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                                     Early Detection Claim Form


Mail to:  Family Heritage Claims Department


               6001 E. Royalton Rd. Suite 200


               Cleveland, OH 44147


               440-922-5200


               440-922-5152 (fax)


From: (Name)_______________________________________________



(Address)______________________________________________


            _____________________________________________________


           ______________________________________________________


           (Phone)_______________________________________________


I would like to make use of my early detection benefit for my cancer policy.


My policy number is:________________________


Attached is a copy of the bill from my healthcare provider showing the date of my exam.


(one test per year per insured)


Mammography


         Colonoscopy


Breast Ultrasound


         CEA (colon screening)


Flexible Sigmoidoscopy

         Fecal Occult Stool Specimen

PSA Test (prostate screening)
         CA 125 (ovarian screening)


Pap Smear                                           Human Papillomavirus Vaccine (HPV)

Barium Enema


         Sputum Cytology


Urine Cytology                                   Transvaginal Ultrasound


Thank you, 



