
 

CENTRAL UNITED LIFE INSURANCE  
INVESTORS CONSOLIDATED INSURANCE 
 

 

MEDICAL EXPENSE CLAIM FORM 
 

HELP SPEED YOUR CLAIM 
By Following These Easy Steps 

 
1. You complete the “insured’s Statement” portion of the claim form.  (Please answer all 

questions and sign it.) 
 
2. Have your physician complete a health Insurance Claim Form.  Only your primary physician 

needs to complete a claim form.  There is no need for a claim form from the 
Anesthesiologist, Radiologist, etc. 

 
3. When you and your physician have completed the claim forms, return them to the address 

shown at the upper right along with any other itemized bills such as HOSPITAL and DRUG 
BILLS and a copy of the explanation of benefits from your primary insurance carrier. 

 
NOTE: Please sign the “Authorization to Release information” on a Health Insurance Claim Form.  

This will avoid delay in handling your claim. 
 

In addition, if you want benefits paid directly to the doctor, sign the “Authorization to Pay 
Benefits to Physician” on a Health Insurance Claim Form. 
 

Please Remember To: … 
 Submit a new claim for each separate illness or injury. 

 
Submit separate claim forms and bills for yourself and each of you  dependents who have claims.  
Please Do Not … 

 Do not send in cancelled checks or cash register receipts.  These cannot be accepted 
 Do not submit a list of expenses prepared by yourself.  The actual bills are needed. 

 Do not accumulate numerous bills for submission at the end of the year.  Submit your bills 
periodically, especially if medical treatment covers a long period of time. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
BILLS FOR PRESCRIPTION DRUGS AND MEDICINES 
 
If your physician prescribes drugs or medicines which you buy at a drugstore, obtain a bill. 

Make sure the bill shows: 

 Your name 

 Your dependent’s name.  If the drugs were prescribed for one of your dependents 

 Prescription number 

 Purchase data and amount of charge. 

 Name of Physician prescribing the drugs or medicines. 
 

Drugs and medicines which can be purchased without a physician’s prescription are not 
covered under your policy.

 
1. INSURED’S NAME                 POLICY NUMBER SOCIAL SECURITY OR CERTIFICATE NUMBER 

 
2. INSURED’S ADDRESS CITY             STATE       ZIP CODE 

 
3. THIS CLAIM IS FOR: PLEASE GIVE NAME: DATE OF BIRTH: 

INSURED      SPOUSE      CHILD      STEP-CHILD       20 
ARE YOU? IF CLAIM IS CHILD OVER 18 YEARS, IS THE CHILD A FULL TIME STUDENT? 
SINGLE      MARRIED      DIVORCED      WIDOW  YES      NO            NAME OF SCHOOL 

4. EVERY Question MUST BE Answered.  (If your policy does not have a coordination of benefits clause, please skip to question #6) 
 

A.        Does your spouse work?  If yes, spouse’s date of birth.      /     /        ……………………………………………………………Yes            No  

B.        If claim is on a child, does that child work full time?   ………………………………………………………………………………Yes            No  

C.        Is any other Hospital Plan or HMO offered to you through a job, union, association, etc?  ……………………………………Yes            No  

D.        Is any other Hospital Plan or HMO offered to your spouse or child where they work? …………………………………………Yes            No  

E.        Are you, your spouse or any of your eligible children covered under any other Plan or HMO? ……………………………… Yes            No  

F.        If claim is on a step-child, is that child insured under natural parent’s Plan or HMO?  …………………………………………Yes            No  

G.       If you answered “yes” to any of the above questions, 4-A through F, please complete the following: 

NAME OF INSURED PERSON OR CHILD            NAME OF EMPLOYER PRESENT OR RECENT   ADDRESS OF EMPLOYER 
(You, Working Spouse or Child) 

 
 
 
 
 
 

H.       The name of the other insurance company 

The address where claims paid: 

The name of the other Group 

Policy Number:  Certificate or Contract Number: 

5. A.  Do you have Medicare Insurance? (Part A -  YES     NO)  B.  Does your spouse or any of your  (Part A -  YES     NO) 
(Part B -  YES     NO)  children have Medicare Insurance?  (Part B -  YES     NO) 
Effective Date  Name (              )  Effective Date 

6. If this is because of an accidental injury, please answer the following: 
A.  Where did the accident happen? B.  How did the accident happen? 

 
C.  When did the accident happen? D.  did the accident happen during the course of     E.  Was a Vehicle involved?        YES     NO 
  any employment for compensation or profit?   If yes, the name of your No Fault Insurance Company 

  YES           NO 

7. When was a doctor first seen for this sickness or injury?  Date 20,  .  Doctor’s name? 

The above answers are true and complete to the best of my knowledge and belief.  I authorize any physician, medical institution, druggist, insurance company, employer, labor 
union, or association to release information to Central United/Investors Consolidated as is required to properly pay all benefits if any due me, my spouse, or child for this claim.  
This authorization is valid for 24 months.  Revocation of the authorization must be submitted in writing.  I or my representative is entitled to a copy of this authorization. 
 
Date     , 20 
 
 
SIGNATURE 
   INSURED       PATIENT (or if a Minor, Parent) 
CL-01-2/03 

   

Return the following documents to us at the address below: 
 This completed, signed claim form; 
 Itemized bills; 
 Documents showing the actual charges paid by you or 

on your behalf (such as Explanation of Benefit payment 
from your primary insurance carrier or Statement of 
Account from your health care provider). 

