CRITICAL ILLNESS CLAIM FORM

CHECK LIST

[tem 1 — Insured’s Statement of Claim
L Must be completed each time you file a claim.
1 Be sure to answer every question.

ltem 2 — Authorization
1 Claimant or Authorized Representative must sign and date Authorization on Page 2 to allow
physicians to release medical records to Companion Life.

Item 3 — Prior Treatment Form
[11f the provider’s fax numbers are known, please provide them in order to expedite this process.
1 Please make certain authorization on page 2 is signed and dated.

Item 4 — Physicians Statement
1 To be completed by medical provider.

ALL REQUIRED PORTIONS OF THIS CLAIM FORM MUST BE COMPLETED TO AVOID UNNECESSARY
DELAY IN THE PROCESSING OF YOUR REQUESTS FOR BENEFITS.

Return the fully completed claim form and supporting documentation by any of the methods below:

(@ companion Life
Phone: 866-473-6615
Fax: 610-374-6986
Mail: P.O. Box 13668, Reading, PA 19612-3668
Submit Claim Via Online Portal: https://flexbenefits.loomislive.com/view/login
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https://flexbenefits.loomislive.com/view/login

@ Com pan lon Llfe CRITICAL ILLNESS CLAIM FORM

Administered by The Loomis Company
P.O. Box 13668
Reading, PA 19612-3668

INSURED’'S STATEMENT OF CLAIM TO BE COMPLETED BY POLICYHOLDER

Name of Insured Social Security Number Policy & Certificate Number

Street Address City State ZIP Code

Phone Number (Area Code First) Email Address Insured’s Date of Birth

Name of Claimant Relationship to Insured Claimant’s Date of Birth Gender [ Male [ Female

Type of Critical lliness for which claim is being made Date that Critical
Heart Attack Stroke [ Major Organ Transplant L Coronary Artery Bypass lliness was first

Invasive Cancer (Diagnosis after the first 30 days of in force coverage through 90 days of in force coverage) diagnosed

Invasive Cancer (Diagnosis more than 90 days after effective date of coverage)
Cancer In Situ (Diagnosis after the first 30 days of in force coverage through 90 days of in force coverage)
Cancer In Situ (Diagnosis more than 90 days after effective date of coverage)

Describe the onset, length of confinement, any surgical procedures or diagnoses related to the nature of your illness.

Date you were first treated for your | Treated by:
iliness or injury:
Hospital:
Date: Name Address
Doctor:
Name Address
Have you ever had the same Treated by:
or similar condition in the past?
Hospital:
Yes No Name Address
Doctor:
Date Name Address

ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULANT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR
KNOWNGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE
SUBJECT TO FINES AND CONFINEMENT IN PRISON.

THE ABOVE STATEMENTS ARE TRUE TO THE BEST OF MY KNOWLEDGE AND BELIEF.

Signature of Insured: Date:
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(@ companion Life

Administered by The Loomis Company
P.O. Box 13668
Reading, PA 19612-3668

CRITICAL ILLNESS CLAIM FORM

AUTHORIZATION
FOR THE USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION

| authorize the use and/or disclosure of my protected health information as described below:

1. My authorization applies to that information obtained by all health care professionals. This
information may include my medical records, laboratory reports, prescription medication
records and radiology reports in the possession of all health care professionals. Only this
information may be used and/or disclosed pursuant to this authorization.

2. lauthorize all health care professionals to disclose my protected health information.

3. lauthorize only designated staff of Companion Life or its contracted third-party
administrators to receive, in writing, by photocopy, facsimile, or by telephone, my protected
health information.

4. lunderstand that, if my protected health information is disclosed to someone who is not
required to comply with federal privacy protection regulations, such information may be re-
disclosed and would no longer be protected.

5. lunderstand that my providers may not refuse to provide treatment for health care services
if | refuse to sign the Authorization.

6. | further understand that if | refuse to sign this Authorization to release my complete medical
record, Companion Life Insurance Company may not be able to make any benefit payments.

7. lunderstand that | have a right to revoke this Authorization at any time. My revocation must
be in writing in a letter addressed to Companion Life. This revocation shall become effective
on the date it is received by Companion Life. | am aware that my revocation is not effective
to the extent that the persons | have authorized to use and/or disclose my protected health
information have acted in reliance upon this Authorization.

