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Claim for Medical Care Expenses (Insured Person, Dependent) (up-front payment, prosthetic equipment)
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Name of dependent if this
claim concerns a
dependent
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Relationship to insured person
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Sickness/injury name
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Cause and background of
sickness/injury
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Name and address of
doctor or other party
treating or caring for
sickness/injury
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Details of treatment or
care received
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paid for in advance
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Cost of treatment or care
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To be filled out by insured person (claimant)
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Cost of prosthetic
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Is the sickness/injury due to the actions of a third party?

(If “Y,” a Notification of Injury or Sickness due to a Third-party Act must be submitted separately.)
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If the sickness/injury is due to the actions of a third party, describe
the facts of the matter and the name and address of the third party.
(If the name and address are unknown, indicate that fact.)
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Name of insured person
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I hereby authorize my employer to receive the benefits covered by this claim as my proxy.

(This section does not need to be filled out if you are a Voluntarily and Continuously Insured Person.)
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Documents to attach:
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1. For claims related to general treatment by a doctor, attending physician’s statement (copies not accepted) providing a breakdown of the treatment provided (names of drugs
administered, quantities, unit prices, and other details) and receipts (copies not accepted)

2. For claims related to medical prosthetic equipment, etc., a doctor’s written opinion (copies not accepted) indicating that the prosthetic equipment is necessary to treat the

sickness or injury and receipts (copies not accepted) for the prosthetic equipment
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