
Notificación de lesión     UNITED STATES FIRE INSURANCE COMPANY 
 
Este formulario de notificación de lesión se utilizara para reclamos médicos por accidente.  Este formulario y toda la 
demás correspondencia deben enviarse dentro de los 90 días a partir de la fecha del accidente. 
 
Cobertura 
Los gastos cubiertos elegibles se pagaran solo si exceden de otro seguro valido y cobrable o pago medico plan.  Si el 
reclamante está cubierto por cualquier otro seguro médico o plan de pago médico, primero debe presentar un reclamo 
al seguro primario.  Después de que el seguro principal haya pagado beneficios, presente este formulario de reclamo 
junto con todas las EOB (explicación de beneficios) del seguro primario. 
 
Formulario de reclamación 
Este formulario de reclamo de la Compañía debe enviarse para cada reclamo individual. La parte (A) debe ser 
completada por completo por el titular de la póliza funcionario o un miembro del personal y firmada por el funcionario 
del titular de la póliza o el miembro del personal. La parte (B) debe completarse en su totalidad por la persona lesionada 
o el padre o guardián/tutor si esa persona lesionada es menor de edad y también debe estar firmada. No es necesario 
un formulario de reclamación completamente completado al presentar facturas médicas adicionales; solo se necesita 
una forma de reclamo por accidente / lesión. 

Facturas médicas 
Adjunte todas las facturas médicas. Todas las facturas médicas enviadas deben detallar el servicio médico. Una 
declaración de saldo adeudado no es aceptable y solo demorará el procesamiento. La oficina del médico debe presentar 
la factura como indica CMS 1500. Un hospital y / o cuarto de emergencia debe enviar la factura como indica UB04. CMS 
1500 y UB04 son formularios de facturación universal proporcionados por la oficina del médico y / o hospital. 
 
Solicitudes de información 
En caso de que un reclamo no se presente por completo o si se necesita información adicional, el reclamo se cerrará, y la 
información adicional será solicitada a través de correo de los Estados Unidos. Envíe la información solicitada de 
inmediato, para que podamos terminar de adjudicar su reclamo de manera rápida. La explicación de los beneficios 
(solicitud de información) se enviará a la dirección de la persona lesionada mencionada en el formulario de reclamación 
en la Parte (B). 
 
Lista de verificación de presentación de reclamaciones 
Use la siguiente lista de verificación para asegurarse de que se envíe un reclamo médico debidamente. 
 
¿Si la persona lesionada tiene seguro de salud primario, el reclamo se ha enviado primero a la Compañía de seguro de 
salud?    ___ Sí      ___ No 
 
¿Si el reclamo se presentó primero a la compañía de seguro de salud primaria, hay copias de explicación de los 
beneficios  adjuntado?   ___ Sí     ___ No 
 
¿La parte (A) del formulario de reclamo está completada por el titular del seguro o el funcionario y firmada?    ___ Sí     
___ No 
 
¿La parte (B) del formulario de reclamo está completada por la persona lesionada o el padre o guardián/tutor y firmada?   
___ Sí      ___ No  
 
¿Las facturas médicas adjuntas están detalladas en un formulario CMS 1500 o UB04?   ___Sí     ___No 
 
¿En la parte (B) se completó el número 3 (número de seguro social)?      ___Sí     ___No 
 



 
 
Enviando por correo el reclamo 
Cuando se haya completado por completo, envíe por correo el formulario de reclamo, facturas médicas detalladas y 
copias de explicación de beneficios  si la cobertura es excesiva  a: 
 
The Loomis Company 
P.O. Box 14162 
Reading, PA   19612-4162 
 
Si tiene alguna pregunta, o si el consultorio del médico o el hospital necesita confirmar los beneficios antes de un 
procedimiento médico, por favor, póngase en contacto con la oficina de reclamaciones al (866) 915-6618. 
Los documentos también pueden enviarse por fax a la oficina de reclamos al (610) 370-6767. Por favor no envíe por fax 
las reclamaciones médicas, como con frecuencia  las cuentas médicas son ilegibles cuando se envían por fax. Para enviar 
documentos por correo electrónico, envíe a suppacc@loomisco.com 
 
TENGA EN CUENTA que las reclamaciones deben presentarse dentro de los 90 días posteriores a la fecha del 
accidente. 
 
