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CONTINENTAL AMERICAN INSURANCE COMPANY
Post Office Box 427* Calumbia, Soulh Carolina 25202
Phone (800} 433-3036 Fax (866) B49-2970

CRITICAL ILLNESS HEALTH SCREENING FORM

Failure to complete all sections may resultin a delay in processing this claim.
Please review your policy for specific benefits covered under your plan.

Benefits are payable to you unless we receive written authorization from your provider to assign benefits to
them or from you to pay your benefits elsewhere. This is called an assignment. If you wish to assign your
benefits, please send a signed written request.
If this claim is for an individual covered by Medicald or a state variation of Medicaid, most non-disability
benefits are automatically assigned according to state regulations. This means we must pay the benefits to
Medicaid or to the medical provider to reduce the charges billed to Medicaid.

Please sign the attached HIPAA Form and return it with the completed claim form.

[] Please check this box if you are fifling for a wellness benefit under multiple coverages.

Any person who knowingly and with intent to defraud any insurance company, fies a statemant of claim containing any materially false, incomiplete or migleading
information, is guilty of a crime.

| have chacked the answers givan by myself and thay are correct. | AUTHIDRIZE any physician, madical practiioner, hospital, elinic, other medical or madically refaied faciiity,
insurance or reinsuring company, consumer reporfing agency, or empleyer having information available as to dingnosis, reatment and prog nosis with respect to any physical
o mental condition andfor treatment and any non-medical information of me, to give to Continental American tnsurance Company of its legal representative, any and alf euch
infermation. This Information is ta include, but is not limited to informalion pertsining to diagnosals, care or treatment for asyehiatric disorder, drug of alcohol abuse, ireatment
ar preseriptions, testing and/or treatment of HIV (AIDS virus) andfor oiher sexustly transmitted dissages, including case history and medical antecedents. P UNDERSTAND
the infomation obtained by yse of tha Authcrization will ba used by Continental American tnaurance Company to delermiine eligibility for bensfits under an exisiing certificate.
Any information cbiained wilt not be released by Continental American [nsurance Company {6 any person or organization EXCEPT te reéinsuring companies, of offter persons
or organizations perforning business or legal services in connection with my ¢laim, or as may otherwisa lowlully required of as | may further aulhorize, | KNOW that | may
request to receive a copy of this Authorization. [ AGREE thata photagraphic copy of this Autherization shall be as vafid as the originat. | AGREE thal this Authorization ehall
be valld for the duration of my chaint

Poficyholder's Signature: Date: Patient's Signature: Date:

£ POLICYHOL DER/PATIENT'S INFORMATION =~

POLICY NG, SOCIAL SECURITY NO.

BOLICYHDLDER'S NAM ) DATE CF BIRTH K

POLICYHOLDER'S ADDRESS POLICYHOLDER'S
TELEPHONE NO.
PATIENT'S NAME RELATIONSHIP TC PATIENTS DATE QF 8IRTH EMPLOYER MAME
THE POLICYRGLDER

- HEALTH SCREENING INEORI

WHICH HEALTH SCREENING i YOU HAVE PERFO T MAMMOGRAPHY [date).

RMED: O

3 STRESS TEST ON ABICYCLE OR TREADMILL [2  FASTING BLODD GLUCOSE TEST 0 BLOODTEST FCR TRIGLYCERIDES
[T SERUM CHOLESTERCL TEST (HDLANDLOL) £} BONE MARROW TESTING 00 BSREAST ULTRASGUND
3 CA15.3({BLOCD TEST FORBREAST CANCER} H  CA 125{BLOCD TEST FOR OVARIAN CANCER} 0 <EA(BLOOD TEST FCR COLON CANCER])
3 CHEST X-RAY £l COLONOSCORY O FLEXIBLE SIGMGIDOSCORY
£ HEMOCULT STQUL AMALYSIS O THERMOGRAPHY [} PAP SMEAR {date]
[l PSA(BLOOD TEST FOR PROSTATE CANCER) 00 SERUMPRGTEIN ELECTROPHORESIS pMAvELOME) 0 OTHER

