTACH ITEMIZED
NOT AN ACKNOWLEDGEMENT OF LIABILITY Dublin, OH 43017 BILLS.

OR WAIVER OF ANY RIGHT.

APPLICATION FORBENEFITS
HOW TO PRESENT A CLAIM - PLEASE READ CAREFULLY

1. Both sides of this form should be completed - this side by the employee, the reverse side by the physician. A separate form is required for each
family member submitting a claim. To avoid delay, answer all questions, sign and date the Patient's Authorization section.
2. If the physician or supplier does not complete the reverse side, attach itemized bills showing the following:

Name, address and Tax ID Number of physician or provider of service Type of service(s) (Be certain your physician indicates the appropriate
Name of Patient code from the most recent edition of the Current Procedural

Date(s) of service(s) rendered Teminology (CPT) or HCFA Common Procedural Coding

Charges(s) made System (HCPCS)

Nature of illness or injury (Be certain your physician
indicates the appropriate diagnosis code(s) from the current
revision of the International Classification of Diseases, Clinical
Modification (ICD - CM)
3. Please check all bills for accuracy. Do not present cancelled checks or cash register receipts as they do not contain the information needed
to process a claim. Please follow the instructions in No. 2 above.
If you wish to retain copies of your bills, they should be retained before your claim is submitted.
If you or your dependent have received consideration of these expenses by another group plan, please attach a copy of your statements of
payment or rejection from that plan.
6. If you or your dependent are eligible for Medicare, please attach a copy of your statements of payment or rejection for these expenses received
from Medicare Part A and B.
7. Send the completed claim form, with bills attached, to the above address. If you have questions about your claim, you may call
Avalon Benefit Services at 1-800-310-6645.

S

PART A-EMPLOYEE'S STATEMENT
ALL QUESTIONS MUST BE COMPLETED-FORM MUST BE DATED AND SIGNED

1. Employee's full NAME, Social Security First Initial Last Employee's S.S. No. Birth Date
Number and Date of Birth
No. and Street City State Zip

2. Employee's Full Address
3. Is Claim for a ] Yes Name of Dependent Relationship Birth Date

Dependent? [CINo
4. If Student Name of School If dependent over the age of 18 - Please submit proof of

attendance to an accredited school or college.
5. Spouse's full NAME, Social Security First Initial Last Spouse's S.S. No. Birth Date
6. A. Describe []lliness Date of onset: Is this injury or illness [ Yes
nature of [ JInjury related to any employment CINo

C. If an injury, state when, where

and how injury occurred
7. A. Are you married? [ Yes Name and Address of Spouse's Employer

C] No
B. If yes, is spouse employed? [ Yes
L] No

8. Are you or your dependents covered under

any other group medical benefit plan [ Yes (Give Name, Address, and Policy No. in #9 below.)

or governmental agency? CINe
9. Name and Address of the Name of Employer. Group or Name of the Policy Number (For Blue Cross,

Other Insurance Company School Providing the Plan Insured Person Give Certificate Number)

10. To all physicians and other health professionals, and all hospitals and other health care institutions:

You are authorized to provide Avalon Benefit Services and any subcontractors, consulting health professionals, utilization review organizations and insurance companies with whom
ABS and/or the Plan has contracted, information conceming health care advice, treatment or supplies provided the Patient (including that related to mental illness). This information will be
used for the purpose of evaluating and administering claims for benefits. ABS may provide the employer named above with any benefit calculation used in payment of this claim for the
purpose of reviewing the experience and operation of the Plan. This claim authorization is valid under the term of coverage of the Plan under which a claim has been submitted. [ know
that [ have a right to receive a copy of this authorization upon request and agree that a photographic copy of this authorization is as valid as the original.

Date: Patient's or Authorized Person's Signature:




