


Hospital Indemnity Claim Form 

Claimant's Statement 

A) Member/Claimant Information

Member First Name 

I I 

Date of Birth (mm/dd/yyyyl 

Preferred Contact Number 

Street Address 

City 

Employer Name/Association 

Email Address 

Member Last Name 

Social Security Number 

Apt/Suite (optional) 

State ZIP Code 

If claimant is different from the member, provide claimant information. 

Claimant First Name Claimant Last Name 

Relationship to Member: □ Spouse/Domestic Partner □ Dependent

Date of Birth (mm/dd/yyyy) 

B) Hospitalization Details
Some benefits may not be available in your Hospital Indemnity plan. Please refer to your Certificate of Coverage for 

covered benefits. Please select the benefit(s) you are claiming: 

□ Hospital/ICU Stay

□ High Risk Pregnancy

□ Observation Unit Stay

□ Other

□ Premature Infant /NICU □ Quarantine / Pandemic

Reason for stay □ Accident □ Condition/Illness

Admission Date (mm/dd/yyyyl Discharge Date (mm/dd/yyyyl 

Hospital Name 

Address 

City State ZIP Code 

Telephone Number 
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