8. This Authorization is valid for twelve (12) months from the date of execution hereof.

| CERTIFY THAT I HAVE RECEIVED A COPY OF THIS AUTHORIZATION AND AUTHORIZE THE USE
AND/OR DISCLOSURE OF MY PROTECTED HEALTH INFORMATION AS CONTEMPLATED HEREIN.

Signature Print Name Date
| have legal authority* under the laws of the State of to make health care decisions on
behalf of , the individual to whom the use and/or disclosure of protected

health information above applies, and execute this Authorization in my capacity as Authorized
Representative thereof.

Name of Authorized Representative, Parent or Guardian Relationship to Applicant Date

* A copy of the legal authority document must be on file with Companion Life.

FLEX_LOOM_CI_CLAIM_0825



@ Com pa n lon Llfe CRITICAL ILLNESS CLAIM FORM

Administered by The Loomis Company
P.O. Box 13668
Reading, PA 19612-3668

PRIOR TREATMENT FORM

Please complete the following and sign and date the authorization on the preceding page.

Please list all physicians who treated the patient in the last year:

Physician’s Name:

Address:
Telephone Number: Fax Number:
Approximate Date Consulted: Diagnosis:

Physician's Name:

Address:
Telephone Number: Fax Number:
Approximate Date Consulted: Diagnosis:

Physician's Name:

Address:
Telephone Number: Fax Number:
Approximate Date Consulted: Diagnosis:

Physician's Name:

Address:
Telephone Number: Fax Number:
Approximate Date Consulted: Diagnosis:

Any person who, with intent to defraud or knowing that he is facilitating a fraud against
an insurer, submits an application or files a claim containing a false or deceptive
statement is subject to prosecution and punishment for insurance fraud.
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@ Com pa n |On Llfe CRITICAL ILLNESS CLAIM FORM

Administered by The Loomis Company
P.O. Box 13668
Reading, PA 19612-3668

PHYSICIAN'S STATEMENT

Claimant Name: Policy/Certificate #:

To Be Completed By the Medical Provider.

1. Provide the diagnosis(es), the date of diagnosis and the ICD-9/ICD-10 code(s) for the conditions
for which you are treating this patient.

Diagnosis ICD-9/ICD-10 Code Date of Diagnosis

2. Has this patient been treated for this same or similar condition in the past prior to this

occurrence?

Yes No
If yes, please provide diagnosis, the dates of treatment and referring physician(s).

3. Please provide the name and address of any referring physician(s) for this

occurrence.
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(@ companion Life

Administered by The Loomis Company
P.O. Box 13668
Reading, PA 19612-3668

CRITICAL ILLNESS CLAIM FORM

PHYSICIAN'S STATEMENT — CONTINUED

Claimant Name:

Policy/Certificate #:

PLEASE ATTACH ALL MEDICAL RECORDS PERTAINING TO THIS DIAGNOSIS AND TREATMENT, INCLUDING
LABORATORY DATA AND RESULTS OF DIAGNOSTIC TESTS, CONFIRMING THE DIAGNOSIS AND SEVERITY OF THE
CONDITION, OFFICE VISIT NOTES, SURGICAL REPORTS, HOSPITALIZATION RECORDS, CHART NOTES AND NARRATIVE
REPORTS FROM THE PAST TWO YEARS. LACK OF MEDICAL RECORDS WILL RESULT IN A DELAY IN THE REVIEW OF
THIS CLAIM AND A DELAY IN POSSIBLE PAYMENT OF BENEFITS. A LIST OF REQUIRED DOCUMENTS CAN BE FOUND
BELOW; THIS LIST IS NOT ALL INCLUSIVE AND ADDITIONAL DOCUMENTS MAY BE REQUESTED.

lliness (not all ilinesses are applicable to all policies) Medical Documentation Needed

Heart Attack

Diagnosis based on the following: new EKG changes consistent with and
supporting the diagnosis of heart attack; elevation of cardiac enzymes above
generally accepted laboratory levels of normal (in case of CPK, a CPK-MB
measurement must be used); imaging studies such as thallium scans, MUGA scans
or stress echocardiograms.

