Claim Form for Accidental Dismemberment or Loss of Sight T e
Employer Statement Anthelefe

We need to get some information before we can start processing your employee’s benefit claim.  Employer is responsible for sending this completed form to:

Who needs to fill out each section: Life Claims Service Center

1) You, the employer, need to fill out “Section 1: Employer statement.” Atlanta,%géB[?f;( 41802122

2) The er_nployee, or a legally appointed guardian, needs to fill out Or send via fax at 1-877-305-3901
“Section 2: Employee statement.”

3) The attending physician needs to fill out the third page: “Section 1: Patient information” Need help? Call us at 1-800-552-2137 or email us at

and “Section 2: Attending physician statement.” lifeclaims @anthem.com.

Also, the following things need to come along with this form:
o Copy of employer’s Group Insurance Application and record card.
o Any newspaper clippings/online information about the injury or loss.
o [f available, a police/accident report.

Section 1: Employer statement

Group no. Class no.

Employee last name First name M.I. Occupation

Date when full-time employment started: | | (MM/DD/YYYY)

Date last worked: | [ (MM/DD/YYYY) Amount of benefit: $

Was employee paying the premium up until the date of the accident? [1Yes [INo

If no, date of last premium payment | | (MM/DD/YYYY)

Date when coverage started: | |(MM/DD/YYYY) Earnings atlast date of employment: § per
Date of accident; | | (MM/DD/YYYY) Time of accident:

Place of accident: Did accident occur on the job? [Yes [CINo

My signature below means that as far as | know, everything I've written/chosen above is correct.

Company name Company phaone no.
Company address (no. and street) City State ZIP code
Name of authorized company representative Title

Signature of authorized company representative Date (MM/DD/YYYY)
X

Si usted necesita ayuda en Espafiol para entender este documento, puede solicitarlo sin ningun costo adicional llamando al nimero de servicio al cliente que se encuentra en este documento.
Life and Disability products are underwritten by Anthem Life Insurance Company. In Georgia, Life and Disability products are underwritten by Greater Georgia Life Insurance Company (GGL) using the trade name Anthem Life.
Anthem is a registered trademark of Anthem Insurance Companies, Inc. 14235ANMENLIC Rev. 12/18



Claim Form for Accidental Dismemberment or Loss of Sight

Employee Statement

Section 2: Employee statement

AnthemLife

Last name First name M.I. | Social Security no. Date of hirth (MM/DD/YYYY)
Address (no. and street) City State ZIP code Phone no.

Date of injury: | | (MM/DD/YYYY)

Date of loss; | | (MM/DD/YYYY)

Date first treated by physician: | [ (MM/DD/YYYY)

Name of attending physician

Extent of loss

Describe how accident happened

As far as | know, everything I've written above is correct. | understand that my signature below allows Anthem Life to get information about the accident
from any hospital, physician or any other institutions or person who provided care. | also understand that a copy of my authorization can be used instead of

the original.

Signature of employee Date (MM/DD/YYYY)

X

For Anthem use only

Claim no. Examiner Total benefit Date approved/denied
$

Notice about telephone service reviews: To make sure our customers get quality service, we randomly select phane calls for monitoring. These calls, between our
customers and employees, are evaluated by supervisors. This is to guarantee our members get quick and reliable help in a professional way. We are licensed by the Georgia

Public Service Commission to use this type of reviewing tools.

Si usted necesita ayuda en Espafiol para entender este documento, puede solicitarlo sin ningun costo adicional llamando al nimero de servicio al cliente que se encuentra en este documento.
Life and Disability products are underwritten by Anthem Life Insurance Company. In Georgia, Life and Disability products are underwritten by Greater Georgia Life Insurance Company (GGL) using the trade name Anthem Life.
Anthem is a registered trademark of Anthem Insurance Companies, Inc.

14235ANMENLIC Rev. 12/18



Attending Physician Statement About T .
Accidental Dismemberment or Loss of Sight Anthelefe
Life Claims Service Center

P.0. Box 105448
The employee seeking benefits is responsible for getting this information at his/her own expense. Atlanta, GA 30348-5448

Or send via fax at 1-877-305-3901
Need help? Call us at 1-800-552-2137 or email us at

lifeclaims @anthem.com.
Section 1: Patient information

Last name First name M.I. Date of birth (MM/DD/YYYY)

Section 2: Attending physician statement — Space is available on the reverse side if you wish to amplify your answers.

When did the accident happen? When did the patient first see you for this condition?
| | (MM/DD/YYYY) | | (MM/DD/YYYY)

Has patient ever had same or similar condition? [JYes [INo

If yes, state when and describe:

Did the loss/injury happen as a result of an accident? [1Yes [INo
If no, what disease/condition contributed to the loss/injury?

Is the patient able to endorse checks and be responsible to manage funds? [1Yes [INo

Complete this part for loss of sight
Did the accidental injury result in the total and irrevocable loss of sight of:

Date of loss (MM/DD/YYYY) \Was the eye enucleated? Date (MM/DD/YYYY)
Righteye: CIYes CINo | | ClYes CINo | |
Lefteye: [dYes CINo | | CIves CNo | |
Write in the date you first determined that central visual acuity was irrecoverably reduced to 20/200 or less with correction: | [(MM/DD/YYYY)
Uncorrected Corrected

SNELLEN notes on that date: 0.0V

0.5.V.

Complete this part for loss of limh(s)
Did the accidental injury result in a loss of limb(s)? [1Yes [INo
What limh(s) have been severed? Please indicate the exact point of the loss of limh(s):

Date of severance (MM/DD/YYYY)
Right hand: | |

Left hand; | |

Right foot: | |
Left foot; | |

Right arm Left arm Right leg Left leg

Attending physician last name First name M.l Degree

Address (no. and street) City State ZIP cade Phone na.

My signature below means that as far as | know, everything I've written/chosen above is correct.
Signature of attending physician Date (MM/DD/YYYY)

X

Si usted necesita ayuda en Espafiol para entender este documento, puede solicitarlo sin ningun costo adicional llamando al nimero de servicio al cliente que se encuentra en este documento.

Life and Disability products are underwritten by Anthem Life Insurance Company. In Georgia, Life and Disability products are underwritten by Greater Georgia Life Insurance Company (GGL) using the trade name Anthem Life.
Anthem is a registered trademark of Anthem Insurance Companies, Inc. 14235ANMENLIC Rev. 12/18




Use this space for any additional information
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