
Hospital Indemnity Insurance Claim Form 

Important Instructions for Requesting Hospital 
Indemnity Benefits 
• If this is an Initial Claim for a medical service, please complete

each section in its entirety. (This claim is not considered reported
to us until a claim form is received).

• If this is an additional claim for a previously reported medical
service (i.e. - claim form previously submitted), no claim form is
required. Please include your claim number and/or certificate
number on all pages of the additional documentation you submit.

• Please provide supporting documentation for the related services
for which a claim is being made. The supporting documents
MUST include 1) patient's name, 2) admission & discharge dates,
3) diagnosis and, 4) room assignment (ICU and/or Non ICU)

• Documentation that might be helpful to MetLife in making a claim
decision includes itemized invoices received for services. You may
need to ask your healthcare provider to provide you with a UB-04
form or other documentation. If you have an Explanation of
Benefits (EOB), please also include this documentation.

• If treated in an emergency room, please provide a copy of the
discharge papers from the hospital.

• If the patient is deceased, we will need a copy of the death
certificate.

• You must sign and submit the Authorization to Disclose Health
Information form ( attached).

MetLife 

Metropolitan Life Insurance Company 
Attn: Group Hospital Indemnity 
Insurance Product 
P.O. Box 80826 
Lincoln, NE 68501-0826 
Toll Free Phone: 1 866 626 3705 
Fax Number: 1 855 306 7350 
https://mybenefits.metlife.com 

0 Please return completed and
signed form by fax, mail or on­
line at (https://mybenefits. 
metlife.com) 

0 Failure to complete all sections of this claim form may delay processing this claim. To prevent 
possible delays, please be sure to provide all documentation from your healthcare provider 
that supports this claim. You will be notified in writing if additional information is needed to 
process your claim. 

Please refer to your certificate of insurance for a listing of specific benefits covered under your plan. 

SECTION 1: Certificateholder Information (Participant) 

Certificateholder Name - First Middle Initial 

Address - Street 

Last Name 

IState 

Certificate Number Date of Birth (mm/dd/yyyy) Social Security Number 

I 
Zip Code 

Gender 

D Male D Female 

Cell Phone Number Daytime Phone Number Evening Phone Number EMAIL Address (optional) 

Employer Name 
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