Critical lllness Insurance

Submitting a Critical lliness Claim

Guardian works smarter to keep claims submission easy for you — by offering a simple claims process, you can focus on your
recovery. Simply fill out the form, collect your required documentation {listed below) and submit your claim by mail, fax or email.
Your claim is processed within 5-7 business days.!
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Obtain claim form
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Complete claim form

Required Documents

Step 4:
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processed
Get the claim form from Complete the claim form. Be Collect all required Submit the Claim via within
your Human Resource sure to complete ALL fields, documentation listed below. mail, fax, or website -
department, or via the website and sign and date the form. 5-7 business
at www.GuardianAnytime.com davsl
(Form GG-016218).
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* Completed Employee claim form

* Employer and Attending Physician Sections
(if applicable)

* Documentation identifying services
rendered with provider, patient’s name,
and dates and types of services/treatment.
This could include, but is not limited to,
copies of the following:

— Medical bills from the provider(s)

— Medical records

— Explanation of Benefits from Medical
Carrier

— ER Report
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Questions about your claim?

Call 1-800-268-2525
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