PLEASE SUBMIT ORIGINAL ITEMIZED BILLS WITH A COMPLETED AND SIGNED CLAIM FORM!

IMPORTANT: These forma are electronically scanned, plaase do not use HIGHLIGHTER or anything e'se that might distort the Information an this form
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ANY PERSON WHO KNOWINGLY FILES A STATEMENT QF CLAIM CONTAINING ANY FALSE,
INCOMPLETE OR MISLEADING INFORMATION WITH THE INTENT TO DEFRAUD OR DECEIVE
ANY INSURANCE COMFPANY OR PERSON IS GUILTY OF A FELONY,

1. COMPLETE THE "PATIENT INFORMATION" SECTION (ITEMS 1 THROUGH 14) ON
THE REVERSE SIDE OF THIS FORM.

If you wish your medical benefits paid directly to your doctor, sign ITEM 17. A separate
form must be submitted for each family member,

2. HAVE YOUR DOCTOR COMPLETE THE "PHYSICIAN OR SUPPLIER INFORMATION"
SECTION OR SUBMIT COMPLETELY ITEMIZED BILLS.

An itemized bill is one that shows the PATIENT'S name, relationship to INSURED, date of
service, type of service rendered, and the nature of the condition being treated.

3. THE COMPLETED FORM AND ITEMIZED BILLS MUST BE SENT TO THE ADDRESS
BELOW:

SUBMIT ALL MEDICAL CLAIMS TO:

INSURANCE DESIGN ADMINISTRATORS
P. O. BOX 620
OAKLAND, NJ 07436

ELIGIBILITY AND ALL OTHER INQUIRIES CALL: 1-800-225-1345

IMPORTANT REMINDER

Please be sure you have provided the INSURED'S Social Security Number.
NOTE TO CLAIMANT

Please attach all itemized bills and supporting documents to this completed and signed claim

form. Do not use highlighter or anything else that might distort the information on this form:
otherwise, your claim will be delayed.

NOTE TO ATTENDING PHYSICIAN

If the PATIENT named will be under continuous treatment for the stated condition, there will
be no need to fill out an ATTENDING PHYSICIAN'S statement each time a bill is submitted.
An itemized bill will be acceptable for processing. However, if the patient consults you for any
other condition, a new ATTENDING PHYSICIAN'S statement will be necessary.

INCOMPLETE CLAIM FORMS WILL BE RETURNED FOR COMPLETION. ALSO, IF YOU OR YOUR
IMMEDIATE FAMILY ARE COVERED BY ANY OTHER INSURANCE PROGRAMS, INCLUDING
MEDICARE, THE "OTHER HEALTH INSURANCE COVERAGE" SECTION MUST BE COMPLETED
EACH TIME YOU SUBMIT A CLAIM FORM OR YOUR FORM WILL BE RETURNED.



