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Mail to the 
following 
address:	

Humana
P.O. Box 13068
Green Bay, WI 54344

Customer Service: 1-855-448-6982
Or Fax to: 1-502-405-7107
Email to: vbclaimssubmission@humana.com

Cancer Claim Form – Insured Statement
The offering Company(ies) listed below, severally or collectively, as the content may require, are referred to in this 
authorization as “We or “Humana.”

Life, Specified Disease/Critical Illness, Hospital Indemnity, and Accident Insurance products insured by Kanawha 
Insurance Company, Humana Insurance Company, Humana Insurance Company of New York or Humana Insurance 
Company of Kentucky.

Any Person, who with the intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an 
Application or files a claim containing a false or deceptive statement may be subject to prosecution and punishment for 
insurance fraud. (See State Specific Fraud Warning Statements on pages 5-6)

The below Statements are true to the best of my knowledge and belief.
___________________________________________________________________________ __________/___________/__________ 
Signature of Subscriber	 Date

Member Information: 
Is the claim for the:    Subscriber    Dependent
Subscriber’s Name  ______________________________________________________ Policy No.  __________________________ 

Mailing Address _________________________________________________________ Social Security No.  __________________ 

City__________________________State________ Zip Code_______________Date of Birth _____/______/_____ 

Daytime Telephone No. (______) ____________________

Would you like to receive a text or email when your claim is processed?  
  Text(your carrier’s standard messaging rates apply)    Email

(If Text) Number to receive text (______)_________________Name of wireless carrier_________________
(If Email) Email Address to receive message: ______________________________________________

Do you have medical coverage with Humana?   Yes   No	   If yes, Medical ID No. _ ____________________________	

Claimant Name _________________________________________________________ Date of Birth  _____ /_____/_____

Travel Expenses
Please check the type of travel benefit you are claiming for: 

Meals 	 Use of Personal Vehicle 	 Lodging 	 Expenses for common carriers of transportation

Please check who accompanied you for your cancer treatment:

Attended alone 	 Spouse or Friend 	 Child Multiple adults and children

• A copy of the pathology report with a definitive diagnosis is required.
• COVERED EXPENSES: Please submit itemized bills, to include; dates of service, ICD9

diagnosis codes, and CPT procedure codes.
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Physician Information: Attending (Treating) physicians:

Physician’s Name Address Phone 

Has the claimant ever been treated for the same or a similar condition in the past?   Yes     No

If yes, Please provide the prior physician information:

Physician’s Name Address Phone 

Physician information:
List all physicians that treated the patient in the five years prior to the policy effective date:

Physician’s Name Address Phone Number Reason for Visit

Cancer Claim Form – Insured Statement

Medication information:
List all medication being taken by you:

Medication Prescribing Physician Date Prescribed
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Authorization to release information - For the Use and Disclosure of Protected Health Information

TO: Any physician, medical practitioner, hospital, pharmacy, clinic or other medical or medically-related facility or provider 
of medical or dental services or supplies; any employer, group policyholder, contract holder or insurer, benefit plan 
administrator, administrator, The Index System, business entities, financial institutions, consumer reporting agencies, 
educational institutions, or any Federal, State or Local Government Agency, including Social Security Administration and 
Veterans Administration.
I authorize the use and/or disclosure of my protected health information and other related information as described below:
1.  My authorization applies to that information obtained by all health care professionals. This information may include my

medical records, laboratory reports, prescription medication records, and radiology reports in the possession of all health
care professionals. For purposes of this authorization, medical information specifically includes confidential information
regarding HIV/AIDS, communicable diseases, alcohol or drug abuse, and mental health, as such information may relate to
my claim for benefits. This information may be used and/or disclosed pursuant to this Authorization.

2. I authorize all health care professionals to disclose my protected health information to Humana Insurance Company,
Humana Insurance Company of Kentucky or Kanawha Insurance Company.

3. My authorization applies to work information and history, including, but not limited to, job duties, earnings and
personnel records, client lists, any and all other work-related information for contractual work performed; information
on any insurance coverage and claims filed, including all records and information related to such coverage and claims.

4. I authorize the release of information concerning Social Security benefits, including, but not limited to, monthly benefit
and payment amounts, entitlement dates and entitlement details, and information from my Master Beneficiary Record.

5. I authorize only designated staff of Humana Insurance Company or Humana Insurance Company of Kentucky or
Kanawha Insurance Company, to receive, in writing, by photocopy, facsimile, or by telephone, my protected health
information.

6. I understand that, if my protected health information is disclosed to someone who is not required to comply with
federal privacy protection regulations, such information may be re-disclosed and would no longer be protected.

7. I understand that I have a right to revoke this Authorization at any time. My revocation must be in writing in a letter
addressed to Humana Insurance Company or Humana Insurance of Kentucky or Kanawha Insurance Company P.O.
Box 10708, Green Bay WI 54307-0708. This revocation shall become effective on the date it is received by Humana
Insurance Company or Humana Insurance of Kentucky or Kanawha Insurance Company. I am aware that my
revocation is not effective to the extent that the persons I have authorized to use and/or disclose my protected health
information have acted in reliance upon this Authorization.

This Authorization is given in connection with a claim for benefits. I intend that it be valid for the duration of the claim.

A photocopy or facsimile of this authorization shall be valid as the original.
I certify that 
 have received a copy of this Authori8ation and authori8e the use andGor disclosure of my protected 
health information as contemplated herein for  all records or  records for dates of service UUUUUUUUU to UUUUUUUUU 
__________________________________________   _______________________________ __________/___________/__________
Signature Printed Name Date
I have legal authority* under the laws of the State of  ____________________ to make health care decisions on behalf 
of ______________________, the individual to whom the use and/or disclosure of protected health information above 
applies, and execute this Authorization in my capacity as Authorized Representative thereof.

__________________________________________   _______________________________ __________/___________/__________
Name of Authorized Representative/Parent  Relationship to Applicant Date 
or Guardian

*A copy of the legal authority document must be on file with Humana.
If you have any questions when completing this form, please call 1-855-448-6982. 
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Patient Information:
Patient’s Name _________________________________________________________ Policy No. __________________________ 
Street Address __________________________________________________________ Date of Birth _______/________/_______ 
City   _______________________ State ________________ ZIP Code ____________ 

Treatment Information:
Diagnosis or Condition for this patient_ ______________________________ ICD-9/ICD-10 Code_________________________

• A copy of the pathology report is required to review for Cancer benefits.

Cancer Claim Form – Physician Form

Date the symptoms first appeared:_______/________/_______     Date of the first visit:_______/________/_______
Date of the definitive diagnosis of Cancer:_______/________/_______

Has this patient been treated for this same or a similar condition prior to this occurrence?   Yes    No
If yes, list the date(s) of prior treatment:
Referring Physician Name ________________________________________________ Phone No. (_____) __________________
Referring Physician Address _________________________________________________________________________________

Any Person, who with the intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an 
Application or files a claim containing a false or deceptive statement may be subject to prosecution and punishment 
for insurance fraud. (See State Specific Fraud Warning Statements on pages 2-3) 

The above Statements are true to the best of my knowledge and belief.

Printed Name of Physician  ___________________________________  Phone Number (______)______________________

Street Address  ____________________________________________________________Specialty______________________

City _________________________________________________________ State__________ Zip Code___________________ 

Signature of Physician ________________________________________________________________Date _____ /_____/_____ 
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Cancer Claim Form 
State Specific Fraud Warning Statements

Humana:
Any Person who, with the intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits and 
Application or files a claim containing a false or deceptive statement may be subject to prosecution and punishment for 
insurance fraud. We may notify all state and federal law enforcement agencies of any suspected Fraud, as determined 
by Us. We reserve the right to recover any payments made by Us that were made to You and/or any party on Your behalf, 
based on fraudulent or misrepresented information.
AlaskaA �DelawareA 
IdahoA 
IndianaA MaineA MinnesotaA New HampshireA New MexicoA OhioA OklahomaA TennesseeA 
TexasA WashingtonA West Virginia:
Any Person who, with the intent to defraud or knowingly submits an application or claim containing a false or fraudulent 
statement may be subject to prosecution and punishment for insurance fraud.
Alabama:
Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly 
presents false information in an application for insurance is guilty of a crime and may be subject to restitution fines or 
confinement in prison, or any combination thereof.
ArkansasA �LouisianaA �Rhode 
Island:
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.
California:
For your protection California law requires the following statement to appear on this form: Any person who knowingly 
presents 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
District of Columbia:
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 a claim was provided by the applicant.
Florida:
Any person who knowingly and with intent to in(ureA defraudA or deceive any insurer files a statement of claim or an 
application containing any falseA incompleteA or misleading information is guilty of a felony of the third degree. 
Kentucky 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.
Kansas:
Any person who, knowingly and with intent to defraud, presents, causes to be presented or prepares with knowledge or 
belief that it will be presented to or by an insurer, purported insurer, broker or any agent thereof, any written, electronic, 
electronic impulse, facsimile, magnetic, oral, or telephonic communication or statement as part of, or in support of, 
an application for the issuance of, or the rating of an insurance policy for personal or commercial insurance, or a claim 
for payment or other benefit pursuant to an insurance policy for commercial or personal insurance which such person 
knows to contain materially false information concerning any fact material thereto; or conceals, for the purpose of 
misleading, information concerning any fact material thereto. 



State Specific Fraud Warning Statements
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 Jersey:
Any person who knowingly files a statement of claim containing any false or misleading information is subject to 
criminal and civil penalties.
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 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.

Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an 
application or files a claim containing a false or deceptive statement may have violated the state law.

Cancer Claim Form – Insured Statement

Virginia:
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1-877-320-1235 

1-877-320-1235 

1-877-320-1235 
1-877-320-1235 

1-877-320-1235 
1-877-320-1235 
1-877-320-1235 

1-877-320-1235 
1-877-320-1235 

1-877-320-1235 

1-877-320-1235 
1-877-320-1235 

1-877-320-1235 

1-877-320-1235 
1-877-320-1235 

。1-877-320-1235 

1-877-320-1235. 

1-877-320-1235 
1-877-320-1235 

Discrimination is against the law 
Humana Inc. and its subsidiaries comply with applicable federal civil rights laws and do not discriminate on 
the basis of race, color, national origin, age, disability, or sex. Humana Inc. and its subsidiaries do not 
exclude people or treat them differently because of race, color, national origin, age, disability, or sex. 

Humana Inc. and its subsidiaries provide: (1) free auxiliary aids and services, such as qualified sign language 
interpreters, video remote interpretation, and written information in other formats to people with disabilities 
when such auxiliary aids and services are necessary to ensure an equal opportunity to participate; and (2) 
free language services to people whose primary language is not English when those services are necessary 
to provide meaningful access, such as translated documents or oral interpretation. 

If you need these services, call 1-855-448-6982  or if you use a TTY, call 711.

If you believe that Humana Inc. and its subsidiaries have failed to provide these services or discriminated in 
another way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with 
Discrimination Grievances, P.O. Box 14618, Lexington, KY 40512-4618. 

If you need help filing a grievance, call or if you use a TTY, call 711. 1-855-448-6982 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for 
Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at U.S. Department of Health and 
Human Services, 200 Independence Avenue, SW, Room 509F, HHH Building, Washington, DC 20201, 
1-800-368-1019, 800-537-7697 (TDD). 
Complaint forms are available at https://www.hhs.gov/ocr/office/file/index.html 

Multi-Language Interpreter Services 
ATTENTION: If you do not speak English, language assistance services, free of charge, are available to you. 
Call 1-855-448-6982 (TTY: 711).... ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de 
asistencia lingüística. Llame al 1-855-448-6982 (TTY:   711)....   注意：如果您使用繁體中文，您可以免費獲得語言
援助服務。請致電 (TTY: 711)。... CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn 1-855-448-6982 
ngữ miễn phí dành cho bạn. Gọi số 
서비스를 무료로 이용하실 수 있습니다. 

1-855-448-6982 (TTY: 711).... 주의: 한국어를 사용하시는 경우, 언어 지원

1-855-448-6982 (TTY: 711)번으로 전화해 주십시오.... PAUNAWA: Kung
nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. 
Tumawag sa 1-855-448-6982 (TTY: 711).... Если вы говорите на русском языке, то вам доступны 
бесплатные услуги перевода. Звоните (телетайп: 711).... ATANSYON: Si w pale Kreyòl 1-855-448-6982 
Ayisyen, gen sèvis èd pou lang ki disponib gratis pou ou. Rele 1-855-448-6982 (TTY: 711).... ATTENTION : Si 
vous parlez français, des services d’aide linguistique vous sont proposés gratuitement. Appelez le 
1-855-448-6982 (ATS: 711).... UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy 
językowej. Zadzwoń pod numer 1-855-448-6982 (TTY: 711).... ATENÇÃO: Se fala português, encontram- 
se disponíveis serviços linguísticos, grátis. Ligue para 1-855-448-6982 (TTY: 711).... ATTENZIONE: In caso 
la lingua parlata sia l’italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il numero 
1-855-448-6982 (TTY: 711)... ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche 
Hilfsdienstleistungen zur Verfügung. Rufnummer: 1-855-448-6982 (TTY:  711)....  注意事項：日本語を話される

1-855-448-6982 (TTY:  711)まで、お電話にてご連絡ください。. ..場合、無料の言語支援をご利用いただけます 
اب .دشاب یم مهارف امش یارب ناگیار تروصب ینابز تلایهست ،دینک یم وگتفگ یسراف نابز هب رگا :هجوت

 1-855-448-6982 (TTY: 711) تماس بگیرید.
D77 baa ak0 n7n7zin: D77 saad bee y1n7[ti’go Diné Bizaad, saad bee 1k1’1n7da’1wo’d66’, t’11 jiik’eh, 
47 n1 h0l=, koj8’ h0d77lnih 1-855-448-6982 (TTY: 711).... 

 مقرب لصتا .ناجملاب كل رفاوتت ةيوغللا ةدعاسملا تامدخ نإف ،ةغللا ركذا ثدحتت تنك اذإ :ةظوحلم
 711(. :مكبلاو مصلا فتاه مقر)

1-855-448-6982 
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