
 

Claim Form 

 Medical*     Pharmacy*     Dental*     Vision*

0BAetna International
Please also complete Page 2 of this form. 

1B* Refer to your plan documents to verify the coverage(s) that are available through your Plan. 
 

Please mail or fax completed Claim Form with itemized bills and receipts.  A separate Claim Form is needed for each family 
member.  Please tape small receipts on a full size sheet of paper. 

Aetna International/Aetna 
PO Box 981543 
El Paso, TX 79998-1543 
USA 

 

 

Telephone: +1-800-231-7729 (outside the USA, via AT&T + access) 
 +1-813-775-0190 (direct or collect outside the USA) 

Facsimile: +1-800-475-8751 (outside the USA, via AT&T + access) 
 +1-859-425-3363 (inside the USA) 

E-mail: AISERVICE@AETNA.COM 
 

1. Employee Information 

 Employer Name/Group Number         

 Employee's Name        
 (First Name, Middle Initial, Last Name/Surname as displayed on Aetna ID Card)  

 Identification Number (Use the number specified on your Aetna ID card)                      

 Employee's Birthdate (mm/dd/yyyy)     /     /          Gender    Male   Female 

 Street        

 City        State/Province        

 Country        Postal/ZIP Code        

 Employee's Telephone Number (Include Country Code)        

 Employee's Primary E-Mail Address       
(E-mail addresses are strongly encouraged in the event additional information is needed to process your claim.) 

 

2. Patient Information 

 Patient's Name (First Name, Middle Initial, Last Name/Surname)        

 Relationship:  Self    Spouse    Child    Other        

 Patient's Birthdate (mm/dd/yyyy)     /     /          Gender    Male   Female 

 Report cards, tuition statements & other forms of school attendance verification may be required once per school year, if your plan includes 
eligibility guidelines that require school attendance as a condition of coverage for dependents in excess of a specific age.  See your plan 
documents for additional details. 

 

3. Summary of Medical, Pharmacy, Dental, and Vision Services (Please include diagnosis or reason for treatment for each service 
received.) 

 • For prosthetic services (crowns, bridges or dentures) the following information must be supplied: 

 • The x-rays. (If x-rays are not available, provide the dentist's 
narrative report.) 

 • For all dental claims (other than preventive services; e.g., oral 
exams, x-rays, cleanings, fluoride, etc.), complete the Dentist's 
Statement (GC-14423) and attach to this claim form.  Be sure to 
identify the related tooth number for all dental procedures and 
include extraction dates or original placement date and reason for 
replacement of denture or bridge replacement. 

 • If the claim is for a bridge or denture, we will need a chart of all 
other missing teeth in the mouth, and their dates of extraction. 

• For periodontal services (gum disease), member must submit  
x-rays and periodontal charting. 

• For orthodontic services, the following information must be 
provided: date appliance placed, number of months of 
treatment, and months of treatment remaining. 

• For services related to an accidental injury, the patient must 
always include pre-treatment x-rays and details of the accident. 

Dates of  
Service 

(mm/dd/yyyy) 

Provider's (physician, clinic, hospital, 
pharmacy) Name and Address 

(If the provider’s name and address is 
on receipts, write “see receipts”) 

Description of Service/ 
Name of Medication/ 

Drug/Device 
(If hospital, indicate 

inpatient or outpatient) 
Diagnosis 

(Reason for visit) 

City/State/ 
Province/Country  

of Claim 
Currency 
of Claim 

Total  
Charge 

                                          

                                          

                                          

                                          

 

4. Claim Information 

 If Yes is answered to either question below, c and d in this section must be completed. 

 a. Is the claim related to a work related accident or condition?  Yes      No 

 b. Is the claim related to an accidental injury?  Yes      No 

 c. Accident Date (mm/dd/yyyy)     /     /          Time          AM      PM 

 d. Description of Accident (How and Where) 

         

         

 Please Retain A Copy For Your Records 
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Employee’s Name       

 (First Name, Middle Initial, Last Name/Surname) 
 

5. Summary of Reimbursement - Your Aetna plan of benefits includes the option of claim reimbursements in a variety of currencies 
and disbursement methods.  Establish your selected option in the sections below.  We reserve the right to issue the benefit 
reimbursement in the mode of payment available for the currency type, as circumstances dictate. 

 If you elect to be reimbursed in a U.S. dollar check, skip to Section 8.  All other reimbursement methods continue with Sections 5, 6 and 7. 

