
Group Hospital Indemnity

Claim Statement Package

This package is to be used by the primary insured to ɲle a claim under a Group Hospital ϥndemnity policy. 
Failure to complete this form and all parts may result in delay of processing the claim. The following 
forms are included:

Claim Fraud Statements

Group Hospital ϥndemnity ɀ ϥnsured/Patient Claim Statement 

Authorization for the Use and/or Disclosure of ϥnformation (Recommended)

Authorization for Release of Claim ϥnformation (Optional)

Group Hospital ϥndemnity ɀ Attending Physician Statement

At Paciɲc Life, we are here to support you during the claims process. ϥf you have any questions about this 
form or the required documentation, please reach out to us at (855) 810-3301 between 5 a.m. and 5 p.m., 
Paciɲc Time.

Additionally, you can consult your Certiɲcate of ϥnsurance and Schedule of Beneɲts for detailed 
information about your coverage. Keep in mind that there are speciɲc rules Ɂ referred to as Limitations 
and Exclusions Ɂ that may apply during the claim evaluation. The information you provide in this claim 
package will be carefully reviewed to determine your eligibility for beneɲts.

Claim Submission Instructions: 

1. Review the Claim Fraud Statements form for the state in which you reside and the state in which 
your policy was issued. 

2. Complete, sign, and date the Group Hospital Indemnity – Insured/Patient Statement. 
3. (Recommended) Complete, sign, and date the Authorization for the Use and/or Disclosure of 

Information. Note: This form should be signed by the patient if over the Age of Majority in their state 
of  residence (i.e., self, spouse/partner, or adult child). 

4. Have the Group Hospital Indemnity – Attending Physician Statement completed by the treating 
physician. ϥn addition, provide hospital discharge summaries and/or medical records which support 
your claim. 

5. Return documents to us at: 

• Email: claims.workforcebeneɲts@paciɲclife.com 

• Mail: Paciɲc Life & Annuity Company, Attn: Workforce Beneɲts - Claims, PO Box 2387, Omaha, NE 
68103-2387 

• Fax: (949) 219-8872
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Maryland: Any person who knowingly or willfully presents a false or fraudulent claim for 
payment of a loss or beneɲt or who knowingly or willfully presents false information in an 
application for insurance is guilty of a crime and may be subject to ɲnes and conɲnement in 
prison.  

New Jersey: Any person who knowingly ɲles a statement of claim containing any false or 
misleading information is subject to criminal and civil penalties.  

New Mexico: ANY PERSON WHO KNOWϥNGLY PRESENTS A FALSE OR FRAUDULENT CLAϥM 
FOR PAYMENT OF A LOSS OR BENEFϥT OR KNOWϥNGLY PRESENTS FALSE ϥNFORMATϥON ϥN AN 
APPLϥCATϥON FOR ϥNSURANCE ϥS GUϥLTY OF A CRϥME AND MAY BE SUBJECT TO CϥVϥL FϥNES AND 
CRϥMϥNAL PENALTϥES.  

New York: Any person who knowingly and with intent to defraud any insurance company or 
other person ɲles 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 ɲve thousand dollars and the stated value of the claim for each 
such violation.  

Pennsylvania: Any person who knowingly and with intent to defraud any insurance company or 
other person ɲles 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.  

Washington: ϥt is a crime to knowingly provide false, incomplete or misleading information 
to an insurance company for the purpose of defrauding the company. Penalties may include 
imprisonment, ɲnes and denial of insurance beneɲts.
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Group Hospital Indemnity – Insured/Patient Claim Statement

S

e

c

t

i
o

n

 
1

:
 
A

b

o

u

t

 
t

h

e

 
P

r

i
m

a

r

y

 
I
n

s

u

r

e

d

�
)
�
L

�
U

�
V

�
W

�
�
�
1

�
D

�
P

�
H

�
�
�
0

�
L

�
G

�
G

�
O

�
H

�
�
�
–

�
Q

�
L

�
W

�
L

�
D

�
O

�
�
�
/
�
D

�
V

�
W

�
�
�
1

�
D

�
P

�
H

�
�
�
6

�
X

�
]
�
[
�
�
A

d

d

r
e

s

s

:
C

i
t
y

:
S

t
a

t
e

:
�
=

�
–

�
3

�
�

mailto:claims.workforcebenefits%40pacificlife.com?subject=


mailto:claims.workforcebenefits%40pacificlife.com?subject=


Pacific Life & Annuity Company 
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Authorization for the Use and/or Disclosure of Information

Claimant/Employee/Retiree Name: ……………………………………………………………………… DOB: …………..………………… 

ϥ authorize the use and disclosure of the following information so that Paciɲc Life & Annuity Company can evaluate the insurance claim on the above-
named individual.
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/home/privacy-and-other-policies/our-privacy-promise.html
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