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EMPLOYEE/MEMBER NAME EMPLOYEE/MEMBER SSN/TAX ID# POLICY #

ACCIDENT INFORMATION — COMPLETE IF THIS CLAIM IS THE RESULT OF AN ACCIDENT
Date of Accident Time of Accident (HH:MMm) Who was involved in the accident? (Check all that apply)
F AM F PM | F Employee/Member F Spouse F Child(ren)

Location of Accident (Place Name, Street, City, State & Zip)
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EMPLOYEE/MEMBER NAME

EMPLOYEE/MEMBER SSN/TAX ID#

POLICY #

PHYSICIAN INFORMATION* — INCLUDE ALL PHYSICIANS CONSULTED FOR CARE FOR THIS EVENT*

1/Physician Name

2/Physician Name

3/Physician Name

Date(s) Treated

Specialty

Date(s) Treated

Specialty

Date(s) Treated Specialty

Address (City, State & Zip)

Phone #

LC-7686-01

Fax #

Address (City, State & Zip)

Phone #

Fax #
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Address (City, State & Zip)

Phone #

/2017




GROUP ACCIDENT, CRITICAL ILLNESS/SPECIFIED DISEASE &
HOSPITAL INDEMNITY
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