Humana Insurance Company
Hospital Indemnity Claim Filing Instructions

Page 1 — Insured’s Statement of Claim:

* Must be completed each time you file a claim.
* Be sure to answer every question.

Page 2 — Authorization
» Claimant or Authorized Representative must signdate Authorization on page 3 to allow
physicians to release medical records to Bay Briddmministrators, L.L.C.

Page 3 — Pre-existing Investigation Form
* If claim is being filed within the first year ofélpolicy and is for an illness, please complete thi
page with all physicians seen or medications takehe past 12 months.
* If provider fax numbers are known, please providart in order to expedite this process.
* Please make certain authorization on page 3 i®dignd dated.

Please attach itemized billings, from your provedéirat include dates of service, diagnosis and
procedure codes.

ALL REQUIRED PORTIONS OF THIS CLAIM FORM MUST BE CO MPLETED TO AVOID
UNNECCESARY DELAY IN THE PROCESSING OF YOUR REQUEST FOR BENEFITS.

Return fully completed claim form and supportingdmentation by mail or fax to:
Bay Bridge Administrators, L.L.C.
PO Box 161690
Austin TX 78716
512-275-9350 (fax)
For questions call: 800-845-7519



Claim Form forHospital Indemnity

Humana Insurance Company
Administered by: Bay Bridge Administrators, L.L.C
PO Box 161690
Austin TX 78716
800-845-7519

INSURED’S STATEMENT OF CLAIM

TO BE COMPLETED BY
POLICYHOLDER

Name of Insured

Policy Number

Street Address

City

State Zip Code

Phone Number (Area Code First)

Insured’s Date of Birth

Name of Claimant

Relationship to Insured

ClaitimaDate of Birth

lllness or Injury for which claim is being made

Date of Accident or Date lllness was First Diagrtbs

Describe the onset and nature of your illnesderdate and details of your accident.

Date you were first treated for your Treated by:

illness or injury:

" Date Hospital:
Name Address
Doctor:
Name Address
Have you ever had the same or a similafreated by:
condition in the past?
Hospital:
Name Address
_ Yes __No
Doctor:
Name Address
Date

Any person who knowingly presents a false or fraudent claim for payment of a loss or benefit or
knowingly presents false information in an applicaion 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 kmdéedge and belief.

Signature of Insured

Date




AUTHORIZATION
FOR THE USE AND DISCLOSURE OF PROTECTED HEALTH INR®ATION

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

1. My authorization applies to that information ob&drby all health care professionals. This
information may include my medical records, laborateports, prescription medication
records, and radiology reports in the possessi@tl tiealth care professionals. Only this
information may be used and/or disclosed pursuatitis authorization.

2. |l authorize all health care professionals to diselmy protected health information.

3. l authorize only designated staff of Bay Bridge Adistrators, L.L.C. to receive, in writing,
by photocopy, facsimile, or by telephone, my prtaddealth information.

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

5. lunderstand that | have a right to revoke thishduization at any time. My revocation must
be in writing in a letter addressed to Bay Bridg#mAnistrators, L.L.C. This revocation
shall become effective on the date it is receive@ay Bridge Administrators, L.L.C. | am
aware that my revocation is not effective to theeekthat the persons | have authorized to
use and/or disclose my protected health informatere acted in reliance upon this
Authorization.

6. This Authorization is valid for twelve (12) montfrem the date of execution hereof.
| CERTIFY THAT | HAVE RECEIVED A COPY OF THIS AUTH®IZATION AND

AUTHORIZE THE USE AND/OR DISCLOSURE OF MY PROTECTHEEALTH
INFORMATION AS CONTEMPLATED HEREIN.

Signature Print Name Date
| have legal authority* under the laws of the Stat to make health care
decisions on behalf of ntieidual to whom the use and/or

disclosure of protected health information abovgliap, and execute this Authorization in my
capacity as Authorized Representative thereof.

Name of Authorized Representative Relationshippplicant Date
Parent or Guardian



*A copy of the legal authority document must befitmwith Bay Bridge Administrators, L.L.C.
If claim is being filed during the first year of the policy, please complete the following and
sign and date the authorization on the preceding fge.

Please list all physicians that treated the patrettie 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:

Please list all prescribed medications now beikgridby patient:

Name of Medication Prescribing Doctor Date tHreescribed

Any person who, with intent to defraud or knowihgt he is facilitating a fraud against an
insurer, submits an application or files a claimtaining a false or deceptive statement is
subject to prosecution and punishment for insurdrazel.

Return fully completed claim form and supportingdmentation by mail or fax to:
Bay Bridge Administrators L.L.C.
PO Box 161690
Austin TX 78716
512-275-9350 (fax)
For questions call: 800-845-7519



State Specific Fraud Warning Statements

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.

