
 

 
5011 GATE PARKWAY, BLDG. 200 • JACKSONVILLE, FLORIDA 32256 

ATTN:  Group Claims Department 
To receive claims assistance, please call 1-800-696-8562 

 
HOSPITAL INDEMNITY CLAIM STATEMENT 

 
INSTRUCTIONS FOR THE INSURED: 
1. Please make sure all questions on Insured’s Statement are completed in full. 
2. Authorization must be signed and currently dated. 
3 . Physician Statement on page 2 (reverse side) must be completed. Insured’s Statement 

INSURED’S STATEMENT  (Please Print) 
1. Full legal name of Insured  2. Policy number (Very Important) 3. Insured’s SSN 

 4. Home Address (City,State, Zip) 
 

 5. Telephone numbers:  Home   
  Work  

6. Full legal name of Patient 
 

7. Patient’s SSN 8. Date of Birth (Mo/Day/Yr) 9. Relationship to Insured

10. Describe symptoms:    
    
    
 Date of first treatment:   
 Name and address of first doctor seen:   
    
 Names and addresses of all doctors and hospitals consulted for this condition (Use separate sheet if necessary): 
   Physician/Hospital Address, City, State, and Zip 
      
      
      

Have you ever had this or a similar condition before? � Yes � No 
 
 If yes, give particulars: Date:   
 Describe:   
 

Names and addresses of all doctors and hospitals consulted for ANY condition in the past five years (Use separate sheet if necessary): 
   Physician/Hospital Address, City, State, and Zip Condition 
        
        

  
AUTHORIZATION TO OBTAIN AND RELEASE INFORMATION  

I authorize persons or entities that have any records or knowledge of me or my health to release such information to Florida Combined Life Insurance Company, Inc. (FCL), 
and its insurance affiliates, reinsurers, and authorized representatives.  These persons or entities include any licensed physician, medical practitioner, hospital, clinic or other 
medical or medically-related provider, employer, Medical Insurance Bureau (MIB), consumer reporting agency, or insurance company.  These releases include, but are not 
limited to, release of any and all medical records and information about, associated with, or with reference to certain conditions.  These conditions include, but are not limited 
to: (a) Human Immunodeficiency Virus (HIV) test results, (b) AIDS-Related Complex (ARC), (c) Acquired Immune Deficiency Syndrome (AIDS), (d) alcohol or drug abuse, or 
(e) mental illness.  This information will be used to evaluate this request for claims proceeds.  To facilitate rapid submission of such information, I authorize all said sources to 
ive such records or knowledge to any agency employed by FCL to collect and transmit such information. g 

I also authorize FCL to release any information described above to: (1) FCL’s (a) auditors, (b) insurance affiliates, (c) reinsurers, (d) authorized representatives and (e) 
vendors; and (2) with the exception of information about, associated with, or with reference to HIV test results, ARC and/or AIDS, the MIB and other insurance carriers, to 
dminister and pay claims under any insurance coverage issued to me by FCL.  This claims information includes specific medical information on me. a 

I authorize FCL to exchange benefit information with any: (a) insurance company, (b) organization, or (c) individual to determine if a coordination of benefit applies.  When an 
verpayment is made, I authorize FCL to recover the excess from any person to which payment is made. o 

A  photocopy of this authorization shall be as valid as the original. 
I hereby certify that the statements on this form, including any attachment to it, are true and complete to the best of my knowledge and belief.  I understand and agree that any 
misstatements may result in benefit denial. 

FRAUD NOTICE:  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. 

 
     
Signature of Patient (Parent/Guardian if Minor) Date  

Please have your Attending Physician complete Page 2 (reverse side) and attach itemized copies of your bills.
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5011 GATE PARKWAY, BLDG. 200 • JACKSONVILLE, FLORIDA 32256 
ATTN:  Group Claims Department 

To receive claims assistance, please call 1-800-696-8562  
HOSPITAL INDEMNITY CLAIM STATEMENT 

INSTRUCTIONS FOR THE ATTENDING PHYSICIAN: 
1. Print or type complete answers to the “Attending Physician’s Statement” section.  Attach extra paper, if needed, and sign and date it. 
2. Attach an itemized bill for all covered services to date. Attending Physician’s Statement 
 
ATTENDING PHYSICIAN’S STATEMENT  (Please Print) 
1. Diagnosis and concurrent conditions (include ICD Code(s)) 
 
 
 
 
 
 
 
 
 
 
2. Date symptoms first appeared (Mo/Day/Yr): 
 

3. Date patient first consulted you (Mo/Day/Yr): 
 

4. Date admitted to hospital (Mo/Day/Yr):  Date discharged from hospital (Mo/Day/Yr):  
 
 � Inpatient � Outpatient 
 
 Hospital Name:  
 
 Address, City, State, Zip:  
 
5. Have you treated this patient for other conditions? � Yes � No 
 
  If yes, give dates and describe:  
    
    
 
  Has patient ever had same or similar condition? � No � Yes, Date:  
 
6. Was patient referred to you? � Yes � No 
 
 If yes, name and address of referring doctor:  
    
  
 
FRAUD NOTICE:  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. 
 

7. Name of Attending Physician (Please print): 
 

8. Degree: 
 

9. Address: City: State:   Zip code: 
 
10. Telephone numbers:  Office #:  Fax #: 
11. Attending Physician’s Signature: 
 

Date (Mo/Day/Yr): 
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