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LifeWise Assurance Company

PO Box 2272     

Seattle, WA  98111-2272     

	Phone: 4325-918-4575
Fax: 425-918-4485
	800-258-0394
800-628-2380

	Email: LWACStopLossClaims@LifeWiseAC.com


REQUEST FOR AGGREGATE STOP LOSS REIMBURSEMENT
This request is for:      FORMCHECKBOX 
 Year End Claim      FORMCHECKBOX 
 Monthly Accommodation (threshold       )


	Policyholder’s Name:            
	Policy Number:       

	Plan Type:   FORMCHECKBOX 
  12/12   FORMCHECKBOX 
  12/15   FORMCHECKBOX 
  15/12   FORMCHECKBOX 
  24/12   FORMCHECKBOX 
  Paid   FORMCHECKBOX 
  Other:       

	Coverage Period: From             To       



	Attachments:

	Total Paid Claims to Date
	$     

	 FORMCHECKBOX 
 Paid Claims Reports

	Less Amounts Exceeding the Maximum Aggregate Eligible
	$     

	 FORMCHECKBOX 
 List of Individual Claims Paid

	Less Voids, Refunds and Recoveries
	$     

	 FORMCHECKBOX 
 List of Voided Checks and Refunds

	Less Ineligible or Extra Contractual
	$     

	 FORMCHECKBOX 
 List of Extra-contractual Payments

	Less Aggregate Attachment Point
	$     

	 FORMCHECKBOX 
 Eligibility Listing

	Subtotal
	$     

	 FORMCHECKBOX 
 Fund Account Statements 

	Less Prior Reimbursement(s)
	$     

	 FORMCHECKBOX 
 Eligibility Listing

	Reimbursement Request 
	$     





Your reimbursement request should include the following information:
1. Census Listing for all individuals covered during the policy period. The list must contain all types of coverage (single, family, COBRA, etc.) and must contain all additions, terminations and changes. 
Please supply Coordination of Benefits information. Excel format preferred.
2. Copies of third party liability inquires for all accident claims paid. This documentation must also contain subrogation information for all applicable claims, including copies of signed Subrogation Agreements, the name and address of the agency engaged to pursue recovery, if applicable, and any other relevant documentation regarding the recovery status of claims.
3. Copies of COBRA elections forms including enrollment card(s), dates of coverage and proof of payment 
of premiums for all people who elected COBRA.
4. Claim detail report showing employee name, patient/claimant name, incurred date, paid date, provider information, amount paid, check number, payee name and diagnosis code for all claims declared under 
the Aggregate policy. Excel format preferred.
5. List of all refunds received for this account.
6. List of all non-contractual payments/pay by exceptions that were made during the policy period with a comprehensive explanation of the payment.
7. List of all claims and the dollar amount that exceeded the Specific Deductible, if applicable.
8. Proof of funding, including banking or funding reports that substantiate that the group has funded 
all claims.

We certify that the above information is correct and that the claims have been paid in accordance with the document.
	Third Party Administrator:       

	Form Completed by:       
	Date:       

	Address:       

	City:       
	State:       
	ZIP:       

	Phone:       
	Email:       




Email completed claim form and documentation to: LWACStopLossClaims@LifeWiseAC.com
Fraud Notice
Arizona:  Any life insurance producer, examining physician or other person who knowingly makes a false or fraudulent statement or representation on or relative to an application for life or disability insurance, or who makes any such statement to obtain a fee, commission, money or benefit is guilty of a Class 2 misdemeanor.

California:  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:  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.

New Mexico:  Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to civil fines and criminal penalties.

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 include imprisonment, fines, and denial of insurance benefits.

All other states:  Any person who knowingly and with intent to defraud or deceive any insurance company submits an insurance application or statement of claim containing any false, incomplete or misleading information may be subject to civil or criminal penalties, depending upon state law.
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