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Claim Instruction�



United Nations�
�
�
Group Health Insurance�
New York, New York 10017�
�



HOW To File A Claim





 Complete, date and sign Part A of the "Statement of Claim" on the reverse side of this form.  Be sure    to complete each item on the form to avoid a delay in the payment of your claim.  In your absence your spouse may sign for your.  If neither you nor your spouse is able to sign because of illness or other valid reason, the form may be signed on your behalf by a guardian or other authorized person.





Have your doctor complete Part B (Attending Physician's Statement).  If you had more than one doctor for any one illness or injury, normally only one statement is needed, to be completed by the one who rendered the most service or who performed surgery.  The Aetna may request additional Attending Physician's Statements if necessary.





If there is no "Attending Physician's Statement", attach to Part A all bills for which you are claiming benefits.  Each bill must show (a) name of patient, (b) date and charge for each service rendered, and (c) the illness or injury for each item of expense.  If the bill does not show this information, write it on the bill yourself and sign your name.





Your prescription drug bills should be claimed using Part C below.  However, If you prefer to send in your drug bills, rather than the Prescription Drug Record, please be sure that bills also show the prescription number, the nature of illness or injury, the name of the drug, if available, and the name of the prescribing physician.


        


Each time additional bills are submitted with respect to the same illness, Part A of the "Statement of Claim", form should be completed and submitted with the bills.  However, a new "Attending Physician's Statement" (Part B) need not be completed unless the Aetna requests it.





Separate claim forms must be submitted for each family member for whom a claim is being made.





For your convenience, you may wish to accumulate small bills and submit them to the Aetna on a monthly or quarterly basis.





Where to File A Claim





All claims should be submitted to : 	Aetna Health Plans


				Unit 73


				3541 Winchester Road


				Allentown, PA 	18195-0513





Claim forms may be obtained from the nearest United Nations office.  Replacement forms will be sent to you by Aetna each time a claim payment is made.





Any person who knowingly and with intent to defraud or deceive any insurance company files a statement of claim containing any materially false, incomplete or misleading information is guilty of a crime and may be liable for substantial civil penalties.





Part C


Prescription Drug Record


Name of Drug


Dose Per Day


Strength


(ex., 25 mg, .5 Gm)�
Date 


Purchased�
Nature of Illness or injury�
Prescription


Number�
Prescribing 


Physician�
Amount Charged�
Name of Pharmacy�
�
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I hereby certify the above drugs and medicines were necessary for treatment of the illness/injury reported and were purchased by me for the individual named on Part A of this form.





I understand the bills, prescriptions and other data pertaining to the above items are to be retained by me for 12 months from this date and are to be made available to the Aetna if requested





				Signed _______________________________     Date _________________________                                                         


























�
Statement of Claim


for Group Health Insurance Benefits�
UNITED NATIONS


New York, New York 1001�
�



Part A.  See instructions on reverse side before completing this form.  Please type or clearly print all information, except signature.


1. Subscriber's Name: (first)                (middle initial)   (last)   �



�
2. Telephone Number:


�
�
3. Subscriber's         (Number)                           (Street)                                                         


    Address:�
               (City)�
(State)                                      (Zip Code)�
�
4. Patient's           (First)       (Middle Initial)    (Last)               


    Name�
5. Sex: �
6. Date of   (Month)(Day)(Year)            


    Birth  


�
�
7. Relationship of Patient to Subscriber:          


     /  / Self        /  / Spouse      /  /  Child�
8.  Patient's Employer


     (if any):�
�
�
9. Was illness or injury related to employment? 


     /  / Yes       /  /  No�
8A. Subscriber Payroll Index No.:�
�
�
10. Has the Subscriber terminated employment with the United Nations? /   / Yes               /  /  No�


 If Yes, separation date: ___________________________________


                                       (Month)        (Day)        (Year)


If Yes, is the patient covered under the U.N. After Service Health Insurance Scheme?     /   / Yes       /  /  No�      �
10A. After Service Health Insurance  Account No.:





__________________________�
�
11.  Are you or any of your family members covered through any other Group Plan which provides Medical Benefits or Services?    �       /   / Yes       /  /  No


       If Yes, give name and address of organization providing services:  ________________________________________


�
�
12. Were any of the medical services or supplies for which  this claim is being made, furnished or paid for by a Government Agency?�
�
                             By U.S. Medicare                                           Other


                           /   / Yes               /  /  No                           /   / Yes               /  /  No 


 �
�
13. Has this "Statement of Claim" been submitted previously  for this illness?   /   / Yes               /  /  No �
�
AUTHORIZATION TO PAY BENEFITS: (CHECK ONE)�
�
�
�
/  /  PHYSICIAN: I hereby authorize payment to be made directly to the undersigned physician for the applicable Surgical and/or Medical�      Benefits; or


�
�
/   / SUBSCRIBER: I request that payment be made to me.�
�
I certify that the above statements are correct and hereby authorize any doctor or organization to provide pertinent records in connection with this claim to Aetna, on a confidential basis, on request


�
�
Date: __________________________________       Signature of Subscriber or Spouse:___________________________________


�
�
PART B. Attending Physician's Statement     Please complete immediately and return to Subscriber or Patient.


DIAGNOSIS, CONCURRENT CONDITIONS AND SYMPTOMS


(If diagnosis code other than ICDA* used, give name):








�
�
IS CONDITION DUE TO INJURY OR SICKNESS ARISING OUT OF PATIENT'S EMPLOYMENT?                       PREGNANCY?                         IF YES, APPROXIMATE DATE  


                                                                                                                                                                                                                                           PREGNANCY COMMENCED. 


                                                            /   /  YES                /   /   NO                                                                             /   / YES    /   / NO                         DATE:�
�
�
�
REPORT OF SERVICES (OR ATTACH ITEMIZED BILL)  (IF PREVIOUS FORM SUBMITTED TO AETNA FOR THE SAME


ILLNESS, YOU NEED SHOW ONLY DATES AND SERVICES SINCE LAST REPORT)








DATE OF 


SERVICES�






PLACES OF 


SERVICES�









DESCRIPTION OF SURGICAL OR MEDICAL SERVICES RENDERED�
PROCEDURE CODE-IF USED


(if code other than CPT* used, give name)�









CHARGES�
�
�
�
�
�
�
�
�
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�
�
�
�
�
�
�
�
�
�
�
�
Total Charges  ->�
$�
�
�
�
�
Amount Paid ->�
$�
�
�
�
�
Balance Due ->�
$�
�
DATE                PHYSICIAN'S NAME (PRINT)              DEGREE                                               FOR U.S. PRACTITIONERS ONLY


                                                                                                                                      MUST BE FURNISHED UNDER AUTHORITY OF LAW


__________________________________________________________   


PHYSICIAN'S SIGNATURE                                          TELEPHONE                      INDIVIDUAL PRACTITIONERS-SS#_________________


                                                                                                                                      (U.S.) PRACTITIONERS ONLY)


                                                                                                                                     ALL OTHERS-EMPLOYER I.D.# ____________________�


STREET ADDRESS                                   CITY OR TOWN                                              STATE OR PROVINCE           ZIP CODE