DARSE CUENTA 
Advertencia de fraude: cualquier persona que, con la intención de defraudar o facilitar a sabiendas un fraude contra un 
aseguradora, presenta una solicitud o presenta un reclamo que contiene una declaración falsa o engañosa, u oculta la 
información con el propósito de inducir a error puede ser culpable de fraude de seguro y estar sujeta a sanciones 
penales y / o sanciones civiles. 

mailto:suppacc@loomisco.com


NOTIFICATION OF INJURY                         United States Fire Insurance Company

This Notification of Injury Form is to be used for accident medical claims. This form and all other correspondence must be
submitted within 90 days from the date of accident.

Policies With Excess Coverage
Eligible covered expenses will be paid only if they are in excess of other valid and collectible insurance or medical payment
plan. If the claimant is covered by any other health insurance or medical payment plan they must first submit claim to the 
primary insurance.   After the primary insurance has  paid benefits, then submit this claim form along with all EOB’s
(explanation of benefits) from the primary insurance.

Policies With Primary Coverage
Eligible covered expenses will be paid regardless of other valid and collectible insurance or medical payment plan. There is no
need to submit claim to any other insurance.

Claim Form
This Company claim form must be submitted for each individual claim. Part (A) must be completed in full by the Policyholder
official or a staff member and signed by the Policyholder official or staff member. Part (B) must be completed in full by the 
injured person or the parent or guardian if that injured person is a minor and also must be signed. A fully completed claim 
form is not necessary when submitting additional medical bills; only one claim form is needed per accident/injury.

Medical Bills
Attach all medical bills. All submitted medical bills must be itemized for service. A balance due statement is not acceptable
and will only delay processing. A physician’s office should submit an invoice per CMS 1500. A hospital and/or emergency
room should submit an invoice per UB04. CMS 1500 and UB04 are universal billing forms supplied by the physician’s office
and/or hospital.

Information Requests
In the event that a claim is not submitted in full or if additional information is needed, the claim will be closed, and the
additional information will be requested via US Mail. Please forward the requested information immediately, so that we may
finish adjudicating your claim in a swift manner. The explanation of benefits (information request) will be sent to the address
of the injured person listed on the claim form in Part (B).

Claim Submission Checklist
Use the below checklist to assure a properly submitted medical claim is to be sent.

If the injured person has primary health insurance has the claim been submitted first to the primary
health insurance company?                                                                                                                               Yes   No

If claim has first been submitted to the primary health insurance company, are copies of EOB’s
(explanation of benefits) attached?                                                                                                                   Yes   No

Is part (A) of the claim form completed by the Policyholder official or staff member and signed?                 Yes   No 

Is part (B) of the claim form completed by the injured person and signed?                                                     Yes   No 

Are the attached medical bills itemized in either a CMS 1500 or UB04 form?                                                Yes   No 

Is part (B), item number 3 (social security number) completed?                                                                      Yes   No
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Mailing The Claim
When completed in full, mail the attached completed claim form, itemized medical bills and copies of EOB’s (explanation of
benefits for use if coverage is excess) to:

The Loomis Company
P.O. Box 14162
Reading, PA. 19612-4162

If you should have any questions, or if a physician’s office or hospital needs to confirm benefits before a medical procedure, 
please contact the claims office at (866) 915-6618.

Documents may also be faxed to the claims office at (610) 370-6767. Please do not fax full medical claims, as often times
medical bills are illegible when faxed. For emailing documents, please email suppacc@loomisco.com

PLEASE NOTE: Claims Must Be Submitted Within 90 Days Of The Date Of Accident.

NOTICE

Fraud Warning: Any person who, with the intent to defraud or knowingly facilitates a fraud against an
insurer, submits an application or files a claim containing a false or deceptive statement, or conceals
information for the purpose of misleading may be guilty of insurance fraud and subject to criminal and/or
civil penalties.

PART A – This PART MUST be completed, dated and signed by an official or the Organization.

