g,“' ﬂERICAN BENCOMP HHII'HI':
¥ LIFE, _

BeniComp Select
Medical Reimbursement Insurance Claim Form

Group Name: Group #:

T Important! Please read:
Use separate forms for each claimant and dependent. Copy receipts and bills on a sheet of 8 %2
X 1 11 paper and mclude suppomng documentatlon W|th each subm|ssmn (No staples p]ease) [

Please complete:

Insured's Name: Birthdate:

E-mail Address: Last 4 digits of SS#:

Claimant’s Name: Relationship to Insured: Birthdate:

(1) Provider of Services (2) Date Incurred (3) Amount of Expense  (4) Amount Eligible for ~ (5) Amount Eligible for
Payment Under Plan of Payment under Plan
Benefit* (Col. 3 minus Col. 4)
Total Submitted:

*Include amounts paid or eligible for payment under any other health care plan or program, federal, state
or government program, workers’ compensation, or any other policy or health insurance.

| certify that the above statements are true and hereby authorize any physician, hospital,
employer, union, HMO, insurance company or prepayment organization to give the claims
administrator any additional information required in connection with this Claim for Medical
Reimbursement Insurance Benefits. A photocopy of this authorization shall be as valid as the
original.

Date: Signed:

Return the completed form to:

BeniComp Select Please keep a copy for your records.
8310 Clinton Park Drive

Fort Wayne, IN 46825

Phone: 800-837-7400

Fax (260) 483-6255

Administered By: BeniComp, Inc. » 8310 Clinton Park Drive « Fort Wayne, IN 46825 + (260) 482-7400 « Fax (260) 483-6255 + (800) 837-7400 [2915]

Underwritten By: Pan-American Life Insurance Company + 601 Poydras Slreet « New Orleans, LA 70130
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