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





















 
X 

    

 Signature of Insured Member  Date  
 
 
 
 

Normally, providers of health care will bill us directly for services to you and your enrolled dependents.  This is the preferred procedure.  
 

When your health care provider bills us, you do not need to send us a claim form. If a physician, ambulance company or other provider 
sends their bill directly to you, or if you paid for the services yourself and you want to be reimbursed, we have no way of knowing about 
your claim until we have received your bill at HTH Worldwide.  This Member Claim Form was developed for you to notify us of any 
covered health services for which we have not already been billed. 
 

Please read the following instructions about how to report health care services. 








• 

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
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