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HTH Travel Insurance - Pet Medical Expense

Claim Form & Claimant’s Statement

Plan Number and/or Name:

Insureds Name: Date of Birth:__/
Phone #: ( ) Cell#: ( )

Email Address: Work Phone: ( )

Address: City: State: Zip Code:

Please advise if you wish to be contacted via e-mail or regular mail:

IRAVEL INFORMATION:
Date Travel Arrangements were made: / / Date of initial payment deposit: / /
Scheduled Date of Departure: / / Scheduled Date of Return: / /

OTHER COVERAGE / AUTHORIZATION:

Do you have any other type of pet travel insurance?

If so, please provide the Company Name and Address:

Type of Policy: Policy #: Contact: Phone: ( )

Have you filed a claim with their office at this time? : Yes No

If yes, please note their response:

If not, why not:

PET - ILILNESS/ACCIDENT STATEMENT:

Pet Name: Canine / Feline Pet Weight:

Date Sickness or Injury began: / / Date First Treated: / /

Nature of Pet’s Sickness or Injury (If Injury, describe accident, including date and place):

Period of hospitalization: From / / To: / / Date ended: / /

Was there an accident report for this incident? If Yes, please provide a copy.



EXPENSES CLAIMED:

Please provide supporting documentation of the expenses you are claiming in addition to this claim form

“Covered Veterinary Expenses” are necessary services and supplies that are recommended by the attending Veterinarian. They include
but are not limited to: a) the services of a Veterinarian; b) charges for Hospital confinement and use of operating rooms; c) charge for
anesthetics (including administration); x-ray examinations or treatments, and laboratory tests; d) surgery; and e) drugs, medicines,
prosthetics and therapeutic services and supplies.

Name of Provider Date Incurred Amount of Bill Other Insurance Amount Claimed

Amount Paid by

TOTAL AMOUNT CLAIMED  $

DOCUMENTATION REQUIREMENTS:

Depending upon the circumstance involved in the loss, one or more of the following items may be required to complete the processing of
your claim. Please place a check by those items you have attached. We recommend you keep copies of any items submitted with this

claim.
]

Copies of itemized bills and/or statement from medical providers for services rendered in connection with your claim.
These bills and/or statements must include the date of service, the service rendered, the charge for each service, and
the diagnosis

If you have other insurance, we need the final disposition from the primary insurer listing payment or denial of your
claim with them (Explanation of Benefit or “EOB”).

Copies of the front and back of your cancelled checks and/or your credit card statements showing your payments for
the trip; and a copy of your trip invoice.

Copies of your credit card statements and/or cancelled checks showing your payment for the medical service
submitted

If medical expenses were incurred abroad, attach copies of your passport pages which identify you as the traveler and
document your entrance into and exit from the country or countries where medical services were received

| UNDERSTAND that it is illegal to knowingly file a false or fraudulent claim or to knowingly help someone else file one.
| have read and understand the Fraud Notices on page 7 of this document.

Signed

Date



CLAIM INSTRUCTIONS:
Send this form and any accompanying documentation to:
HTH Travel Insurance

On Behalf of Nationwide Mutual Insurance Company and Affiliated Companies
P.O. Box 26222

Tampa, FL 33623

Or online: CBPConnect.com - Report A Claim

Or, E-mail your information to: NWTravClaims@cbpinsure.com

Phone: 888-957-5009 / 727-412-7377

To view the Nationwide Privacy Statement and/or Notice of Privacy Policy, click the links below
Privacy Statement

(http://policydocuments.tpaproducts.com/Nationwide/HIPAA Notice of Privacy Practices CBP.rev020322.pdf)

Privacy Policy

(http://policydocuments.tpaproducts.com/Nationwide/NH 0453 A1.CBP.rev020322.pdf)

In order to process a claim for benefits, | AUTHORIZE any physician, hospital, or other Medical Provider to release to the Travel
Insurance Claims Administrator, or its representative, any information regarding my medical history, symptoms, treatment,
examination results or diagnosis. A photocopy of this authorization shall be considered as effective and valid as the original. This
authorization shall be considered valid for the duration of the claim, but not to exceed two and one-half years from the date signed.
| understand | have a right to receive a copy of this authorization.

