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Continuation of Claimant Statement

g 'IRANSAMERICA:‘_ Supplemental Health

Transatnerica Financial Life Insurance Company
Horme Office: Harrison, New York

Transamerica Lite Insurance Company
Transamerica Premier Life Insurance Company

Fax Numher: 866-586-6528

Instructions for Submitting a Clalm

This Health Claim Package consists of multiple parts. When filling out each section of the package, please
keep in mind that you should provide complete and accurate information. if you make a claim on your
dependent who is over the age of 18, the claimant (patient) needs to sign and date the HIPAA
Authorization for the Release of Health-Related Information ("HIPAA Authorization”) ~ you cannot sign
for the dependent. Take a moment, also, to verify that the doctor completing the Attending Physician's
Statement answers all questions and signs and dates the form.

Here are some other common documenis and statements needed when filing certain types of health
claims. it's important to note that the list of forms and information within each claim type are generic.
You should refer to your actual palicy benefits to help determine what else you may need to submit to us
for consideration.

Accident/Disability*

Claimant's Statement, Attending Physician’s Statement (unless applying for accident medical expense
benefits), HIPAA Autherization, Employer's/Business Entity's Statement, statement(s) showing actual
charges/expenses for medical treatment or diagnosis, and a police report If the disability is a result of a
motar vehicle accident. If the disability began with an emergency room visit, please provide us with a

copy of the discharge summary; if the disability was an on-the-job accident, provide us with a first report of
the injury.

Critical Assistance*
Claimant's Stalement, Attending Physician's Statement, HIPAA Authorization, diagnostic reports (a

pathology report if cancer-related), discharge summary or other medical records indicating the condition
and date of diagnosis,

Cancer*

Claimant's Statement, Attending Physiclan's Statement, HIPAA Authorization, along with a pathology

report diagnosing cancer. ltemized provider statements with aclual charges/expenses (**) incurred for the
treatment,

Heart/Stroke*™

Claimant's Statement, Attending Physician Statement, HIPAA Authorization, and all itemized hospital
statements with actual charges/expenses incurred for the treatment.

Intensive Care/MMospital Indemnity
Claimant’s Statement, Attending Physician's Statement, HIPAA Authorization, itemized hospital or UB04
statements, and ambulance statement if transported (ICU Coverage only).

*For Wellness Screening Benefit, you only need to submit statements or medical records from the physician or
hospital showing the date and procedure performed. No additional documents are necessary.

*If you are covered by Medicare or Medicaid or other insurance, please submit statements from doctor/medical
provider/hospital showing payments or adjustrments by Medicare, Medicald, or your other insurance. You also must
send any other information showing the actual charges or expenses incurred for your treaiment, which includes
copies of all summary notices from Medicare or Medicaid, or explanations of benefits from your other Insurance.
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Continuation of Clalmant Staternant

gTRANSAMERICA’

Tranzameri¢a Financial Life Insurance Company
Home Offiee: Harrison, New York

Transamerica Life Insurance Gompany
Transamerica Premier Life Insurance Company

2700 W Plano Parkway, Plana TX 78075
Fax Mumber: B66-586-6628
E-mail: TEBclaimsscanning@transamerica.com

Supplemental Health
insurance Claim Form

By furnishing this form, the Gompany does not admit that there Is any Insurance in forca and does not walva any of its rights or defenses.

CLAIMANT'S STATEMENT
1. Inswwed's Full Namsa 2. Data of Birth 3. Policy or Cerlificate Number 4. Sncial Sacurity Number
§a. Mailng Address B 6. Phone Nurnber
5b. Strmat Address B T. Email Address
8, Emplayar 9. Qccupation 10. Work Phone Number
. Patients Fiull Name 12, Date of Birth 13. Relationship to Insured

1, Nature of Injury or iilnass

DNLY COMPLETE THE INFORMAT!DN THAT APPLIES T0 YOUR LOSS

] shee aitach to this form.
2 Hava yau prevmusly had thas same or similar condition? O Yes [INo
it yas, give date:

3. When dié symplams flrst appear or accident ocour? i an injury, explain fuliy how and where acclident oceured. | 4, Date first treatedidiagnosed

5. Name and addrass of physician (fist all physicians consulted)

ElNe 3 No

§. Doyou hava Medicare? L]Yes Do you have Medicaid? [1Yes Do you have oherhealth insurance? [3 Yes  If yas, what company?

