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Are you covered (as 
 

If no, please state in
 

If yes, please check 
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Have you filed a claim
 
Send copies of all Explan
 

Name and address o
 

� Insured, if emplo
 

� Spouse, if insured

CLAIM FORM

  
 
 

SPECIAL NOTICE: Any person who knowingly and with intent to injure, defraud or deceive
any insurance company, files a statement of claim containing any false, incomplete or
misleading information is guilty of a felony.
 

 -  PLEASE PRINT ALL INFORMATION -  
PART 1 – MUST BE COMPLETED AND SIGNED 

Group Number Birth Date 

Insured’s Social Security Number Telephone Number 

                        First Name                                      Middle Initial 

                                                    City or Town                                   State                                  Zip + 4 

                                                   City or Town                                   State                                   Zip + 4 

ent’s name:                                                                 Relationship to insured:                                         Date of Birth:________________ 

 

ss.  Date of first treatment. 

y.  

 when accident occurred and  

of sport, indicate which sport.  Check one: � Intramural   *� Intercollegiate 
                              � Other 

roubled with this condition? � Yes 
� No     Date: 

physicians or health care 
h separate page if needed) 

 

 and what date? Where:                                                      From:______________________________ 
                                                                 To:________________________________ 

erral? � Yes     If yes, attach referral to claim form. 
� No      If no, please explain. 

 TO THE PROVIDERS OF SERVICE (Hospital, Physician, and others), UNLESS A PAID RECEIPT OR 
PANIES THE BILL AT THE TIME THE CLAIM IS SUBMITTED. 

m is an INTERCOLLEGIATE SPORTS CLAIM, IT MUST BE SIGNED BY AN AUTHORIZED ATHLETIC/SCHOOL OFFICIAL 
e Athletic Official________________________________Title_________________________Date____________ 

ury was sustained while participating in official activities under adequate organizational supervision.  Date____________________________. 

DER, MEDICAL CARE FACILITY, INSURER, GOVERNMENT-SPONSORED HEALTH PLAN or EMPLOYER: I permit (while my claim is 
medical information about me to Guarantee Trust Insurance Company and its representatives. Guarantee Trust Insurance 
ring companies and other persons or groups performing business or legal services relating to my claim. This applies to all 
s, treatment, or prognosis of any illness or injury I now have or have had in the past. Guarantee Trust Insurance Company will 
t if my claim is eligible. A copy of this authorization (one of which will be given to me by Guarantee Trust Insurance Company 
lid as this one. 

e above information given by me in support of this claim is true and correct. 
epresentative’s Signature______________________________________ Date________________ 

ative, Relationship to Patient_________________________________________________________ 
______________________________(City/Town)____________________________(State)__________(Zip +4)______________ 

ITEMIZED BILLS FOR MEDICAL EXPENSES MUST BE ATTACHED.  

an insured or dependent) by any other hospital and/or medical plan? � Yes-Insured � Yes-Dependent  � No  (See below).
 sentence form “I have no other insurance”.          

one:   � Group    � Individual   �  Automobile/Medical   
ame and policy number of Insurance Company. 

  Policy#/Group#:   I.D. #  Company 

                                                

 with the above company?  � Yes  � No               � I have no other Insurance 

ation of Benefits showing benefits paid (and/or benefits denied) to Guarantee Trust Insurance Company at the address at the top of this form. 
f Employer of: 

yed__________________________________________________________________________________________________

 is married (or has insurance coverage under a Domestic Partnership) ___________________________________________ 
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