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MEDICAL EXPENSE CLAIM FORM 

 

 
SECTION 1: INSURED AND TRAVEL INFORMATION                        
 
Name of Insured                          Policy Number       Home Phone       Cell phone  

                                                     
  
Street Address                                   City                              State  Zip Code 

                                                           
 
Travel Agency/Tour Operator/Cruise Line      Agent Name           Phone Number           Booking/Reservation #      

                                                                           
   
             
Destination(s)                            

Name(s) of all travelling companions:                       

Scheduled Departure Date          City of Departure         

Scheduled Return Date       Return Destination        

 
SECTION 2: OTHER INSURANCE INFORMATION 
 
Do you have any other insurance?           Yes           No  If yes. Please complete the following:  
 
Name of Insurance Company     Policyholder Name / Relation      Policy No.        Insurance Co. Phone # 

                                                      
 
Supplemental Insurance Company    Policyholder Name / Relation      Policy No.        Insurance Co. Phone # 

                                                      
  
Has a claim been filed with your Insurance Company?             Yes                No     If yes, please provide a copy of the company’s 

corresponding Explanation of Benefits for any bills you are requesting benefits for.  If no, please submit the bill to your Insurance 

Company and provide us with a copy of the company’s corresponding Explanation of Benefits    

 
SECTION 3: DETAILS OF SICKNESS / INJURY  

 

Date Sickness or Injury began:         Date of first treatment:        

Nature of sickness / details of accident: 

 

                               

Have you ever been treated for this condition previously?           Yes            No   Date(s) of treatment(s):        
 
Name, address and phone number of treating physician(s): 
 
(1) Physician’s Name:               Phone:          

Address:                              
 
(2) Physician’s Name:               Phone:          

Address:                              
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MEDICAL EXPENSE CLAIM FORM 
     

 
 I HEREBY CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE AND BELIEF. 

 
AUTHORIZATION 

I, the undersigned authorize any hospital or other medical-care institution, physician or other medical professional, pharmacy, insurance support 
organization, governmental agency, group policyholder, insurance company, association, employer or benefit plan administrator to furnish to the 
Insurance Company named above or its representatives, any and all information with respect to any injury or sickness suffered by, the medical history 
of, or any consultation, prescription or treatment provided to, the person whose death, injury, sickness or loss is the basis of claim and copies of all of 
that person's hospital or medical records, including information relating to mental illness and use of drugs and alcohol, to determine eligibility for benefit 
payments under the Policy Number identified above. I authorize the group policyholder, employer or benefit plan administrator to provide the Insurance 
Company named above with financial and employment-related information.  I understand that this authorization is valid for the term of coverage of the 
Policy identified above and that a copy of this authorization shall be considered as valid as the original. I understand that I or my authorized 
representative may request a copy of this authorization 

 
FOR RESIDENTS OF ALL STATES OTHER THAN THOSE LISTED BELOW: 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 
 
ALASKA: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false, 
incomplete, or misleading information may be prosecuted under state law. 

ARIZONA: For your protection Arizona law requires the following statement to appear on this form. Any person who knowingly presents 
a false or fraudulent claim for payment of a loss is subject to criminal and civil penalties. 

CALIFORNIA: For your protection California law requires the following to appear on this form: Any person who knowingly presents false 
or fraudulent information to obtain or amend insurance coverage or to make a 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. 

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

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. 

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

INDIANA: A person who knowingly and with intent to defraud an insurer files a statement of claim containing any false, incomplete, or 
misleading information commits a felony. 

KANSAS: A “fraudulent insurance act” means an act committed by any person who, knowingly and with intent to defraud, presents, 
causes to be presented or prepares with knowledge or belief that it will be presented to or by an insurer, purported insurer, broker or any 
agent thereof, any written, electronic, electronic impulse, facsimile, magnetic, oral, or telephonic communication or statement as part of, 
or in support of, an application for the issuance of, or the rating of an insurance policy for personal or commercial insurance, or a claim 
for payment or other benefit pursuant to an insurance policy for commercial or personal insurance which such person knows to contain 
materially false information concerning any fact material thereto; or conceals, for the purpose of misleading, information concerning any 
fact material thereto. 

KENTUCKY:   
Application: Any person who knowingly and with intent to defraud any insurance company or other person files an application for 
insurance 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. 
Claim Form: Any person who knowingly and with intent to defraud any insurance company or other person files a 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. 

MAINE: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of 
defrauding the company. Penalties may include imprisonment, fines or a denial of insurance benefits. 
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MARYLAND:  Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly 
or willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in 
prison. 

MINNESOTA:  A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime. 

NEW HAMPSHIRE: Any person who, with a purpose to injure, defraud, or deceive any insurance company, files a statement of claim 
containing any false, incomplete, or misleading information is subject to prosecution and punishment for insurance fraud, as provided in 
RSA 638:20. 

NEW JERSEY:  
Application: Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal 
and civil penalties. 
Claim Form: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal 
and civil penalties.  

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. 

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. 

OHIO: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files 
a claim containing a false or deceptive statement is guilty of insurance fraud. 

OKLAHOMA: 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. 

OREGON: 
IMPORTANT NOTE: 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 may be guilty of a crime and may be subject to fines and confinement in prison. 

TENNESSEE: 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 benefit.  

TEXAS: Any person who knowingly presents a false or fraudulent claim for payment of a loss is guilty of a crime and may be 
subject to fines and confinement in state prison. 

VIRGINIA: 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.  

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. 

NEW YORK FRAUD WARNING: 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 shall also be subject to a 
civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation. 
 
 
AUTHORIZATION: I hereby authorize Crum & Forster, United States Fire Insurance Company or its representative, to inspect or 
secure copies of case history records or any other data necessary to determine eligibility of benefits.  I also authorize Crum & Forster, 
United States Fire Insurance Company or its representative to release and share claim information including that which may be used in 
the identification and prevention of potential fraudulent activity to any insurance organization, fraud information clearinghouses, 
designated service providers and business associates assisting in the processing of this claim.  A photostatic copy or facsimile of this 
authorization shall be deemed as effective and valid as the original.  This authorization is valid for twelve (12) months from date of 
signature.  I HAVE REVIEWED AND ACKNOWLEDGE THE ATTACHED FRAUD WARNING.  
 
NATURE OF INSURED                DATE         
 

PLEASE COMPLETE THIS FORM IN FULL AND RETURN TO 
GLOBAL CLAIMS ADMINISTRATION 

Claims can be submitted by mail OR email to: 
 

Global Claims Administration 
3195 Linwood Avenue, Suite 201 
Cincinnati, OH 45208 

 
Claims@globalunderwriters.com *All attachments sent to the claims email must be in PDF format. 

mailto:Claims@globalunderwriters.com