California

For your protection, California law requires the following to appear on this form:

Any person who knowingly presents 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.

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 settlement or award payable from insurance
proceeds shall be reported to the Colorado division of insurance within the department of regulatory agencies

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.

Kentucky

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.

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.

Maryland

Any person who knowingly and willfully 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.

New Jersey
Any person who includes any false or misleading information on an application for an insurance policy is subject to
criminal and civil penalties.



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.

North Carolina
Any person with the intent to injure, defraud, or deceive an insurer or insurance claimant is guilty of a crime (Class H
felony) which may subject the person to criminal and civil penalties.

Ohio

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.

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

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, Virginia and 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.



Discrimination is Against the Law

Humana Inc. and its subsidiaries comply with applicable Federal civil rights laws and do not
discriminate on the basis of race, color, national origin, age, disability, or sex. Humana Inc. and
its subsidiaries do not exclude people or treat them differently because of race, color, national
origin, age, disability, or sex.

Humana Inc. and its subsidiaries provide:

e Free auxiliary aids and services, such as qualified sign language interpreters, video
remote interpretation, and written information in other formats to people with
disabilities when such auxiliary aids and services are necessary to ensure an equal
opportunity to participate.

e Free language services to people whose primary language is not English when those
services are necessary to provide meaningful access, such as translated documents or
oral interpretation.

If you need these services, call 1-855-448-6982 or, if you use a TTY, call 711.

If you believe that Humana Inc. and its subsidiaries have failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or sex,
you can file a grievance with:

Discrimination Grievances
P.O. Box 14618
Lexington, KY 40512-4618

If you need help filing a grievance, call 1-855-448-6982 or, if you use a TTY, call 711.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint
Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html
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Multi-Language Interpreter Services

English: ATTENTION: If you do not speak English, language assistance services, free of charge,
are available to you. Call 855-448-6982  (TTY: 711).

Espafol (Spanish): ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de
asistencia lingliistica. Llame al 855-448-6982  (TTY: 711).

KR (Chinese): T & IR TEARRPI TN RBESESEDRSE - ERE

855-448-6982 (TTY:711)

Tiéng Viét (Vietnamese): CHU Y: Néu ban ndi Tiéng Viét, co cac dich vu hd trg ngdn
ng(r mién phi danh cho ban. Goi s6 855-448-6982  (TTY: 711).

220 (Korean): &2 : St=HE A 88tA= 22, AN X8 MHAE 222 0|85H4 4 U&FLICH.
855-448-6982  (TTY: 711) Ho 2 Hetel FHA2 .

Tagalog (Tagalog - Filipino): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang
gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa
855-448-6982 (TTY: 711).

Pyccikmia (Russian): BHUMAHWE: Ecnuv Bel roBopuUTe Ha PYCCKOM 53bIKe, TO BAM AOCTYMHbI
becnnaTHble YUIYr M NepeBoaa. 3BoHMTe 855-448-6982  (TeneTtaim: 711).

Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyodl Ayisyen, gen sévis éd pou lang ki
disponib gratis pou ou. Rele 855-448-6982  (TTY: 711).

Frangais (French): ATTENTION : Si vous parlez frangais, des services d’aide linguistique vous
sont proposés gratuitement. Appelez le 855-448-6982  (ATS:711).

Polski (Polish): UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy
jezykowej. Zadzwon pod numer 855-448-6982  (TTY: 711).

Portugués {Portuguese): ATENCAQ: Se fala portugués, encontram-se disponiveis servicos
linguisticos, grdtis. Ligue para 855-448-6982  (TTY: 711).

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia litaliano, sono disponibili servizi
di assistenza linguistica gratuiti. Chiamare il numero 855-448-6982  (TTY: 711).

Deutsch {German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche
Hilfsdienstleistungen zur Verfiigung. Rufnummer: 855-448-6982  (TTY: 711).

H#:E (Japanese):
FEFIHE AREEEINZBE. EHOEEZIBECHAWEITET. 855-448-6982
(TTY : 711) £T. BERICTTEBLTE L,
w38 (Farsi):
Lol o palyd et gl o BOls ©yges SU) OMgud S 0 5588 a3l () 3 Sl ez g
S350 wlad (TTY: 711) 855-448-6982
Diné Bizaad (Navajo): Dii baa ako ninizin: Dii saad bee yanitti‘go Diné Bizaad, saad bee
aka'anida’'awo’déé’, t'aa jiik'eh, éi na holg, kojj’ hodiilnih 855.448-6982 (TTY: 711).
49l (Arabic):
0835 Jeadl .y laally ol) 381525 &2l Bacluall Siloss 16 )l 31 Siased S 13 il gade
(711 a8l g muall il o3 5) 855-448-6982
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