
 signature

Signed: X ____________________________________________________________________________________     Dated __________________________________, 20____________

Title		  telephone No.	

street Address		  city			s   tate	 zip

 Statement of claimant

Full NAME			T   elephone No.

			   (          )

ADDRESS (number, street, apartment) 		  city			s   tate	 zip	

Birthdate (mo/day/yr)	s ocial security NO.	A ge	O ccupation

Date of Accident	d id your accident happen “On the Job?”	H ave you been hospital confined?

	  Yes      No	  Yes      No

Name of hospital

Street address of hospital		C  ity			   State	 zip

Date claimant entered hospital	 Date released from hospital

 
These statements are true and complete to the best of my knowledge. I authorize any insurer, physician or hospital to disclose any information regarding my insur-
ance coverage or medical history. A photocopy of this form will be as valid as the original. 

Signed: X ____________________________________________________________________________________     Dated __________________________________, 20____________

 Statement of employer/group Policyholder

group NAME		

Group Policy No.		G  roup Effective Date

claimant’s last day worked	 Date claimant was employed	 claimant’s insurance effective date

Basic Life Insurance amount	Am ount of Benefit requested	A nnual Salary (if benefit is salary based)

$	 $	 $

is claimant’s insurance still in effect?	W as claimant’s insurance in effect on the day of the accident?	 is claimant still employed?

 Yes      No	  Yes      No	  Yes      No

ABU1181 (8/06)

Dismemberment Claim Form
for Blue Shield of California Life & Health Insurance Company (Blue Shield Life) 

NOTE:  Please complete the entire claim form.  This form cannot be processed if information is incomplete.

IMPORTANT:  PLEASE PRINT using INK.

Important Notice: For your protection, Californiia 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 subject to fines and confinement in a state prison.

P.O. Box 7725, San Francisco, CA 94120  1-888-800-2742



 attending physician’s Statement   

Name of claimant			   Date of Birth

Please identify the loss:

___________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________  ICD Code (if known)_ ______________________________

is the loss Permanent and Irrecoverable?	W as the Loss caused by an accident?

 Yes       No	  Yes       No

Diagnosis (including any complications)

___________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________

Objective Findings 

___________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________

patient’s condition

 Recovered       Improved       Retrogressed       Unchanged       Ambulatory       Hospital Confined       Bed Confined       House Confined      

Date of FIRST visit	 Date of LAST visit	

Frequency of visits:

 Weekly       Twice Monthly       Monthly       As Needed       Other (specify):

When did accident happen or symptoms first appear?	Is  patient able to work?

	  Yes       No

Has patient ever had the same or similar condition?

 Yes       No      If YES, when?

Has patient been hospitalized for this condition?

 Yes       No      If YES, when?

name of Hospital

Address	C ity			   State	Z ip

Date patient entered the hospital	

Date released from hospital

Attending Physician (please print)	
name		T  elephone No.		

		  (          )

Address	C ity			   State	Z ip

Specialty/Degree				    Date

Signature	

  X ____________________________________________________________________

ABU1181 (8/06) (Reverse) An Independent Licensee of the Blue Shield Association