Stroke

Documented neurological impairment or deficits; evidence of brain tissue damage
shown by neuroimaging (CT, MRI, or PET Tomography or similar test); permanent
neurological deficit measured three months or more after the event that results in
a score of 2 or higher on the Modified Rankin Scale for stroke outcome.

Major Organ Transplant

Medical records that demonstrate major organ failure; and proof that covered
person is registered with and on the waiting list of the United Network for Organ
Sharing or its successor for a human-to-human replacement of the failing organ.

Coronary Artery Bypass Surgery

Operative report document major surgery requiring median sternotomy (division
of breastbone) to correct narrowing or blockage of one or more coronary arteries
with bypass grafts on the advice of cardiologist; results on angiography testing
that diagnosed coronary heart disease.

Invasive Cancer (Diagnosis after the first 30 days of in force coverage
through 90 days of in force coverage)

Diagnosis based on pathologist’s report or, in the event that the carcinoma in situ
was diagnosed without surgery, laboratory and X-ray examination reports used to
make the definitive diagnosis of cancer.

Invasive Cancer (Diagnosis more than 90 days after effective date of
coverage)

Diagnosis based on pathologist’s report or, in the event that the carcinoma in situ
was diagnosed without surgery, laboratory and X-ray examination reports used to
make the definitive diagnosis of cancer.

Cancer in Situ (Diagnosis after the first 30 days of in force coverage
through 90 days of in force coverage)

Diagnosis based on pathologist’s report or, in the event that the carcinoma in situ
was diagnosed without surgery, laboratory and X-ray examination reports used to
make the definitive diagnosis of carcinoma in situ.

Cancer in Situ (Diagnosis more than 90 days after effective date of
coverage)

Diagnosis based on pathologist’s report or, in the event that the carcinoma in situ
was diagnosed without surgery, laboratory and X-ray examination reports used to
make the definitive diagnosis of carcinoma in situ.

Medical Provider’'s Name (Please Print)

Phone Number

Fax Number

Medical Provider's Signature

FLEX_LOOM_CI_CLAIM_0825
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@‘@ Com pan lon Llfe CRITICAL ILLNESS CLAIM FORM

Administered by The Loomis Company
P.O. Box 13668
Reading, PA 19612-3668

CLAIM FORM FRAUD WARNINGS

GENERAL FRAUD WARNING: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT
OF A LOSS OR BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY
OF A CRIME AND MAY BE SUBJECT TO FINES AND CONFINEMENT IN PRISON. The fraud warnings listed below are
applicable in the states of AL, AK, AZ, AR, CO, DE, DC, FL, ID, IN, KS, KY, LA, ME, MD, MA, MN, NH, NM, OH, OK, OR,
PA, RI, TN, TX, VT, VA, WA, and WV. Please review the appropriate fraud warning relevant to the state that you reside
in prior to submitting your claim.

Alabama: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents false
information in an application for insurance is guilty of a crime and may be subject to restitution fines or confinement in prison, or any
combination thereof.

Alaska: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false, incomplete,
or misleading information may be prosecuted under state law.

Arizona: For your protection, Arizona law requires the following statement to appear on this form. Any person who knowingly presents a
false or fraudulent claim for payment of a loss is subject to criminal and civil penalties.

Arkansas: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Colorado: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose
of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civil damages. Any
insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or information to a
policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settiement or
award payable from insurance proceeds shall be reported to the Colorado division of insurance within the department of regulatory agencies.

Delaware: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a statement of claim containing any
false, incomplete or misleading information is guilty of a felony.

District of Columbia: WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the
insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits, if false
information materially related to a claim was provided by the applicant.

Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application
containing any false, incomplete, or misleading information is guilty of a felony of the third degree.

Idaho: Any person who knowingly, and with intent to defraud or deceive any insurance company, files a statement of claim containing any
false, incomplete, or misleading information is guilty of a felony.

Indiana: A person who knowingly and with intent to defraud an insurer files a statement of claim containing any false, incomplete, or
misleading information commits a felony.

