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CRITICAL CONDITION COVERAGE CLAIM REPORT
MEMBER’S STATEMENT - PLAN #1107

1. Name: 2. ADA Association #

3. Date of Birth: / / 4. Sex:[1Male []Female

5. Home Address (No., Street, City, State, Zip):

6. Home Phone Number: ( ) 7. Office Phone Number: ( )

8. Have you ever filed/submitted a claim for Critical Condition Coverage? []Yes [1No
9. Have you ever received any medical treatment, care, advice or medication for the same or related condition? []Yes []No

10. For which Critical Condition Category are you claiming a benefit? (refer to pages 3-5 of your certificate):

11. Date Symptoms first occurred: / /

12. Date of first medical consultation for Critical Condition being claimed: / /

Name of Physician:

Address Phone # ( )
13. Date of First Diagnosis: / / Name of Physician:
Address Phone # ( )

14. Is present condition due to an accident? [JYes [ No

15. Describe how and where accident occurred. If motor vehicle accident, attach a copy of the police/accident report:

16. Current Treating Physician’s Name:

Address Phone # ( )

17. List hospitalizations (if applicable):

Names and Addresses of Hospitals Dates of Confinement
/ / to / /
/ / to / /

18. List names and addresses of other treating Physicians and/or referrals (Please attach additional pages if necessary)

Names and Addresses of Physicians Specialty Phone # Date of Last Visit
( ) / /
( ) / /
( ) / /

PLEASE SIGN AND DATE AUTHORIZATION ON BACK OF THIS PAGE
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HIPAA Compliant Authorization for Release of Medical Information

/ /
Name of insured/patient (please type or print) Date of Birth

| authorize any health plan, physician, health care professional, hospital, clinic, laboratory, holders of
prescription information on me, including but not limited to, pharmacies, pharmacy benefits managers, and
insurers, medical facility, or other health care professional that has provided payment, treatment or services to
me or on my behalf within the past 10 years (“My Providers”) to disclose my entire medical record, prescription
history, medications prescribed, eligibility, prescribing physician, pharmacy information and any other protected
health information concerning me to Great-West Life & Annuity Insurance Company. This includes information
on the diagnosis or treatment of Human Immunodeficiency virus (HIV) infection and sexually transmitted
diseases. This also includes information on the diagnosis and treatment of mental illness and the use of
alcohol, drugs and tobacco.

By my signature below, | acknowledge that any agreements | have made to restrict my protected health
information do not apply to this authorization and | instruct any physician, healthcare professional, hospital,
clinic, medical facility, or other health care provider to release and disclose my entire medical record without
restriction.

This protected health information is to be disclosed under this Authorization so that Great-West Life & Annuity
Insurance Company may administer claims and determine or fulfill responsibility for coverage and provision of
benefits; administer coverage; and conduct other legally permissible activities that relate to any coverage |
have or have applied for with Great-West Life & Annuity Insurance Company.

This authorization shall remain in force for 36 months following the date of my signature below and a copy of
this authorization is a valid as the original. | understand that | have the right to revoke this authorization in
writing, at any time, by providing written notification to the entity identified above, | understand that a revocation
is not effective to the extent that any of “My Providers” have already relied on this Authorization to disclose
information about me or to the extent that Great-West Life & Annuity Insurance Company has a legal right to
contest a claim under an insurance policy or to contest the policy itself. | understand that any information that is
disclosed pursuant to this authorization is no longer covered by federal rules governing privacy and
confidentiality of health information, but will not be redisclosed by (the recipient) except as authorized by me or
as required by law.

I understand that “My Providers” may not refuse to provide treatment or payment for health care services if |
refuse to sign this authorization, or otherwise condition my enrollment or eligibility for health benefits on my
signing this authorization. | further understand that if | refuse to sign this authorization to release my complete
medical record, Great-West Life & Annuity Insurance Company may not be able to make any benefit
payments. | understand that any authorized representative or | will receive a copy of this authorization upon
request.

Signature of Insured/Patient or Personal Representative Date

Description of Personal Representative’s Authority or Relationship to Patient
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