IFyes, far how mary days?

O No
7. Hava you bean confined to a hospilal for this condition? B. Please give name and address of hospital.
ClYes Do
Admission date: Discharge Date:
9, Ware you confned in an Infensiva Care Unit during this hospital stay? 10. [fyou had surgery, please give the name znd addrass of the surgeon
OvYes [INo

1. I you wara unabla to work due to this condition, please give dates,
From To

12, Ifyauwere restricted 1o light duty due to this condition, please give dates,

13, When do you expect fo resums your usual dulies?

From To
14. Are you filing 2 Workers' Compensation clalm?
Oves [ No

15. If applying for waiver of premium, give dates of totaf disability,

From To

18 Have you aver besn traated for or diagnosed as having had a hear! attack,
heart irouple or any abnormal condition of the heart; sancer; or diabetes prior
to the effective date of this palicy? [ ves [ No

if yas, provide condition and date?

17. Piease give the name and address of the physiclen and/or hospital who lreated you for this the condition in box 16,

Please continue anfo next page
TEB-HealthClaim_02_18 Page 10f4
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Continuation of Ctaimant Statement

If you are fillng for disabitity banefiis as a result of an accidant or sickness, please complate this section and have the attached Employar's Business
Entity Statement completed by your employar

To the best of your knowledge, indicate f yau have filed for or are recsiving income from any of the following sources:
Salary Confimuanca/Sick Leave [_] Yas [_INo 1 *Yas" indicate number of hours as of Iast dale worked

EIBFTO { 1Yes []No If*Yes' indicate number of hours as of last date worked
Applisd For Retaiving Amount Fraquency From/To Dates

Short Term Disabllty [ [ $ !

Warker's Compensation [ || S —— Y B
Stata Disability L] T S T N B
Sacial Security ] [ I S— S T
Dependent Social Security [ ] S — o
No Faut (Income Reglacement) [ ] ] S e R B
Retrement/Pansion ] ] $ - /
Permanett Total Disability ] ] 5 !

Other {Please Identify ] [ § /

Al must sign and date below.,

All of the above answers and statements are frue and complete, and comecllyrecorded. | haversad and understand the appropriate Fraud Warning.
lungdarstand that the fumishing of forms by the Company does not constitute an admission that there is any Insurance coverage in force o
payable.

For residents of Naw York: any person who knowingly and with intent to defraud anyinsurance company or other person files an application for
msurance or atatamant ofclaimcontalring any materially false information, or conceals for the purpose of misleading, information concaming any fact
matetial thareto, commitsafraudutent insuranceact whichis acrime,and shallalsobe subject to a civil penalty not to excead five thousand dollars and
the stated valueof the claim for each suchviotation. The Intemal Revenue Service doas not require your consanttoany provision of this document
othar thanths certifications required to avoid backup withholding.

Claimant Signature

Frint Nasme

Date (mmiddfyyyy)

TEB-HealthClalm 02 18 Page 2 of 4
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Fax Mumber; 866-586-6528

ATTENDING PHYSICIAN'S STATEMENT
%, Insured's Full Nzme 2. Policy or Certilleate Number

3, Patient's Full Name " 4, Patient's Dale of Birth

5For this patient:  Are you beingpaic [ Yes  Areyou beihg paid ClYes A youbaing paid by T3 Yes Ifyes, wﬁatcompany?
by Medicare? £ Mo by Madicaid? INo  other health insurance? Tl No

