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American Fidelity Assurance Company  |  Mail to: Worksite Group Bene�ts Department
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1.	 Complete the Statement of Insured.
2.	 Complete the Authorization to Disclose Protected Health Information.
3.	 Attach copies of the bill, receipt, or evidence which includes the name of the test and the date of service.
4.	 Mail or fax the completed forms to American Fidelity at the address or fax number listed above. 

AFQuickClaims™ allows you to receive your benefit for eligible diagnostic testing, health screening, or wellness claims in 
as little as one day. When you submit through AFmobile® or americanfidelity.com and are enrolled in direct deposit, your 
eligible diagnostic testing or health and wellness screening claim will be automatically processed! 
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STATEMENT OF INSURED 
To be completed by Employee.

PATIENT INFORMATION 
To be completed by Employee.

Full Name: (last, first, middle initial)                 

                                   

Date of Birth:          /              /

Social Security Number:               /                / Account Number:          

Mailing Address: (P.O. Box or street, city and zip code)	
			 

Telephone Number (including area code): Email Address:

Employer Name:

For whom do you make this request? 	 �ˆ Self	 �ˆ Spouse	 �ˆ Child	        �ˆ Other

Full Name: (last, first, middle initial)        			 

		

Date of Birth:            /              /

�ˆ  Cancer Diagnostic Bene�t    	�ˆ  Accident Only Wellness Bene�t 	  �ˆ  Critical Illness Health Screening Bene�t

��
Please list name of test: 

I certify this information is true and correct.

Signature:                                                                                        Date:     /            /
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AUTHORIZATION TO DISCLOSE INFORMATION 
INCLUDING PROTECTED HEALTH INFORMATION
The purpose of this form is to allow American Fidelity Assurance Company (AFAC) to obtain data including but not limited to
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