DATE THE HEALTH SCREEMING TEST WAS PERFORMED (treatment date MUST be provided

Name Phone Numiber
Street Address
City State Zip
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CONTINENTAL AMERICAN INSURANCE COMPANY
Post Office Box 427 Columbla, South Carolina 29202
Phone {800) 433-20036 Fax (866) 849-2970

INSURED POLICY NUMBER,

AUTHORIZATION TO OBTAIN INFORMATION
CONTINENTAL AMERICAN INSURANCE COMPANY

For the purpose of evaluating my eligibility for insurance and eligibility for benefits under an existing policy/vertificate, ineluding checking for
and resolving any issues that may arise regarding incomplete or ineotrect information on my application for coverage and/or claimi form, I hereby
authorize the diselosure of the following information about me and, if applicable, my dependents, from the sourcss listed below to Continental
American Insurance Company (CAIC) and its duly suthorized representatives.

Disclosure of Health Information

Health information may be disclosed by any health care provider, health plan (iucluding CAIC or Aflae, with respect to other CAIC or Aflac
coverages) or Lealth eare clearinghouse that has aay records or knowledge about me. Hzalth care provider includes, but is not limdted to, any
licensed physician, medical or muse practitioner, muwse, pharmacist, osteopath, psychologist, physical or occupational therapist, chiropractor,
dentist, audiologist or speech pathologist, podiateist, hospital, medieal clinic or laboratory, phanmacy, rehabilitation faciliry, nursing home or
extended care facility, prescription drug database or pharmacy benefit manager. or ambulance or other medical transport service, Health
information may also be disclosed by any insurance company or the Medical Information Bureau (MIB). Health information includes my entive
medical record, but does not include psychotherapy notes.

Financial or credit history, eamings, or employment history may be disclosed by any entity, person, or organization that has these records about
me, including but not limited to my employer, employer representative and compensation sources, insurance company, financial institution, or
any consumer reporting agency.

Federal, state, and local government organizations ineluding but not limited to the Veteran’s Administration, Intemal Revenue Service, Social
Secwrity Administration, and Medicare or Medicaid agencies, may disclose health or financial information or records about me.

Any information CAIC obtains pursuant to this authorization will be used for the purpose of evaluating and administering my application for
coverage and/or claim for benefits, Some information obtained may not be protected by certain federal regulations goveming the privacy of
lhealth information, but the information is protected by state privacy laws and other applicable laws, CAIC will not diselose the information
unless pesmitted or required by those laws.

I understand that if the information disclosed is protected health information relating to a Lealth plan and the person or entify receiving the
inforniation is a not a health care provider or health plan covered by federal privacy regulations, the information disclosed may be redisclosed by
such person or entity and will likely no longer be protected by the federal privacy regulations.
This authorization may be revoked by me or niy authorized representative at any time except to the extent CAIC hag relied on the authorization
prior to notice of revocation or has a legal right to contest coverage under the contract or the confract itself. If T revoke this authorization, CAIC
may not be able to evaluate my application for coverage and/or clainL 1 may revoke this authorization by sending written notice to: Confinental
American Insurance Company, ATTIN: New Business Departiment (for applications) or ATTN: Claims Department (for ¢laims), P.O. Box 427,
Columbia, SC 29202,

You may refuse to sign this form; however, CAIC may not be able to evaluate and administer your application for coverags and/or your ¢laim
without this authorization.

This authorization is valic for two (2) years fiom its execution oy for the duration of niy clain, whichever is later. A copy of this authorization is
as valid as the origital. I know that I or iy authorized representative may request a copy of this authorization and access to this information.

I amn the individual to whom this authorization applies or that person’s legal Guardian, Power of Attormey Designee, Conservator, Beneficiary or
personal representative.

(Printed Name of Individual Subject to Disclosure) {Date of Birth)

(Signature) {Date Signed)

If applicable, T signed on behaif of the insured as
@ndlicate relationship, legal Guardian, Power of Attomey Designee, Conservator, Beneficiary or personal representative.)

(Printed Name of Legal Representative)

(Signafure of Legal Representative) (Date Signed)
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