
Form C&PC CF Rev. 3-04

CANCER & PREVENTATIVE CARE CLAIM FORM
Claims Payment Services by Pan-American Life Insurance Company

P.O. Box 61070
New Orleans, LA 70160-1070

Phone 1-877-569-3075

PLEASE - COMPLETE THE FOLLOWING INFORMATION (Please Print)

Employee's name Date of Birth Social Security No.

Home Address City State Zip

Is this a new address? Yes No Group # Employer Name

Patient's Name Relationship to employee Self Spouse Child

Patient's Date of Birth Patient's Social Security No.

If the patient is a dependent child over age 21, *he/she must be a full-time student to qualify for benefit.  In order to process
your claim, we must receive your proof of full time student status for the period of medical expenses you submit.

Name of School Attending

School's Address

City State Zip

INSTRUCTIONS FOR FILING YOUR CLAIMS ARE ON THE BACK OF THIS FORM.

/          /
M       D       Y

M            D            Y

I HEREBY AUTHORIZE ANY DENTIST, PHYSICIAN, INSURANCE COMPANY, ORGANIZATION, OR EMPLOYER TO RELEASE ANY INFORMATION INCLUDING
FULL COPIES OF THEIR RECORDS TO THE PAN-AMERICAN LIFE INSURANCE COMPANY OR ITS ADMINISTRATOR FOR ANY MEDICAL TREATMENT,
SERVICES OR BENEFITS RENDERED OR PAYABLE TO ME OR ON MY BEHALF.  A PHOTOSTAT OF THIS AUTHORIZATION SHALL BE AS VALID AS THE
ORIGINAL.  I HEREBY CERTIFY THAT THE FOREGOING ANSWERS ARE TRUE AND CORRECT, TO THE BEST OF MY KNOWLEDGE.  WHOEVER IN ANY
DOCUMENT REQUIRED BY THE TITLE OF THE EMPLOYEE RETIREMENT INCOME SECURITY ACT OF 1974 MAKES ANY FALSE STATEMENT OR
REPRESENTATION OF FACT SHALL BE FINED NOT MORE THAN $10,000, OR IMPRISONED NOT MORE THAN FIVE YEARS, OR BOTH.

SPOUSE'S SIGNATURE (IF CLAIM IS ON SPOUSE, BOTH MUST SIGN) DATE

NOTICE CONCERNING YOUR RIGHTS OF PRIVACY AS A CONSUMER
Pan-American Life Insurance Company collects nonpublic information about you from the following sources:
• Information we receive from you in applications or other forms;
• Information about your transactions with us, our affiliates or others; and
• Information we receive from a consumer reporting agency.

We do not disclose any nonpublic information about our costumers or former customers to anyone, except as permitted by law.

We restrict access to your nonpublic personal information to those employees who need to know that information to provide
products or services to you.  We maintain physical, electronic and procedural safeguards that comply with federal regulations to
guard your nonpublic personal information.

*Unless, the child is both: (a) incapable of self-sustaining employment because of a mental handicap or a physical handicap; and
(b) currently dependent upon the Insured for support and maintenance.

EMPLOYEE'S SIGNATURE DATE

/          /



LUMP SUM CANCER BENEFIT CLAIM FLOW

Claim form # C&PC CF needs to be completed in full by the employee regardless of the person the claim is on:

The Employee provides the basic information on the form and includes with the form,
An original bill for services provided to include the diagnosis and date of Service.

If the form is not completed or a bill is not included, the claim can not be processed.

The completed Claim Form and itemized bill should be mailed to Pan-American Life at:

P.O. Box 61070
New Orleans, LA 70160-1070

for questions call 877-569-3075

Pan-American Life will review the form for completeness:

Has Pan-American received all of the appropriate medical documentation?
Does Pan-American need additional information?
Are the premiums paid current by the group or individual?
Was the benefit eligible under the plan?
Was the date of service within the eligibility period under the plan?

If all information is received, Pan-American Life will process the claim within 30 days.
The benefit is not assignable and is paid to the Insured Employee.

Time Service:

Cancer policy claims are processed within 30 days of receipt.  Checks are issued 2 days each week and mailed
via first class mail within 24 hours of generation.
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