 Please check one of the following (as applicable) - if left unchecked we will observe for this claim submission only: 

  Use the Recurring Reimbursement Election (RRE) information currently on file. 

  Use the information provided in Sections 5 and/or 6 to establish an RRE. 

  Update the current RRE information on file with the information provided in Sections 5 and/or 6. 

  Use the information provided in Sections 5 and/or 6 only for expenses related to this claim form. 

 Summary of Reimbursement (Method/Currency Type) – Only one method of reimbursement and currency will be honored per claim 
form.  (Unless otherwise indicated, reimbursements will be made via US$ check and payable to the party to which payment is sent.) 

 Use the information provided below to send any applicable reimbursement payment to:  Employee   Provider 

Requested Reimbursement Method 
Country/Currency Type for Reimbursement (i.e., Great Britain / Pounds)

If the currency you have elected is not available for the method 
requested, we will default reimbursement to US$. 

  Funds Transfer (Preferred)  
 The most efficient method of receiving your benefits  
 reimbursement is via Funds Transfer.  Please check  
 with your bank for help with providing the appropriate 
 instructions to Aetna. 

      

  Check  (Complete the Country/Currency and go to Section 8.) 
 

6. Bank Information  

 Primary Bank –The following information is required if you have elected Funds Transfer as your preferred method for reimbursements.  
We will transfer funds to your bank at no cost to you; however, we encourage you to check with your bank to determine any additional 
fees your bank may charge you for receiving Funds Transfer(s). 

 Bank Account Number        Bank Identification Code/Routing Number        

 Name of Accountholder (As it appears on the Bank Statement)        

  S.W.I.F.T./BIC Code (wire only)      CHIPS UID      Federal ABA      Bank Sort ID      IBAN*      Other        

 *The IBAN is mandatory for bank transfer claim payment transactions in certain countries, such as the United Arab Emirates (UAE). This 
must be supplied if you are using a bank account in one of these countries. Members should check with their bank to confirm any IBAN 
requirements.  

Bank Name        Bank Telephone Number (Include Country Code)        

 Bank Address (Include Country)        
 

7. Other Health Coverage/Scheme 

 Are any family members’ expenses covered by another health plan/scheme, Medicare, or any U.S. Federal, U.S. State, National, or Social 
government plan?  Yes      No If "Yes," please complete information below. 

 Name and Relationship of the Family Member       
 (First Name, Middle Initial, Last Name/Surname) 

 Family Member’s Birthdate (mm/dd/yyyy)     /     /          Gender    Male   Female 

 Name of other Insurance Company or Type of Insurance        
 

8. Authorization (Required) 

 For All Electronic Deposits: I hereby authorize Aetna Life & Casualty (Bermuda) Ltd., Aetna Life Insurance Company, and any of their affiliated companies 
(“Aetna”) and/or their dedicated Agents to make payments of any benefits payable to me and/or my dependents, by crediting such payments to my account 
at the bank or financial institution named on this form.  I agree to notify Aetna in writing of any changes relating to the information provided on this form or 
withdrawal of this authorization.  I agree that if, for any reason, unearned benefit payments are deposited into my account, I will immediately repay the full 
amount of any such payments.  I further agree that if I do not immediately repay such payments, I will personally be liable for all costs of collection (including 
reasonable attorney’s fees and the maximum interest permitted by law). 

 Medical, Pharmacy, Dental, and Vision Authorization.  Must be signed and dated: I authorize all physicians, other health professionals, 
pharmacies/pharmacists, hospitals and health care institutions to provide Aetna and any independent parties acting on Aetna’s behalf or with whom Aetna 
has contracted, information concerning health care, advice, treatment or supplies provided to the Patient (including that related to mental illness and/or 
AIDS/ARC/HIV).  This information will be used for the purposes of evaluating and administering claims.  Aetna may provide the employer named on this form 
with any benefit calculation used in the payment of this claim for the purpose of reviewing the experience and operation of the policy/contract.  This 
authorization is valid for the term of the policy or contract under which a claim is submitted.  I know I have a right to receive a copy of this authorization upon 
request and agree that a copy of this authorization is as valid as the original. 

 Warning: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person.  Penalties include 
imprisonment and/or fines.  In addition, an insurer may deny insurance benefits if false information materially related to claim was provided by the applicant. 