1. Name of Organization and Policy Number

2. Address of Organization             (Street)                                               (City)                                         (State)                                         (Zip)

3. Name of Injured Person (Insured)                     (First)                                                  (Middle)                                      (Last)

4. Date of Accident/Injury
Mo            Day               Year

/                    /

5. Injury Occurred:

Practice Travel Game

Other __

6. Type of Sport or Activity:

7. Explain HOW the accident and injury occurred. NOTE: If your organization uses an Accident Report form, attach a copy of the Report.

8. At the time of the accident, was the Injured Person
involved in an activity under the jurisdiction of the
Organization (Policyholder)?  Yes No

9. Name of Supervisor of Activity 10. Was he/she a witness to
Yes No

11. Signature of Organization Official

X _                                                                            _

12. Title of Official 13. Area Code/Telephone No.
(      )

14. Date Signed
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PART B – This PART MUST be completed, dated and signed by the Injured Person – or if the Injured Person is under age 18 or otherwise dependent 
– by his/her Parent or Guardian.

PRINT HERE – NAME OF PERSON COMPLETING FORM Check one: Injured Person Parent Guardian

Give the following information about the Injured Person:

1. Date of Birth
Mo  Day  Year 

/ /

2. Male
Female   

3. Social Security No. or Student Visa No.

/  /

4. Area Code/Telephone No.

( )

Please note the Injured Person’s Social Security Number MUST be provided as required by the Center for Medicare Services.
5. Address (Street) (City) (State) (Zip)

6. Employer (Name) (Street) (City) (State) (Zip)

Area Code/Employer Telephone No.
( )

7. Is the Injured Person covered under any other health and/or accident insurance plans? Yes No
If YES, give the following information:

Name of Other  Address of Other         Policy Number(s)  Name of Policyholder(s) 
Insurance Company(s)  Insurance Company(s)

8. If the Injured Person is under 18 or otherwise dependent, give the following information:

Name of Father or Male Guardian

Place of Employment

Address of Employer  Area Code/Employer Phone No.
( )

Name of Mother or Female Guardian

Place of Employment

Address of Employer  Area Code/Employer Phone No.
( )

9. If the Injured Person is married, give the following information:

Name of Wife or Husband

Place of Employment

Address of Employer  Area Code/Employer Phone No.
( )

I hereby authorize any physician or medical practitioner, hospital, other organization, institution, or person that has any medical records or knowledge
of me or my family as diagnosis, treatment, and prognosis regarding any physical, mental, drug or alcohol condition of any and all such information to 
be given to United States Fire Insurance Company or its authorized Administrator or their legal representatives.  Any information obtained will not be
released by the Company except to persons or organizations performing business or legal services in connection with my application or claim. A
photocopy of this authorization shall be valid as the original and is valid for 12 months from the date shown below. I understand that my authorized
representative or I will receive a copy of this authorization upon request.

Injured Person 
Parent

X _ _    _ Guardian Date: __ __
Signature (in writing) of Responsible Party    Print Name
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Fraud Warning:  Any person who, with the intent to defraud or knowingly facilitates a fraud against an
insurer, submits an application or files a claim containing a false or deceptive statement, or conceals
information for the purpose of misleading may be guilty of insurance fraud and subject to criminal and/or
civil penalties.

Please see the following for a list of any specific warning as required:

Arizona Residents: 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 Residents: For your protection California 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 state prison.

Colorado Residents:  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.

Hawaii Residents:  For your protection, Hawaii law requires you to be informed that presenting a
fraudulent claim for payment of a loss or benefit is a crime punishable by fines or imprisonment or both.

Idaho Residents:  Any person who knowingly and with intent to defraud or deceive any insurance
company, files a statement or claim containing a false, incomplete, or misleading information is guilty of
a felony.

Kentucky Residents:  Any person who knowingly and with intent to defraud any insurance company or
other person files a 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.

Oklahoma Residents:  WARNING: Any person who knowingly, and with intent to injure, defraud or
deceive any insurer, makes any claim for the proceeds of an insurance policy containing any false,
incomplete or misleading information is guilty of a felony.

Pennsylvania Residents:  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.

Texas Residents:  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 state prison.
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