Kansas: Any person who knowingly and with intent to defraud, presents, causes to be presented or prepares with knowledge or belief that it
will be presented to or by an insurer, purported insurer, broker or any agent thereof, any written, electronic, electronic impulse, facsimile,
magnetic, oral, or telephonic communication or statement as part of, or in support of, an application for the issuance of, or the rating of an
insurance policy for personal or commercial insurance, or a claim for payment or other benefit pursuant to an insurance policy for commercial
or personal insurance which such person knows to contain materially false information concerning any fact material thereto; or conceals, for
the purpose of misleading, information concerning any fact material thereto may be guilty of a criminal act punishable under law and may be
subject to civil penalties.

Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim
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@‘@ Com pan lon Llfe CRITICAL ILLNESS CLAIM FORM

Administered by The Loomis Company
P.O. Box 13668
Reading, PA 19612-3668

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.

Louisiana: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Maine: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding
the company. Penalties may include imprisonment, fines or a denial of insurance benefits.

Maryland: Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly
and willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in
prison.

Massachusetts: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application or contract for insurance may be found guilty of a crime and may be subject to fines and confinement in prison.

Minnesota: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.

New Hampshire: ANY PERSON WHO, WITH A PURPOSE TO INJURE, DEFRAUD OR DECEIVE ANY INSURANCE COMPANY, FILES A
STATEMENT OF CLAIM CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION IS SUBJECT TO PROSECUTION AND
PUNISHMENT FOR INSURANCE FRAUD, AS PROVIDED IN R.S.A. 638:20.

New Mexico: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENEFIT OR
KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO
CIVIL FINES AND CRIMINAL PENALTIES.

Ohio: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a
claim containing a false or deceptive statement is guilty of insurance fraud.

Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive an insurer, makes any claim for the proceeds
of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.

Oregon: Any person who knowingly presents a false statement of claim for insurance may be guilty of a criminal offense and subject to
penalties under state law.

Pennsylvania: Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or 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 and subjects such person to criminal and civil
penalties.

Rhode Island: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Tennessee: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

Texas: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to
fines and confinement in state prison.

Vermont: 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 may be guilty of fraud and may be subject to criminal or civil penalties.

Virginia: Itis a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

Washington: It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines, and denial of insurance benefits.
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Administered by The Loomis Company
P.O. Box 13668
Reading, PA 19612-3668

West Virginia: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
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Non-Discrimination Statement and Foreign Language Access

We do not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity,
sexual orientation or health status in our health plans, when we enroll members or provide benefits.

If you or someone you’re assisting is disabled and needs interpretation assistance, help is available at the
contact number posted on our website or listed in the materials included with this notice (TDD: 711).

Free language interpretation support is available for those who cannot read or speak English by calling
one of the appropriate numbers listed below.

If you think we have not provided these services or have discriminated in any way, you can file a
grievance by emailing contact@hcrcompliance.com or by calling our Compliance area at 1-800-832-9686
or the U.S. Department of Health and Human Services, Office for Civil Rights at 1-800-368-1019 or
1-800-537-7697 (TDD).

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de este plan de salud, tiene derecho a
obtener ayuda e informacidn en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-844-396-
0183. (Spanish)

NERE, BREEAGEMNHER AENABRIAZTHAEMNMNE SEEMNRELUGHEESIIEBIHF
B, AE—LIEIES, 5% 1-844-396-0188, (Chinese)

NE&u quy vi, hodc 1a nguwdi ma quy vi dang gitip d&, cé nhitng cau hdi quan tdm vé chuong trinh strc khée nay, quy
vi s& duoc giup dé véi cac thong tin bang ngdn nglt ctia quy vi mién phi. D& néi chuyén véi mot thdng dich vién,
xin goi 1-844-389-4838 (Vietnamese)

o] A7 RF ol Hato] FFEALE B Airo] 9 O 1-844-396-01872 A 23] FAH A Q..
Fl8ke] )& F-glo] dh=ro] = o= Ut (Korean)

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa planong pangkalusugang ito, may
karapatan ka na makakuha ng tulong at impormasyon sa iyong wika nang walang gastos. Upang makausap ang
isang tagasalin, tumawag sa 1-844-389-4839. (Tagalog)

