CATASTROPHIC INMATE MEDICAL
INSURANCE CLAIM PROCEDURES

THE INSURANCE CARRIERS PROVIDE CLAIMS REVIEW AND MONITORING SERVICES. AS PART OF
THIS PROCESS, IT IS REQUESTED THAT THE PROCEDURE OUTLINED BELOW BE FOLLOWED
CLOSELY.

1) PLEASE NOTIFY ALLIANT INSURANCE SERVICES,INC WITHIN 48 HOURS OF ANY POTENTIAL
CLAIM BY SENDING A COMPLETED 48 HOUR NOTIFICATION FORM TO MARIANA SALYER AT
MSALYER@ALLIANT.COM OR FAX THE COMPLETED FORM TO (619)699-0901.

2) BEFORE A CLAIM CAN BE CONSIDERED FOR REIMBURSEMENT, THE FOLLOWING “PROOF OF
LOSS” INFORMATION MUST BE SUBMITTED:

A) A cOMPLETE SPECIFIC CLAIM PROOF OF LOSS NOTIFICATION FORM DETAILING THE
REQUEST FOR BENEFIT PAYMENTS.

B) A COPY OF ALL ITEMIZED MEDICAL AND HOSPITAL BILLS FOR THE REQUESTED
REIMBURSEMENT.

C) A COPY OF ALL CHECKS ISSUED IN PAYMENT FOR EACH CLAIMANT.

D) A STATEMENT FROM THE JAIL FACILITY PROVIDING INCARCERATION DATES.

AFTER THE COMPANY RECEIVES THE ABOVE INFORMATION, THE CLAIM IS REVIEWED. CLAIMS ARE
USUALLY PAID WITHIN 60 DAYS. CLAIM FORMS ARE INCLUDED IN THIS PACKET AND MAY BE
DUPLICATED AS NEEDED.

IMPORTANT:
ELIGIBLE EXPENSES INCURRED AFTER A POLICY IS CANCELLED OR NON-RENEWED ARE NOT
ELIGIBLE FOR REIMBURSEMENT.


mailto:MSALYER@ALLIANT.COM

CIMI 48 HOUR NOTIFICATION
FORM - HOSPITAL ADMITTANCE

JAIL INFORMATION

NAME OF JAIL FACILITY:

ADDRESS OF JAIL FACILITY:

CURRENT PoLICY # (REQUIRED):

PoLicy EFF. DATE:

JAIL/SHERIFF’S OFFICE CONTACT (THIS MUST BE THE PERSON IN CHARGE OF MAKING INMATE MEDICAL DECISIONS)

NAME:

EMAIL:

INMATE INFORMATION

NAME:

JAIL ID # (REQUIRED):

INCARCREATION DATE:

HoSPITAL INFORMATION

NAME OF HOSPITAL ADMITTED TO:

TITLE:

PHONE:

DOB:

HosPITAL CONTACT NAME:

CONTACT’S TITLE:

DATE ADMITTED:

TYPE OF INJURY:

CONTACT’S PHONE #:

HosPITAL DISCOUNT AGREEMENT %:

EXPECTED HOSPITAL RELEASE DATE:

PROGNOSIS

ExpecTep CLam? [ ]JYes [ ]No




CIMI—SPECIFIC CLAIM PROOF
OF LOSS NOTIFICATION FORM

INSURED INFORMATION

FACILITY NAME:

EFFECTIVE DATE: EXPIRATION DATE:
SUPERVISOR/ADMINISTRATOR; PoLicY NUMBER;
CLAIMANT: DATE OF BIRTH:
INCARCERATION DATE: DATE RELEASED:
IF ACCIDENT, DATE: LOCATION:
DESCRIBE ACCIDENT:

NATURE OF INJURY:

IF ILLNESS, DIAGNOSIS: DATE FIRST CONSULTED PHYSICIAN:
ATTENDING PHYSICIAN NAME: ATTENDING PHYSICIAN PHONE:
ATTENDING PHYSICIAN ADDRESS: ATTENDING PHYSICIAN CITY, STATE, ZIP:
HOSPITAL NAME: HOSPITAL PHONE:

HOSPITAL ADDRESS: HOSPITAL CITY, STATE, ZIP:

IS CLAIMANT STILL HOSPITALIZED? IS LARGE CASE MANAGEMENT INVOLVED?
IS CLAIMANT RECEIVING CONTINUING TREATMENT? IS SUBROGATION AVAILABLE?
PROGNOSIS:

IS THERE ANY OTHER COLLECTIBLE INSURANCE FOR THIS CLAIM?

TOTAL BENEFITS SUBMITTED: LESS SPECIFIC DEDUBTIBLE:

REIMBURSABLE CLAIM:
DOCUMENTATION

IF THIS IS AN INITIAL PROOF OF LOSS, PLEASE INCLUDE COPIES OF THE FOLLOWING DOCUMENTATION:
1. ITEMIZED HOSPITAL BILLS

2. COPY OF CHECKS PAID TO PROVIDERS

3. COMPLETED CLAIM FORM

IF THIS IS A CONTINUING CLAIM, PLEASE PROVIDE CLAIM NUMBER:

| HEREBY REPRESENT THAT TO THE BEST OF OUR KNOWLEDGE, THE INFORMATION PROVIDED IS COMPLETE AND CORRECT.

SUBMITTED By: TITLE: DATE:




CIMI—SPECIFIC CLAIM PROOF Ol
LOSS SUPPLEMENTAL CLAIM FORM

INMATE NAME:
DOB:

PRIMARY DIAGNOSIS:

CURRENT LLOYD'S OF LONDON PoLicy NUMBER:

INSURED CHECK DATE INSURED CHECK AMOUNT INCURRED DATE RANGE
MM/DD/YY $X,XXX.XX From (Mm/DD/YY):  To (Mm/DDIYY):
$
$
$
$
$
$
$
$
$
$
$
$
$
$
$
$
$
$
$
$
AUTHORIZED SIGNATURE: DATE:

TOTAL INSURED CHECK AMOUNT:  $

LEss SPECIFIC DEDUCTIBLE: $

REIMBURSEMENT AMOUNT: $
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