ﬁl\merrlgange Fig:llty 0 * INDIVIDUAL CANCER OR HOSPITAL INDEMNITY BENEFIT STATEMENT
Assu mpany RETURN BENEFIT FORM AND ATTACHMENTS TO:

A member of the Ametican i
mem Fidelity Group AMERICAN FIDELITY ASSURANCE COMPANY
Local Phone # 523-5025 ‘ ‘ ATTN: Benefit Dapartment
Toll Free #  1-800-662-1113 Ext. 4011 e P.0. Box 25160, Oklahoma City, OK 73125

The laws of some states require us to_ifurnlsh you with the following notice:

Any person who; with intent to defraud or knowing that he is facilitating a fraud against an insurer, files a claim conteining a false
or decaptive statement Is guilty of insurance fraud. - '

{ N R P INSTRUGTIONS TO INSURED . .
1. Compists STATEMENT OF INSURED. 3. Hava physiclan complete ATTENDING PHYSICIAN'S STATEMENT.
2. Attach an ITEMIZED HOSP{TAL BILL. 4. if claim is for CANCER BENEFIT, include PATHOLOGIST'S REPORT.
STATEMENT OF INSURED
1. FULL NAME . DateofBith [ [ _ Account No.
{Piaasa Print) {Last) {Firay) (M.E) (Mo) (Day)  (YA)
- Soclal Sac. #
2. Address :
" {Streay (©iy) » {State) Zip Code)

3. Ifclaim is for dependent, give name of depandent \ Relationship

4. Data accident accurrad or sickness began 19
8. Nature of gickness or injury. =

8. Has this disease cauged previous trouble? __ i so, when - 19
7. Date first treated ' - . 19
§. Have you been confined to a hospitai? DYes GNO i s0, when From: _ ‘ To:

2. Name and address of hospital —

10. Names and addresses of any doctors patient has consuitad in the past year.

These statements are true and camplete to the hest of my knowladge. | authorize any insurer, physician or hospital ta disclose any information
regarding my (ot my dependent’s) ingurance coverage or medical history, to American Fldelity Assurance Campany.

Signature of Patient

{Requirad only It patient 18 spouss)

Date Signature of Insured

i ATTENDING PHYSICIAN'S STATEMENT

1. Patiant’'s name : Age

2. Nature of sickness ot lnjury _ (ICDA Cocle)

3. When did symptoms first appear or accident happen?  Date . 18
4. Whaen did patient first consult you for thig condition? Date 19
5. Has patient aver had same or similar condition? [ Yes (J No (it “Yes" state when and describe)

6. Was patient referred to you by another physician? [J ves [J No 1f so. list name and address - -

7. Name Address
8. If patient hospitalized, give name and address of hospital. Admitted . 18,
Digcharged ' 18
Date 19 Signed _ Degrea
’ {Alten fing Phyaiclan}
(Straet Addroes) (Cily or Town) - (B1ate) (Zip Codo}

BN-451 (Rav. 06/91)