 You may elect to use an electronic form of signature on this claim form confirming your verification and declaration to the details given above. For the 
avoidance of doubt such electronic signature will be valid and binding as if you had provided your original signature. We may rely on such electronic 
signature as a binding verification and declaration confirming that the information above is accurate and not misleading in all respects. 

Patient's or Authorized Person's Signature    Date (mm/dd/yyyy)   

 Please Retain A Copy For Your Records 

GR-68069 (7-12) B Coverage underwritten by Aetna Life Insurance Company and Aetna Life & Casualty (Bermuda) Ltd.  


	Aetna Global Benefits(
	* Refer to your plan documents to verify the coverage(s) that are available through your Plan.


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (None)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket true
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 99
  /Optimize true
  /OPM 1
  /ParseDSCComments false
  /ParseDSCCommentsForDocInfo false
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo true
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 600
  /ColorImageDepth 8
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 600
  /GrayImageDepth 8
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 2400
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.00000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /JPN <FEFF3053306e8a2d5b9a306f300130d330b830cd30b9658766f8306e8868793a304a3088307353705237306b90693057305f00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /FRA <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (Moore Wallace - RRD Job Options for High-Resolution PDFs)
  >>
>> setdistillerparams
<<
  /HWResolution [2540 2540]
  /PageSize [792.000 1224.000]
>> setpagedevice


	medical: Yes
	rx ck: Off
	dental: Off
	vision: Off
	1: 
	 er name: 
	 id 1: W
	 id 2: 
	 id 3: 
	 id 4: 
	 id 5: 
	 id 6: 
	 id 7: 
	 id 8: 
	 id 9: 
	 id 10: 
	 dob 1: 
	 dob 2: 
	 dob 3: 
	 dob 4: 
	 dob 5: 
	 dob 6: 
	 dob 7: 
	 dob 8: 
	 male: Off
	 female: Off
	 street: 
	 city: 
	 state/prov: 
	 country: 
	 postal/zip code: 
	 ee phone#: 
	 primary email add: 
	 ee name: 

	2: 
	 pt name: 
	 self: Off
	 spouse: Off
	 child: Off
	 other box: Off
	 other: 
	 dob 1: 
	 dob 2: 
	 dob 3: 
	 dob 4: 
	 dob 5: 
	 dob 6: 
	 dob 7: 
	 dob 8: 
	 male: Off
	 female: Off

	3: 
	 svc dates 1: 
	0: 
	1: 
	2: 
	3: 

	 dr: 
	 name/address 1: 
	0: 
	1: SEE BILL
	2: 
	3: 


	 svc decrip 1: 
	0: 
	1: SEE BILL
	2: 
	3: 

	 dx 1: 
	0: 
	1: SEE BILL
	2: 
	3: 

	 city/state 1: 
	0: 
	1: SEE BILL
	2: 
	3: 

	 currency 1: 
	0: 
	1: 
	2: 
	3: 

	 total chrg 1: 
	0: 
	1: 
	2: 
	3: 


	4a: 
	 yes: Off
	 no: Off

	4b: 
	 yes: Off
	 no: Off

	4: 
	 accident 1: 
	 accident 2: 
	 accident 3: 
	 accident 4: 
	 accident 5: 
	 accident 6: 
	 accident 7: 
	 accident 8: 
	 time: 
	 am: Off
	 pm: Off

	4d: 
	 line 1: 
	 line 2: 

	5: 
	 wire: Off
	 check: Off
	 eft: Off
	 use: Yes
	 ee: Off
	 prov: Yes
	 rre: Yes
	funds text: Country:      GERMANYCurrency:    EURO
	 sect 6/benefit: Off

	6a: 
	 acct#: DE19540515500000980565
	 accthldr name: MVZ International Rehab Westpfalz GmbH
	 routing#: MALADE51KUS
	 swift: Off
	 chips: Off
	 federal: Off
	 bank sort: Off
	 iban: Yes
	 other bx: Off
	 other: 
	 bank name: Kreissparkasse Kusel
	 bank address: Gartenstr. 4, 66869 Kusel, Germany
	 bank phone#: +49-06381-9110

	7: 
	 yes: Off
	 no: Off
	 fam name/relation: 
	 dob 1: 
	 dob 2: 
	 dob 3: 
	 dob 4: 
	 dob 5: 
	 dob 6: 
	 dob 7: 
	 dob 8: 
	 male: Off
	 female: Off
	 other ins co: 



