
Post
INSTRUCTIONS 

 

To avoid delays in processing of your claim form, complete each section attaching documentation 
below when it applies. 

 
 

Supporting Documentation Needed 
�9 Itemized bill if there was a hospital bill from physician’s office (HCFA 1500 from treating physician’s office) 

 
�9 Surgical Report if accident involved surgery 

 
�9 Ambulance bill if emergency transport was required 

 
�9 Appliance receipt if 
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ACCIDENT CLAIM FORM 
EMPLOYER’S NAME POLICYHOLDER’S EMAIL ADDRESS

POLICYHOLDER’S MAJOR MEDICAL INSURANCE PROVIDER    �D���:�K�Z���D�����/�����>��ID#

POLICYHOLDER’S NAME POLICY NO. SOCIAL SECURITY NO. DATE OF BIRTH GENDER

POLICYHOLDER’S ADDRESS STREET

CHECK BOX IF THIS IS A PERMANENT ADDRESS CHANGE 

CITY STATE ZIP CODE

PATIENT’S NAME (PERSON WHO IS SICK OR INJURED) DATE OF BIRTH GENDER POLICYHOLDER’S TELEPHONE NO. 

RELATIONSHIP TO POLICYHOLDER


Post Office Box 84075 * 
Columbus, GA. 31993 
Phone (800) 433-3036 * 
Fax (866) 849-2970 
groupclaimfiling@aflac.com 

�x Was the patient transported by an ambulance as a result of this injury?          Yes    No 

(If yes, please submit the ambulance bill.)
�x If any of the following were the result of your injury, please 



 
FRAUD WARNING NOTIC



FRAUD WARNING NOTICES (CONT.) 
For use with Claim Forms 

PLEASE READ THE FRAUD WARNING NOTICE FOR YOUR STATE 
 
NEW MEXICO:  



AGC06106_2016 

�+�,�3�$�$��AUTHORIZATION TO OBTAIN INFORMATION 

Primary  Certificate Holder  Name: SSN(optional): Date of  Birth:  

Certificate  Number(s): 

Address:  City:  State:  Zip:  

Name of  Individual  Subject  to  Disclosure  (If not the primary Certificate Holder): Date of  Birth:  

Relationship  to  Primary  Certificate Holder:  
 Self     Spouse   Domestic Partner  Child  
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