aftraH&R
MEDICAL CLAIM FORM

AFTRA Health & Retirement Funds

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

Please complete all sections on both sides of this form. Your original itemized bills must accompany the claim form. If you have
received reimbursement from your primary plan and now wish reimbursement from the AFTRA Health Plan, 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 your health care provider directly, please sign the PARTICIPANT'S ASSIGNMENT
authorization at the bottom of the back page of this form. If more than one provider is involved, please submit a separate claim form
for each provider, with the corresponding bills from each provider attached.

TYPE OF CLAIM / SERVICE SEND TO

Claims for services (other than facility claims) provided in California prior
to January 1, 2011.

or Claims Department
Claims for Senior Citizen Health Program benefits in which Medicare is AFTRA Health Fund
primary (Please attach a copy of the Medicare Explanation of 261 Madison Avenue, 8th Floor
Benefits Notice) New York, NY 10016-2312
or

Claims for mental health or chemical dependency services

CIGNA HealthCare

All other provider claims PO Box 188004
Chattanooga, TN 37422

If you have any questions, please contact AFTRA H&R Participant Services at (800) 562-4690.

SECTION I: PARTICIPANT INFORMATION

Participant Name

CIGNA ID: H&R Funds No:

Participant Address: [ Check here if this is a new address

No. and Street Apt/Unit/Suite/Floor

City State ZIP Code

SECTION II: PATIENT INFORMATION

Patient Name

Relationship Date of Birth

Is injury or illness the result of an accident? (Yes [ No
Is injury or illness work related? (dYes [ No
If you answered “Yes” to either of these questions, please complete the information below:

Date accident occurred or onset illness:

Continued on page 2
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SECTION II: PATIENT INFORMATION CONTINUED

Details of accident or work injury:

Name of Plan providing benefits related to accident or work injury:

Insurer/Plan Name

Policy/Plan No. Policy/Plan Effective Date (MM/DD/YYYY)

SECTION IIl: OTHER COVERAGE INFORMATION
1) Is the participant or dependent qualified to enroll in the Screen Actors Guild — Producers Health Plan? Yes [ No
2) Is the participant or dependent enrolled in the Screen Actors Guild — Producers Health Plan? (dYes  No

3) Is the participant or dependent enrolled in another health insurance policy or group health plan? (dYes [ No

If you answered “Yes” to any of the questions above, please complete the following section for you and each dependent covered by another health
insurance policy or group health plan. (If you require additional space, please attach a separate piece of paper.)

To facilitate claims processing, please also attach a copy of the front and back of the ID card for the other health plan.

Name of Covered Individual Policy/Plan No.

Plan Name Policy Effective Date (MM/DD/YYYY)
Insurer Name Insurer Telephone No.

Insurer Address

Name of Covered Individual Policy/Plan No.

Plan Name Policy Effective Date (MM/DD/YYYY)
Insurer Name Insurer Telephone No.

Insurer Address

SECTION IV: DECLARATION AND AUTHORIZATION

Any person who knowingly and with intent to defraud files a statement of claims 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.

| certify that all the information provided on this form and in any attached document is accurate and complete. | authorize the release of all information
needed for the purpose of processing this claim.

Participant’s Signature Date (MM/DD/YYYY)

SECTION V: PARTICIPANT’S ASSIGNMENT (OPTIONAL - READ CAREFULLY BEFORE SIGNING)

| hereby authorize the AFTRA Health Plan 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).

Provider Name

Participant Name




