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The Lincoln National Life Insurance Company
PO Box 2609, Omaha, NE 68103-2609

toll free (800) 423-2765 Fax (888) 735-7636
LincolnFinancial.com

Hospital Indemnity
Health Assessment Claim Form

Please complete in full Sections A and B, sign and submit a copy of the bill. If you were treated at a non-cost incurred facility, 

Send the completed form and bills to:

The Lincoln National Life Insurance Company
PO Box 2609, Omaha, NE 68103-2609
Fax: (888) 735-7636       Phone: (800) 423-2765
Email: 

Incomplete forms may delay processing of the claim.

Section A - Employee and Patient Information (to be completed by Employee)  

Employee Information

Employer Name:
______________________________________________________________________________________________________________
Employee Name: (First, Middle, Last)
                                                                   /                                                  /                                                                                                           
Policy Number: 
______________________________________________________________________________________________________________
Employee’s Work ID or Social Security Number:

                                                                                                                                                            
Employee Address:    

                                                                                                                                                               
City/State/Zip:
   /  / 
Employee e-mail:

_________________________________________________________________________________

Employee Telephone Number:

             -               -                    
Patient Name: (First, Middle, Last)

                                                         /                                      /                                                                                                          

Patient Birthdate: (MM/DD/YYYY)

              /                /                     
Payment Method 
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Section B - Tests Performed
Please Check The Box By The Test Performed Date of Test: (MM/DD/YY)

� Accident and fall prevention counseling              /               /                   
� Angiography              /               /                   
� Annual physical exam              /               /                   
� Antibody and viral testing              /               /                   
� BRCA1 and BRCA2 genetic testing              /               /                   
�              /               /                   
� Bone marrow testing              /               /                   
� Breast tomosynthesis              /               /                   
� Breast ultrasound              /               /                   
� CA 15-3 (blood test for breast cancer)              /               /                   
� CA125 (blood test for ovarian cancer)              /               /                   
� Carotid duplex ultrasonography, magnetic resonance angiography, or computed 
 tomography angiography for carotid artery stenosis

             /               /                   

� CEA (blood test for colon cancer              /               /                   
� Chest x-ray              /               /                   
� Colonoscopy or virtual colonoscopy (computed tomographic colonography)              /               /                   
� Concussion screening              /               /                   
� CT angiography              /               /                   
� Dental brush biopsy or other FDA approved screening for oral cancer              /               /                   
� Dental preventive exam              /               /                   
� Digital rectal exam (DRE)              /               /                   
� Doppler screening for peripheral vascular disease              /               /                   
� Double contrast barium enema              /               /                   
� Echocardiogram (ECHO)              /               /                   
� Electrocardiogram (EKG)              /               /                   
� Endoscopy              /               /                   
� Exercise, pharmacologic, or echocardiographic/radiological stress test              /               /                   
� Eye exam              /               /                   
� Fasting blood/plasma glucose or hemoglobin A1C testing (HA1C)              /               /                   
� Flexible sigmoidoscopy              /               /                   
� Hearing exam              /               /                   
� Helical CT scan              /               /                   
� Hemoccult stool analysis              /               /                   
� Human papillomavirus (HPV) or pap smear testing and vaccination              /               /                   
� Immunizations              /               /                   
�              /               /                   
� Low dose helical computed tomography lung screening              /               /                   
� Mammography              /               /                   
� Medical, behavioral; dietary, exercise, or surgical evaluation for obesity              /               /                   
� Mental health evaluation for depression or anxiety              /               /                   
� Osteoporosis screening with dual-energy x-ray absorptiometry (DXA)              /               /                   

Section B continued on next page
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� Prenatal counseling and genetic testing              /               /                   
� PSA (blood test for prostate cancer)              /               /                   
� Routine screening for gestational diabetes              /               /                   
� Serum protein electrophoresis (blood test for myeloma)              /               /                   
� Sexually transmitted and bloodborne infection screening for chlamydia, gonorrhea,
  hepatitis B, hepatitis C, HIV infection, and syphilis

             /               /                   

� Substance-related condition evaluation for alcohol, tobacco, or other drug use              /               /                   

� Thyroid testing (free T4 and TSH)              /               /                   

� Ultrasound screening for abdominal aortic aneurysms              /               /                   

� Vitamin D              /               /                   

Section B - Tests Performed continued
Please Check The Box By The Test Performed Date of Test: (MM/DD/YY)
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Physician Information  
Physician’s Name: 

                                                                                                     /                                                                                                           
Physician’s Medical Specialty:

______________________________________________________________________________________________________________
Physician’s Phone Number:

                 -                  -                         

Physician’s Fax Number:

                 -                  -                        
Physician’s Address: (Street)

______________________________________________________________________________________________________________
City/State/Zip:

  /  / 

CERTIFICATION 
The Statements on the previous page are true and complete to the best of my knowledge and belief.

I have checked the answers on this claim form and they are correct. I certify under penalty of perjury that my correct social security 
number is shown on this form. I acknowledge that I have received the Claim Form Addendum, Fraud Warning and State Versions’ 
form and that I read the statement required by the State Department of Insurance for my state, if my state was listed on the form.

Patient’s Name: 

                                                                    /                                                  /                                                                                                            

Patient’s Signature: ________________________________________ Date: (MM/DD/YYYY)             /             /                        

Parent/Guardian Signature: (if patient is a minor) _____________________________________________________________

Relationship to Patient: _________________________________________________________________________________
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Section C 

or who knowingly presents false information in an application for insurance is guilty of a crime and may be 

claim containing false, incomplete or misleading information may be prosecuted under state law.
 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.

 Any person who knowingly presents a false or 

 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 

 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 

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.

statement of claim containing any false, incomplete or misleading information is guilty of a felony.
 It is a crime to provide false or misleading information to an insurer for the purpose of 

of claim or application containing any false, incomplete, or misleading information is guilty of a felony of the 
third degree.

statement or claim containing any false, incomplete or misleading information is guilty of a felony.

any false, incomplete, or misleading information commits a felony.

a 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.

 It is a crime to knowingly provide false, incomplete or misleading information to an insurance 
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 Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss 

guilty of a crime.

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.

information is subject to criminal and civil penalties.
 Any person who knowingly presents a false or fraudulent claim for payment of a loss or 

 Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, 

 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.

 Any person who knowingly and with intent to defraud any insurance company or other person: (1) 

conceals for the purpose of misleading, information concerning any material fact, may have committed a 
fraudulent insurance act. 

 Any person who knowingly and with intent to defraud any insurance company or other 

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.

 Any person who knowingly and with the intention of defrauding presents false information in an 
insurance application, or presents, helps, or causes the presentation of a fraudulent claim for the payment 

(3) years, or both penalties. Should aggravating circumstances be present, the penalty thus established 

reduced to a minimum of two (2) years.
 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 

 Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of 

 A person may be committing 
insurance fraud, if he or she submits an application or claim containing a false or deceptive statement with 
intent to defraud (or knowing that he or she is helping to defraud) an insurance company.