8. Diagnosis? (Please use ICD 10 Codas) 7. When did symptoms first appear or 8, When dic the patient first consult you  § 9, (s this condition
accidert happen? for this condition? wark refated?
FlYes. [ Mo

10. K the patient previously received medical treatmenl, please provide the physician'sthospital’s name and address.

11. Ifthe claimis for pregnancy, please give dus date and type of defivery. | 12, Has the patient ever hag the same or sinlar condition? L1 Yes 3 No (f
yes, state whan and describe)

13. Describe any éther disease or infirmity affecting present condition, 14, List surgical procedure{s), if any, and include the date of the procedure(s).
(Please use curent CFT codes.)

18, List the dates of treatment and tha charges for each visk. 16, If the patien was hospialized, pleass give the name and agdrass of the
hospital and dates of confinement.

17. s the patient stk under your eare for this condition? 03 Yes [ No 18. If the patient has been refarrad to anather physician, please give the name
and address.
if discharged, please give date
19. Did you advise pallent to cease work? { Yes [ClNo 20. Please give dates of tatal disabilfy for this condition,
From To
tf yas: From To
21, itthe patient was releasad 10 fight duty due 1o this condition, please give 2. Was the patient unabte to perform two or morm ADL’s {Activities of Daily Living)
dates. due 1o this condition? ] Yes L] No
From To I 50, which ones?
23. Has patienl ever been treatad for a heart atfack, heart frouble or any abnormat condition of the heart canger: of diabates prior to this time?
Chyes EINo If yes, please advise when and name and address of doctorthospital realing patient.

24, Please{ist colr;&i“tians #nd corresponding dates for which you previnusly treated this patient within the past five years,

Data. Physician’s Name - Print Signaturs | Dagras Phdne Murmber
g ()
Streeladdress 00 City Stale Zin Tax denification Number l
r S

Page 3 of 4
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éTRANSAMERICN

Transamerica Financlal Life Insurance Corrpary
Home Office: Harrison, New York

Transamedica Life Insurances Company

Transamerica Premler Life Insurance Company
Claims Fayx: B66-586-6528

Claims Email: TEBclaimsscanning@fransamerica.com
Claims Custormer Service: 800-251-7264

If you are filing for disability benefits as a result of an accident or sickness, have the below completed by your emplover.

Employer's/Business Entity's $tatement {Does not apply to Cancer, Hospntal and Criticat liness coverages)

1 Company Name: 2, Phone Number:
3, Street Address: 4, City: 5. State; 6, Zip Code: ‘
7. Narﬁé of Empioyee/insured Person; | 8. Social Security Number:

9. IMPORTANT: date Employas/insured persdﬁ was last actively at work:

10. Ernployee’s/insured Person’s job title/majbr |ob duties {Please attach a copy of Job description):

112, Did disability ocour on the job? O Yes UINo 11h, Job Glassification: O Sedentary O Light O Medium
L] Heaavy a Vgry Heavy

12, Date employee/insured parsan raturned to work: 13, If "Part Time", due to partial disability, provide earnings:
O Ful Trme O Part Time O Light Duty Amaolnt; From/To Dates:

4. Employee/lnsured Person's status of amployment af‘ter first day absent:
O Active O Leave of Absenca LUl Laid O 0O Retired O Terminated  Gther:

1% Employee/insured Person's current status of smployment;
| .DActive O Leave of Absence [ Laid Off ] Retired [ Terminated  Effective:

16, Anhual Salary $

17.1f employes was medically cleared to return to work with restrictions ar on light
duty can you accommaodate? M vs 3 No

If no, p!ease attach a Imtar ﬁ;gﬁ\why accommodation s not possibla.

