WORKPLACE BENEFITS ¢

FACSIMILE TRANSMITTAL SHEET

TO: DEPARTMENT OF FROM (POLICYHOLDER):

Claims | Policyholder Changes

COMPANY: DATE:

BOST Benefits

FAX NUMBER: TOTAL NO. OF PAGES INCLUDING COVER:
1.724.923.4712

PHONE NUMBER: GROUP NAME (EMPLOYER):

1.724.657.3443 (choose option for claims)

1.877.283.7600 (choose option for claims)

EMAIL: POLICYHOLDER EMAIL:

Claims@BOSTbenefits.com

PolicyChanges@BOSTbenefits.com

O urcent [Ororreview [ prease comment [ pLease RepLy [ oTHER

Please find attached my claim form and documents for processing.

www.BOSTbenefits.com

This facsimile is intended only for the use of the individual or entity named above, and as such it is confidential and may contain proprietary information. If the reader of this message is not the intended recipient,

or the employee or benefit specialist responsible for delivering the message to the intended recipient, you are hereby notified that any reading, dissemination, distribution, disclosure, copying or other use of this

fax or the information contained therein is strictly prohibited. If you have received this message in error, please immediately notify us by telephone and return the original message to the above.
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