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Health Screening Benefit Claim Form

Things to know before you begin

Instructions for Option A

Instructions for Option B

Choose one of the two options 
to provide Proof Requirements:
Option A or Option B. Review, 
sign and date pages 4 and 5.

Return completed form by 
fax, mail or on-line at (https://
mybenefits.metlife.com).

SECTION 1 - Certificateholder Information
(First, Middle Initial, Last Name) Certificate Number

(Month/Day/Year)

(optional)

SECTION 2 - Patient Information (if claim submitted by someone other than the insured)

SECTION 3 - Proof Requirement

Select one of the following Options and attach a copy to pages 1, 2, 3 and 4 of the claim form:

 Option A -  
Provide a copy of an explanation of benefits or similar proof that the test was completed.

 Option B -   
Ask your physician or provider to complete section 8.

Part 1
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SECTION 4 - Special Payment Instructions & Direct Deposits

(e.g., requesting that your claim proceeds be sent to an 
address other than the address of record)

(If Yes complete the Account Information section below.)

(check one)

Be sure to confirm your account and routing numbers 
with your bank to ensure prompt processing.

Authorization & Signature

(Please Print)

Signature Date (mm/dd/yyyy)



HSB-CLM-GENERIC-NW (05/15)  Fs Page 3 of 7

SECTION 5 - Fraud Warning

Alabama, Arkansas, District of Columbia, Louisiana, 
Massachusetts, Minnesota, New Mexico, Ohio, Rhode 
Island and West Virginia: 

Alaska: 

Arizona: 

California: 

Colorado: 

Delaware, Idaho, Indiana and Oklahoma: 

Florida: 

Kentucky: 

Maine, Tennessee, Virginia and Washington: It 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, fines or a denial of 
insurance benefits.
Maryland: 

New Hampshire: 

New Jersey: 

Oregon and Vermont: 

Puerto Rico: 

Texas: 

Pennsylvania and all other states: 
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SECTION 6 - Certification & Signature

New York Residents: 

Under penalty of perjury, I certify:
1. That the number shown on this form is my correct taxpayer identification / social security number; and
2. That I am not subject to IRS required backup withholding as a result of failure to report all interest or 

dividend income; and
3. I am a U.S. citizen, or a U.S. resident for tax purposes.

Please note: If item 2 or 3 above is not true, cross out the applicable item(s). 

(Please Print)

(mm/dd/yyyy)

(e.g., guardian, conservator, power of attorney, etc.)
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Authorization to Disclose Health Information
Things to know before you begin

areas of the form; sign this form; fax or return this form as 
soon as possible to expedite processing of your claim - retain 
original for your records.

of the legal document(s) authorizing you to act on the 
Claimant’s behalf.

Your refusal to complete and sign 
this form may affect your eligibility 
for benefits under your insurance 
policy.

HIPAA: This Authorization has been carefully and specifically drafted to permit disclosure of health information 
consistent with the privacy rules adopted and subsequently amended by the United States Department of Health 
and Human Services pursuant to the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

1. I permit: 

2. I permit 

This Authorization to Disclose Information About Me

Information concerning mental illness, HIV, AIDS, HIV related illnesses and sexually 
transmitted diseases or other serious communicable illnesses may be controlled by various laws and regulations. I 
consent to disclosure of such information, but only in accordance with laws and regulations as they apply to me. 
Information that may have been subject to privacy rules of the U.S. Department of Health and Human Services, 
once disclosed, may be subject to redisclosure by the recipient as permitted or required by law and may no longer 
be covered by those rules. Your health care provider may not condition your treatment on whether you sign this 
authorization.
I understand

Name of Claimant or Authorized Representative (Please Print) Date of Birth (mm/dd/yyyy)

Signature of Claimant or Authorized Representative Date (mm/dd/yyyy)

If signed by Authorized Representative, describe your authority and provide documentation.

(e.g., guardian, conservator, power of attorney, etc.)

Voluntary & Worksite Benefits
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Health Screening Benefit Physician Statement

Things to know before you begin

You must sign Section 7 below. 
Your Physician/Provider must 
complete Section 8.

SECTION 7 - Patient Authorization & Signature

I authorize the release of any medical information necessary to process this claim. The signature of the insured 
or authorized representative of the insured is required below.

Signed Date (mm/dd/yyyy)

Relationship to Insured

SECTION 8 - Information Needed From Your Physician/Provider

8A - Patient Information

(mm/dd/yyyy)

8B - Health Screening Tests

(Date the Health Screening tests were completed)
(mm/dd/yyyy)

(mm/dd/yyyy)

(mm/dd/yyyy)

Physician Statement
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8C - Medical Provider Signature and Medical Specialty

Please Print Your Name Phone Number

Signed Date (mm/dd/yyyy)

Street Address Medical Specialty

City State ZIP Code