18.Tothe best of your knowledge, indicate Ifempiuy@@ilnsured person has flled for of is receiving income frum any of the following sources:

Salary Continuance/Sick Leave || Yas Cdno "Yes," indicate number of hours as of last date worked
EIB/PTO [ ]Yes [ JNo i "Yes mdlcaie number of hours as of fast date worked

" Workers Compensaiion [ Yes || hu e A

The above statements are true and complete o the best of my knowledge and belief,
Employer's/Business Entity’s Authorized Representative

Name (pleaza print) Title Phone # _ __

Signature . Date

TEB-HealthClaim_02 18 Page 4 of 4
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ETRANSAMERICN Medical History Form

Transameorica Financial Life Insurance Company
Home Officer Harrison, New York

Transamerica Advisors Life Insurance Gompany

Transamarica Life Insurance Company

Transzamerica Premier Life Insurance Company
2700 West Plano Parkway, Plana, TX 76075

Name of Insured Social Security Number

Policy Number(s)

Please list below the names, addresses, and phone numbers of all medical providers,

including doctors and hospitals, consulted or used by the insured for the following dates,
beginning through .
If more space is needed, please attach additional pages to this form.

Primary/ Family Physician i Phone Number
Street Address | h City § State ! Zip Code
\ i
i i
Feason for Visit | Dates Consulted or Year Treated
Provider Name  Phone Number
Stre'é't Address City . State i Zip Code
‘ |
Wﬁéason forVnsnt Dates Consuted or Year Treated
Provider Name : Phone Number
Street Address City | State i Zip Code
Reason for Visit Dates Consulted or Year Trpated

MedHist0117 Page 1 of 2
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Narme of Insured Policy Number(s)

Provider Name ¢ Fhone Number
Street Address l City | Btate E Zib Code

Reasan for Visit l Dates Consulted or Year Treate&h

For the dates listed on page 1, the following prescriptions have been filled for the insured
{see label on Rx bottle). If more space is needed, please attach additional pages to this form.

Medication Name Condition Baing Treated

Prescribing Physician Name

Name/ Address of Pharmacy

Medication Name Condition Being Traated t Prescribing Physician Name

Name/ Address ofPharma¢y

Medication Name Condlition Being Treated Frescribing Physician Name

Name/ Address of Pharmacy

Medicatlon Name Condition Being Treated Pragcribing Physician Name

Name/ Address of Pharmacy

For residents of New York: any person who knowingly and with intent to 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, commits a fraudulent
insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand dollars and
the stated value of the clalm for each such viglation,

Claimant's Signature Date (mm/cd/yyyy)

.....

Ciaimant’s Printed Name

MedHist0117 Page 2 of 2
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Claim Fraud Warning

State Specific Notices:

Alabama: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who
knowingly presents false information in an application for insurance is guilty of a crime and may be subject to
restitution, fines or confinement in prison, or any combination thereof,

Alaska: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim
containing false, incomplete, or misleading information may be prosecuted under state law.

Arizona: For your protection, Arizona law requires the following statement to appear on this form. Any

person who knowingly presents a false or fraudulent claim for payment of a loss is subject to criminal
and civil penalties.

Arkansas, District of Columbia, Louisiana, Rhode Island, West Virginia: Any person who knowingly presents a
false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application
for insurance is guilty of a crime and may be subject to fines and confinement in prison,

California: For your protection, California law requires the following to appear on this form. Any person who
knowingly presents false or fraudulent ¢laim for the payment of a loss is guilty of a crime and may be subject to
fines and confinement in state prison.

Colorado: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to any insurance
company for the purpose of defrauding or attempting to defraud the company. Penalties may include
imprisonment, fines, denial of insurance and civil damages. Any insurance company or agents of an insurance
company who knowingly provides false, incomplete, or misleading facts or information to a policyholder or
claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a
setflement or award payable from insurance procaeds shall be reported to the Colorado Division of Insurance
within the Depariment of Regulatory Agenciss.

Delaware, Idaho, Indiana: Any person who knowingly, and with intent to injure, defraud or deceive any insurer,
files a statement of claim containing any false, incomplete or misteading information is guilty of a felony.

Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of

claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third
degree,

Kentucky: Any person who knowingly and with intent to 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 commits a fraudulent insurance act, which
is & crime,

Maine, Tennessee, Virginia, Washington: Itis a crime to knowingly provide false; incomplete, or misteading
information to an insurance company for the purpose of defrauding the company. Penalties include imprisonment,
fines, and denial of insurance benefits.

Marytand: Any person who knowingly or willfully presents a false or fraudulent ciaim for payment of a loss or
benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a crime
and may be subjed to fines and confinement in prison. :

Minnesota: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of
a crime,

New Hampshire: Any person who, with a purpose to injure, defraud, or deceive any insurance company, files a
statement of claim containing any false, incomplete, or misleading information is subject to prosecution and
punishment for insurance fraud, as provided in N. H. Rev. Stat. Ann. § 638:20.



H2/25/19 18:39:48 FfX Prod Collective -> BOST Eenefits 2 Money Services Page BH9

New Jersey: Any person who knowingly files a statement of clairm containing any false or misleading information
is subject to criminal and civil penalties.

New Mexico: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR
PAYMENT OF ALOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN
APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND
CONFINEMENT IN PRISON.

New York: Any person who knowingly and with intent to 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, commits a fraudulent insurance act,

which is a erime, and shall also be subject to a civil penalty not to exceed five thousand dallars and the stated
value of the claim for each such violation.

Ohio: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits
an application or files a claim containing a false or deceptive statement is guilty of insurance fraud.

Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer,

makes any claim for the proceeds of an insurance policy containing any false, incomplete or misleading
information is guilty of a felony.

Oregon: Any person who knowingly and with intent to defraud an insurance company files an application for
insurance or statement of claim containing any matertally false information may be guilty of insurance fraud. To
deny a claim on the basis of misstatements, misrepresentations, omissions or concealments, the misinformation
must be material to the content of the palicy, the insurer must rely upon the misinformation and the misinformation
must be elther material to the risk assumed by the insurer or provided fraudulently. For remedies other than denial
of a claim, misstatements, misrepresentations, omissions or concealments must either be fraudulent or material to
the interests of the insurer in order for the insurer to assert a right to remedy. Misstatements, misrepresentations,
omissions or concealments are not fraudulent untess they are made with the intent to knowingly defraud.

Pennsylvania: Any person who knowingly and with intent to defraud any insurance company or other person files
an application for insurance containing any materially false information or conceals, for the purpose of misleading,
information concerning any fact material thereto commits a fraudulent insurance act, which Is a crime and
subjects such person fo criminal and civil penalties.

Puerto Rico: Any person who knowingly and with the intention of defrauding presents false information in an
insurance application, or 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,
upen conviction, shall be sanctioned for each violation by a fine of not less than five thousand dollars ($5,000)
and not more than ten thousand dollars ($10,000), or a fixed term of imprisonment for three (3) years, or both
penalties. Should aggravating circumstances [be] present, the penalty thus established may be increased to a
maximum of five (5) years, if extenuating circumstances are present, it may be reduced to a minimum of two (2)
years.

Texas: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a
crime and may be subject to fines and confinement in state prison

FOR RESIDENTS OF ALL OTHER STATES AND TERRITORIES: Any person who knowingly, and with intent to
injure, defraud or deceive 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, informaticn

concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such
person to criminal and civill penalties.
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ETRANS AMERICA HIFAA Authorization for Release of

Health- Related Information
Transamerica Financial Life Inguranze Company
Home Office: Harrison, Naw York
Transamerica Advisors Life Insurance Company
Transamerica Lie Insurance Company
Transamerica Premier Life Insurance Company
2700 West Plano Parkway, Plano, TX 75075

This authorization complies with the HIPAA Privacy Rule.
A copy of this authorization will be considered as valid as the original.

