
 

 
 
 
 
 
 

   

  

  

RREEQQUUEESSTT  FFOORR  EEMMPPLLOOYYEERR  SSUUBBSSIIDDYY  CCLLAAIIMM  FFOORRMM  

  
PPlleeaassee  mmaaiill  oorr  ffaaxx  ccoommpplleetteedd  ffoorrmm  ttoo::    

  

AAmmeerraappllaann,,  IInncc..  ••  33000011  WWeesstt  BBiigg  BBeeaavveerr,,  SSuuiittee  332200  ••  TTrrooyy,,  MMII  4488008844  ••  224488..664433..99440011  ((ffaaxx))  

  

  

IINNSSTTRRUUCCTTIIOONNSS::  

oo  CCoommpplleettee  tthhiiss  eennttiirree  ffoorrmm  

oo  AAttttaacchh  iitteemmiizzeedd  bbiillll  aanndd//oorr  rreecceeiipptt  ooff  ppaayymmeenntt  

oo  AAttttaacchh  pprriimmaarryy  ccaarrrriieerr  vvoouucchheerr  oorr  EExxppllaannaattiioonn  ooff  BBeenneeffiittss  ((EEOOBB))  

  

FFaaiilluurree  ttoo  pprroovviiddee  tthheessee  iitteemmss  wwiillll  rreessuulltt  iinn  aa  ppeennddeedd  ccllaaiimm  uunnttiill  mmiissssiinngg  iitteemmss  aarree  rreecceeiivveedd..  

 
Employee Information 
 
Company Name      Employee Social Security # 
 
Last Name      First Name    M.I. 
 
Streets Address      Home Phone # 
 
City       State   Zip 
 

Dependent Information (Required when submitting claims for your dependents)      
  
Last Name       First Name 
   
 
Relationship to Employee (Circle One) 
 
Spouse                  Child                Full-time Student   
                  
I request and authorize you to furnish AmeraPlan, Inc. or its authorized representative, or to permit the representative to obtain a statement or review or make or 
obtain a copy, in whole or in part, of any or all information with respect to any illness or injury including but not limited to medical history, diagnosis, consultation, 
examination, prescriptions, treatments, operative procedures, X-rays, pathological findings or test you may have concerning me or my dependents.  This information  
is to include alcohol abuse, substance abuse, or mental health records.  
 
 A photocopy of this authorization shall be as valid as the original. 

   
 
Amount  Requested:   $__________________ _______ Service  Rendered:_______________________________  
 
Make Check Payable  To:    ⁯  Pr o vid e r   ⁯  Emp lo yee  (mu s t  p r ovid e  p ro of  o f  p a ym en t )  
 
 
Employee  S ignature          Date  Submitted  

 
 

~ www.amerap lan.com  ••   OO ff ff ii cc ee   22 44 88 .. 66 44 33 .. 99 44 00 00   ••   FF aa xx   22 44 88 .. 66 44 33 .. 99 44 00 11   ~~  

 

>>>Claims are available under the Claimant portal at www.ameraplan.com<<< 

http://www.ameraplan.com/