 

Claims Department 
P.O. Box 925309 
Houston, Texas 77292-5309 

   

  Any person who, with intent to injure, deceive, or defraud, or knowing that they 
  are facilitating a fraud against an insurer, submits an application or files a claim 
  containing a false or deceptive may be guilty of a crime. 

Date 

Time          A.M.  P.M. 
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HEALTH INSURANCE 
CLAIM FORM 
 
TYPE OR PRINT 
 

PATIENT & INSURED (SUBSCRIBER) INFORMATION 
1.  PATIENT’S NAME (First name, middle initial, last name)    2.  PATIENT’S DATE OF BIRTH  3.  INSURED’S NAME (First name, middle initial, last name) 
 
 
4.  PATIENT’S ADDRESS (Street, city, state, ZIP code)    5.  PATIENT’S SEX   6.  INSURED’S SOCIAL SECURITY OR CERTIFICATE NUMBER 

 MALE           FEMALE  

   7.  PATIENT’S RELATIONSHIP TO INSURED  8.  INSURED’S GROUP NO. (Or Group Name) 
 SELF     SPOUSE     CHILD     OTHER  

9.  OTHER HEALTH INSURANCE COVERAGE – Enter name of Policyholder     10.  WAS CONDITION RELATED TO: 11. INSURED’S ADDRESS (Street, city, state, ZIP code) 
    and Plan Name and Address and Policy or Medical Assistance Number 

 
 
 
 
 
12.  PATIENT’S OR AUTHORIZED PERSON’S SIGNATURE  13. I AUTHORIZE PAYMENT OF MEDICAL BENEFITS TO UNDERSIGNED 
         I Authorize the Release of any Medical Information necessary to Process this Claim. PHYSICIAN OR SUPPLIER FOR SERVICE DESCRIBED BELOW. 
 
 
 
SIGNED  DATE SIGNED (Insured or Authorized Person) 

PHYSICIAN OR SUPPLIER INFORMATION 
14. DATE OF ILLNESS (First symptom) 15. DATE FIRST CONSULTED YOU 16. HAS PATIENT EVER HAD SAME OR SIMILAR SYMPTOMS? 
  OR INJURY (Accident)   FOR THIS CONDITION 
  OR PREGNANCY (LMP)      YES           NO  
17. DATE PATIENT ABLE TO RETURN TO WORK 18. DATES OF TOTAL DISABILITY DATES OF PARTIAL DISABILITY 
 
  FROM THROUGH FROM THROUGH 
19. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE (e.g. public health agency)  20. FOR SERVICES RELATED TO HOSPITALIZATION GIVE 
     HOSPITALIZATION DATES 
    ADMITTED  DISCHARGED 
21. NAME AND ADDRESS OF FACILITY WHERE SERVICES RENDERED (if other than home or office) 22. WAS LABORATORY WORK PERFORMED OUTSIDE YOUR OFFICE? 
 
    YES           NO  CHARGES 
23. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY, RELATE DIAGNOSIS TO PROCEDURE IN COLUMN D BY REFERENCE TO NUMBER 1, 2, 3, ETC. OR DX CODE 

1. 

2.  

3. 

4. 

24.          A.                           B.*         C.  FULLY DESCRIBE PROCEDURES, MEDICAL SERVICES OR SUPPLIES                                      D.                             E.                                                      F. 
 DATE OF PLACE FURNISHED FOR EACH DATE GIVEN DX CODE 
   SERVICE  OF PROCEDURE CODE (ID           ) CHARGES 
  SERVICE (IDENTIFY                  ) (EXPLAIN UNUSUAL SERVICES OR CIRCUMSTANCES) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
25.  SIGNATURE OF PHYSICIAN OR SUPPLIER 26. YOUR PATIENT’S ACCOUNT NO. 27.  TOTAL CHARGE 28. AMOUNT PAID 29. BALANCE DUE 
 (I certify that the statements on the reverse apply to this bill 
 and are made a part hereof.) 
    30. YOUR SOCIAL SECURITY NO. 31. PHYSICIANS OR SUPPLIER’S NAME, ADDRESS, ZIP CODE 
      & TELEPHONE NO. 
SIGNED 
    32. YOUR EMPLOYER I.D. NO. 
 
DATE    I.D. NO. 
 
*PLACE OF SERVICE CODES 
1 – (IH) – INPATIENT HOSPITAL 4 – (H) – PATIENT’S HOME 7 – (NH) – NURSING HOME O – (OL) – OTHER LOCATIONS 
2 – (OH) – OUTPATIENT HOSPITAL 5 –       – DAY CARE FACILITY (PSY) 8 – (SNF) – SKILLED NURSING FACILTIY A – (IL) – INDEPENDENT LABORATORY 
3 – (DO) – DOCTOR’S OFFICE 6. –      – NIGHT CARE FACILITY (PSY) 9. –           – AMBULANCE F. –       – OTHER MEDICAL/SURGICAL FACILITY 

Central United Life Insurance Company 
Investors Consolidated Insurance Company
P.O. Box 925309 
Houston, TX 77292-5309 

   Any person who knowingly and with intent to injure, defraud, or deceive any  
   Insurance company files a statement of claim containing any false, incomplete or
   misleading information is guilty of a crime. 

A.  PATIENT’S EMPLOYMENT 
 YES         NO  
B. AN AUTO ACCIDENT 

YES         NO  