Note o claimant/personal representative: This authorization must be signed for us to receive
medical records under the Health Insurance Portability and Accountability Act of 1996 (“HIPAA®).
Although we may not need to obtain medical records to process your claim, we must obtain this
form to avoid possible delays if medical information is needed.

| authorize all physicians, medical practitioners, hospitals, clinics, pharmacies, pharmacy benefit
managers, long term care facilities {including assisted living facHities), home health care entities and
other medical care institutions, medically related facilities, medical or hospital service and prepaid
health plans, employers and group policy holders, contract holders and benefit plan administrators,
state and federal governmental agencies (including law enforcement agencies), Social Security
Administration, Internal Revenue Service and Veteran Administration facilities, coroners, medical
examiners and any other person or entity that has any health information retatin? to the insured/
patient named below (collectively, the “Providers”) to disclose the entire medical record and any
other protected health information concerning the insured/patient to the company(ies) referenced
at the top of this authorization (the “Companies”), their affiliates and reinsurers, and any business
associate, agent, employee, representative, investigator, benefit plan administrator, consumer
reporting agency (including MIB, inc. formerly known as the Medical Information Bureau) or
independent claim administrator acting on behalf of any of the Companies. This authorization
includes release of any oral, written, or electronic information, records, documents, or knowledge
concerning any medical care, medical advice, diagnosis, treatmentor sunplies, including psyehiatric
or mental heaith records {excluding psychotherapy notes), prescription drug information, substance
abuse records, medical records, medical notes, and medical recordings. This also includes
information on the diagnosis or treatment of Human Immunodeficiency Virus (HIV) infection and
sexually transmitted diseases, to the extent permitted by state law.

By my signature below, | acknowledge that any agreements the insured/patient has made to restriot
his or her protected health information do not apply to this authorization and linstruct the Providers
to release and disclose the entire medical record and any other protected health information
as noted above without restriction.

The information disclosed will be used for claims processing, including but not limited to evaluating
contestability, eligibility determination, and/or benefit determinations.

This authorization shall remain in force for 24 months, or in the case of long term care or disability
claims for the duration of the claims under such policy, following the date of my signature below.
I understand that | have the right to revoke this authorization in writing, at any time, by sending a
written request for revocation {0 the Companies at Attention: Consumer Affairs Department, 4333
Edgewood Road NE, Cedar Rapids, lowa 52499. Alternatively, | may revoke this authorization by
sending a written revocation directly 1o the Providers. | understand that a revocation is not effective
to the extent that any of the Providers has relied on this Authorization or to the extent that the
Companies have a legal right to contest a claim under an insurance policy or to contest the policy
itself. | understand that any information disclosed pursuant to this authorization may be subject
to redisclosure by the recipient and may no longer be protected bﬂadaral regulations governing
privacy and confidentiality of health information (such as the HIPAA Privacy Rule), However, the
Companies will protect the privacy of health information in accordance with other applicable state
and/or federal privacy laws and their own privacy policies. | understand that | have a right to receive
the Notice of Health Information Privacy Practices upon request.

CLMHAUTH0912 PAGE 1 OF 2 - RETURN BOTH PAGES Rev 08/17
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| understand that Providers that are subjgct to the HIPAA Privacy Rule (not including the Companies)
may not refuse to provide treatment or payment for health care services because | refuse to sign
this authorization. | do understand that if | refuse to sign this authorization to release the entire
medical record of the insured/patient, the Companies may not be able to Froceed with elaims or
eligibility processing or make any benefit payments. | acknowledge that (1) if 1 am signhing on behalf
of the insured/patient, | am legally permitted to do so as the personal representative of the insured/
patient, and (2) | have received a copy of this authorization.

‘Name of insured/patient {please print) Date of birth

Signature of Insured/Patient or Personal " Date
Representative of the insured/Patient

Description of Personal Representative’s Authority or Relationship to Insured/Patient

Policy or Contract Number
(for use in Claims processing)
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