Date: Signature:
(Signature of Person Suffering lliness or Injury or legally authorized representative



http://bb0xpd0t.r.us-east-1.awstrack.me/L0/http:%2F%2Fpolicydocuments.tpaproducts.com%2FNationwide%2FHIPAA_Notice_of_Privacy_Practices_CBP.rev020322.pdf/1/01000181493f0a2d-7f4d1ecb-4c41-478d-992d-29a89aa664f4-000000/cK6Vm-3PSiZeD3-kh0JQuXfqGOA=273
http://policydocuments.tpaproducts.com/Nationwide/HIPAA_Notice_of_Privacy_Practices_CBP.rev020322.pdf
http://bb0xpd0t.r.us-east-1.awstrack.me/L0/http:%2F%2Fpolicydocuments.tpaproducts.com%2FNationwide%2FNH_0453_A1.CBP.rev020322.pdf/1/01000181493f0a2d-7f4d1ecb-4c41-478d-992d-29a89aa664f4-000000/mxDP8zA0wMb6Bh5RXo8-3j3IFzc=273
http://policydocuments.tpaproducts.com/Nationwide/NH_0453_A1.CBP.rev020322.pdf

CONSENT TO RECEIVE ALL COMMUNICATIONS ELECTRONICALLY

Please be advised, our preferred method of communication with you is electronically by email. Use of email
helps us provide better and faster service. Please provide your consent to this in the area below. We will keep
this on file with your claim.

3k 3k 3k >k 3k 3k 3k sk sk 3k 3k 3k 3k sk sk >k 3k 3k sk sk sk 3k 3k sk sk 3k 3k 3k 3k sk sk 3k 3k 3k 3k 3k sk 3k 3k 5k 3k 3k 3k 3k 3k 3k 3k 3k 3k 3k >k 3k 3k 3k %k 5k 3k 3k 3k 3k %k 5k 3k 3k %k 3k >k 3k 3k %k %k %k %k %k k kk ok

EXPRESSED CONSENT TO RECEIVE ALL COMMUNICATIONS ELECTRONICALLY:

| AGREE TO RECEIVE ALL MAILINGS AND COMMUNICATIONS
ELECTRONICALLY.

| HAVE READ AND AGREE TO THE TERMS AND CONDITIONS
OF THE ELECTRONIC DELIVERY*

| ACCEPT (please write in YES OR NO)

Please confirm the preferred Email address in clear print below:

ENTER Email Address Here:
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*CLICK THE TERMS AND CONDITIONS ABOVE TO REVIEW ONLINE,
OR DOWLOAD A COPY BY TYPING THE BELOW URL INTO YOUR INTERNET BROWSER:

http://policydocuments.tpaproducts.com/EDOD/consent.pdf



http://policydocuments.tpaproducts.com/EDOD/consent.pdf
http://policydocuments.tpaproducts.com/EDOD/consent.pdf

FRAUD STATEMENTS - If you reside in the state of:
California: 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.

District of Columbia: 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 fines and confinement in prison.

Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurance company files a statement of claim or an
application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.

Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance
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.

Louisiana: 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: Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly
and willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in
prison.

Missouri: Aninsurance company or its agent or representative may not ask an applicant or policyholder to divulge in a written application
or otherwise whether an insurer has canceled or refused to renew or issue to the applicant or policyholder a policy of insurance. If a
guestion(s) appears in this application, you should not renew it.

New York: 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 shall also be subject to a civil penalty not to exceed five
thousand dollars and the stated value of the claim for each such violation.

New Hampshire:
Any person who, with a purpose to injure, defraud, or deceive any insurance company, files a statement of claim containing any false,

incomplete, or misleading information is subject to prosecution and punishment for insurance fraud, as provided in RSA 638:20.

bennsylvania: 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.

Puerto Rico: Any person who, knowingly and with the intent to defraud, presents false information in an insurance request form, or who
presents, helps or has presented a fraudulent claim for the payment of a loss or other benefit, or presents more than one claim for the
same damage or loss, will incur a felony, and upon conviction will be penalized for each violation with a fine of no less than five thousand
(5,000) dollars nor more than ten thousand (10,000) dollars, or imprisonment for a fixed term of three (3) years, or both penalties. |If
aggregated circumstances prevail, the fixed established imprisonment may be increased to a maximum of five (5) years; if attenuating
circumstances prevail, it may be reduced to a maximum of two (2) years.

Washington: Any person who knowingly presents a false or fraudulent claim for payment of a loss or knowingly makes a false statement
in an application for insurance may be guilty of a criminal offense under state law.”

All Other States: 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/or
civil penalties.
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