Ecnv y Bac nam nnua, KOTOpoMy Bbl MOMOraeTe, MMEHTCS BOMPOCHI MO NoBoAy Balwero naaHa meanuMHCKOro
obcnyKmnBaHUs, To Bbl MmeeTe NpaBo Ha becniaTHoe Noly4yeHre NOMOLLM U MHPOPMaLUMKM HA PYCCKOM si3biKe. Oa
pa3roBopa c NepeBoAYMKOM No3BOHUTE Mo TenedpoHy 1-844-389-4840. (Russian)

Gl slaall 5 sacbuall e Jsaandl 8 Gall hald o daall dad o geads il saelud (add sl 5l clal S )
(Arabic) 1-844-396-0189 < Juail ax yia g Codaill A3IST A () 93 (g Slialy 4y ) 5 puall

Si ou menm oswa yon moun w ap ede gen kesyon konsénan plan sante sa a, se dwa w pou resevwa
asistans ak enfomasyon nan lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avek yon
entépret, rele nan 1-844-398-6232. (French/Haitian Creole)

Si vous, ou quelqu'un que vous étes en train d’aider, avez des questions a propos de ce plan médical, vous avez le
droit d'obtenir gratuitement de I'aide et des informations dans votre langue. Pour parler a un interpréete, appelez
le 1-844-396-0190. (French)
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Jesli Ty lub osoba, ktérej pomagasz, macie pytania odnosnie planu ubezpieczenia zdrowotnego, masz prawo do
uzyskania bezptatnej informacji i pomocy we wtasnym jezyku. Aby porozmawiac z ttumaczem, zadzwon pod
numer 1-844-396-0186. (Polish)

Se vocé, ou alguém a quem vocé estd ajudando, tem perguntas sobre este plano de saude, vocé tem o direito de
obter ajuda e informagdo em seu idioma e sem custos. Para falar com um intérprete, ligue para 1-844-396-0182.
(Portuguese)

Se tu o qualcuno che stai aiutando avete domande su questo piano sanitario, hai il diritto di ottenere aiuto e
informazioni nella tua lingua gratuitamente. Per parlare con un interprete, puoi chiamare 1-844-396-0184.
(Italian)

Hlit-. F-EHLEEIBHEFEZINTWEIAN., CORBREREE ICODLVTIERNASSNVELES, &
FEDEETYR—FEZTEY., FREAFLEYITEZIENTEZET, HEFIMIDYEEA, BR
EBEINBBEE. 1-844-396-0185 FTHEEELC &LV, (Japanese)

Falls Sie oder jemand, dem Sie helfen, Fragen zu diesem Krankenversicherungsplan haben bzw. hat, haben Sie das
Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen,
rufen Sie bitte die Nummer 1-844-396-0191 an. (German)

u_?_ﬁjl.L_g_)éﬂ\_,ol_})_;O_”a\ 6OJl_;JQu_“a§!|j_m.k_§_lJu_oLS_Aj_9l 4 4S5 o8 Ly Lad 48
OLEL 1 ssb 4 1 553 gLy 4h oledhl 5 &aS 45 1oyls 1 ool &> candly 45
Jols wlas 1-844-398-6233 soyled Lo Lida cpxde Lo (oS oz sl s S il
(Persian-Farsi) . a Lo

Ni da doodago t’aa haida bika’ana nilwo’igii dif Béeso Ach’agh naa’niligi haa’ida yi na’ idit kidgo,
nihd’aho6t’1’” nihi k&’a’doo wotgo kwii ha’at’ishii bi na’idotkidigi doo bik’¢’azlaagdd. Ata’ halne’é ta’
bich’{’ ha desdzih ninizingo, koji’ béésh bee holne’ 1-844-516-6328. (Navajo)

Vann du adda ebbah es du am helfa bisht, ennichi questions hend veyyich deah health plan, hend diah's
recht fa hilf un information greeya in eiyah aykni shprohch unni kosht. Fa shvetza mitt en interpreter,
roof deah nummah oh 1-833-584-1829. (Pennsylvania Dutch)
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	AUTHORIZATION
	FOR THE USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION



