4 )
AFTRA HEALTH FUND 20

(PLEASE SEE REVERSE SIDE FOR FILING INSTRUCTIONS)

PARTICIPANT INFORMATION

CHECK BOX IF NEWADDRESS [ _| AFTRA ID#:
PARTICIPANT NAME CIGNAAMI:
STREET ADDRESS CITY STATE ZIP

PATIENT INFORMATION

PATIENT NAME RELATIONSHIP BIRTH DATE
FULL TIME STUDENT [] ves [] nwo
IS INJURY OR ILLNESS THE RESULT OF AN ACCIDENT? |:| YES |:| NO
IS INJURY OR ILLNESS WORK RELATED? |:| YES |:| NO

If the answer to either of the last two questions is Yes, please advise us of the nature of the accident or work injury,
including the name of the company or insurance carrier involved in the space provided on the back of this form.

ARE YOU OR THE PATIENT COVERED BY ANY OTHER GROUP PLAN(S)? |:| YES |:| NO

IF YES: NAME OF INSURED UNDER THE GROUP PLAN IF YES: NAME OF INSURED UNDER THE GROUP PLAN
NAME OF GROUP PLAN NAME OF GROUP PLAN

ADDRESS OF GROUP PLAN ADDRESS OF GROUP PLAN

POLICY # POLICY #

EFFECTIVE DATE EFFECTIVE DATE

(If the patient is covered under more than two group plans, you can add a third plan
on the back of this form or use a separate piece of paper if you need more space.)

Any person who, knowingly and with the intent to defraud, files a 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. | authorize the release of all information needed for the purpose of processing this claim.

Participant’s Signature: Date:

PARTICIPANT’'S ASSIGNMENT (OPTIONAL - READ BEFORE SIGNING)
| hereby authorize the AFTRA Health Fund to pay directly to the physician or other providers the benefits to which | am
entitled to the extent of their interest as established by the attached bill (s).

oy Provider's Name (Participant’s Signature)

. J




INSTRUCTIONS

This form should be used only for the filing of medical claims. All claims must be filed within
fifteen (15) months of date of service.

Your original itemized bills must accompany this claim form. If you have received reimburse-
ment from your primary plan and now wish reimbursement for the remaining costs, please make
certain that you attach both original bills or copies of originals and the explanation of benefits you
received with the reimbursement from the primary plan.

If you wish the AFTRA Health Plan to pay the provider of your health care directly, please sign the
Participant’s Assignment authorization at the bottom of the claim form. If more than one provider

is involved, please submit a separate claim form for each provider with the bills from that provider
attached. For service dates on or after 1/1/2008, your claims should be submitted to:

IN CALIFORNIA

Send HOSPITAL CLAIMS to: Send MEDICAL CLAIMS to:
Prudent Buyer Plan AFTRA Health Fund
P.O. Box 60007 261 Madison Avenue
Los Angeles, CA 90060-0007 New York, NY 10016

OUTSIDE CALIFORNIA

Send MEDICAL and HOSPITAL CLAIMS to:
CIGNA
P.O. Box 5909
Scranton, PA 18505

For service dates prior to 1/1/2008, your claims should be submitted to the AFTRA Health Fund,
261 Madison Avenue, 8th FI., New York, N.Y. 10016.

To obtain benefits under the Mental Health Program and the Chemical Dependency Program
administered for the AFTRA Health Plan by ValueOptions, please call 1-800-704-1421.

Please call AFTRA H&R Participant Services at 1-800-562-4690 if you have any questions about
coverage or the filing and processing of your claims.

DETAILS OF ACCIDENT OR WORK INJURY:

NAME OF PLAN PROVIDING ACCIDENT-RELATED BENEFITS, OR ADDITIONAL GROUP PLANS NOT INCLUDED ON THE REVERSE SIDE.

NAME OF GROUP PLAN

ADDRESS OF GROUP PLAN

POLICY #

EFFECTIVE DATE




