
Failure to complete this form in its entirety may result in a delay of processing your claim. 

Please submit your completed claim to: 

InsuranceTPA.com 

Deductible Supplement 

14 N Parker Drive
Janvesville, WI 53545

Instructions: 

1. Complete this form in its entirety

2. Please submit all copies of all UB 92, CMS 1500 or HCFA 1500 form bills related to this claim.  These bills should include:

o Date of service

o Diagnosis

o Procedure codes

o Place of service

o Charge amounts

3. Please attached this form to the claim form when submitting.

Member Information (Please print) 

* Group Name _____________________________________ * Policy number ___________________________

*Member first name __________________________  *Middle Initial ___  *Last name __________________________

*Address (Street) ______________________________*City____________________ *State ____   *Zip _________

Patient Information (Please print) 

*Patient first name __________________________   *Middle Initial ___ *Last name __________________________________

*Date of Birth (MM/DD/YYYY)   ____/____/______

*Relationship (check one) *Self _____    Spouse ____   Child _____   *Sex:  Male ____  Female _____

Accident Information (if applicable) please attach an additional page if needed to complete the required information. 

1. Date of injury or beginning of sickness ____________________________ When was physician first consulted?__________________________

2. Nature of injury _____________________________________________________________________________________________

3. If injury, describe how and where accident occurred _________________________________________________________________________

4. Have you suffered same or similar condition before?  No ___ Yes ___ If yes, and you were previously treated, dates treated: _______________

__________________________________________________________________________________________

5. Name and address of physician(s) who treated you: ________________________________________________________________________

6. If hospitalized at that time, date confined to hospital: _________________________________________________________________________

7. Name and address of hospital:  ________________________________________________________________________________________

AUTHORIZATION: I hereby authorize United States Fire Insurance Company or its representative, to inspect or secure copies of case 

history records, laboratory reports, diagnosis, prognosis, x-rays, and any other data necessary to determine eligibility of benefits.  I also 

authorize United States Fairmont Specialty 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 support 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.     



Member Signature_____________________________________________ Date ______________ (mm/dd/yyyy) 

CLAIM FORM FRAUD STATEMENT - 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. 

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. 

ALASKA and KENTUCKY: Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim 

containing any materially false, incomplete or misleading  information or conceals, for the purpose of misleading, information concerning any fact 

material thereto commits a fraudulent insurance act, which is a crime and may be prosecuted under state law. 

CALIFORNIA: For your protection California law requires the following to appear on this form: Any person who knowingly presents a false or fraudulent 

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. 

FLORIDA:  WARNING :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. 

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. 

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: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil 

penalties. 

NEW MEXICO and 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. 

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. 

TENNESSEE and 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. 

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. 

NEW YORK: 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. 
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