
INSURED INFORMATION and CLAIM DETAIL 

1. PLEASE FULLY COMPLETE THIS FORM 
2. ATTACH ITEMIZED BILLS (UB04 or HCFA-1500 Form) 

1. PLEASE FULLY COMPLETE THIS FORM
2. ATTACH/REQUEST FULLY ITEMIZED BILLS FROM

EACH MEDICAL PROVIDER/FACILITY
3. SUBMIT RECEIPTS FOR ANY ADDITIONAL MEDICAL

COSTS THAT HAVE BEEN PAID (COPAYS ETC.) 

E-mail: aciclaims@acitpa.com

Administrative Concepts, Inc. 
PO Box 4000 

Collegeville, PA 19426 
Phone (888) 283-6463 Fax (888)293-9299

INTERNATIONAL INSURED CLAIM FORM

POLICY NAME:___________________

School Name and Policy Number: ________________________

Insured First Name: _____________________________

Insured Last Name: _____________________________ 

U.S. Mailing Address: _____________________________________

Gender: ____ Male ____ Female        Date of Birth: ______________  

Phone Number: _________________________

Email Address: __________________________

Is the Insured a Dependent: ____ Yes ____ No

Parent or Guardian Name: ________________________________

Parent or Guardian Phone Number: _________________________

Parent or Guardian Email Address: __________________________

(Primary Coverage)

PAYMENT WILL BE MADE TO THE PROVIDERS OF SERVICE (HOSPITAL, PHYSICIAN AND OTHERS), UNLESS A PAID RECEIPT 
OR STATEMENT ACCOMPANIES THE BILL AT THE TIME THE CLAIM IS SUBMITTED. 

Insured Visa Number: _____________________________

Visa Type: ____ F1 ____ J1 ____ Other: _____________________

Is this claim pertaining to a Sickness or Injury

Sickness ____ Injury ____    Date of Sickness or Injury: _____________ 

Date of First Treatment: ____________________

I   If Injury, how did it occur: ___________________________________ 

If Injury, where did it occur: _________________________________ 

Did the Insured visit the campus health center: ____ Yes ____ No

If yes, was the Insured referred to a different provider: ____ Yes ____ No 

School Official Name: _____________________________

School Official Title: ______________________________

Signature: _____________________________ Date: ______________



The laws of some states require us to furnish you with the following notices: 

WARNING Any person who knowingly 
Alaska: and with intent to injure, defraud, or deceive an insurance company files a claim containing false, incomplete, or misleading information 
may be prosecuted under state law. 
Arizona, Arkansas and Rhode Island: presents a false or fraudulent claim for payment of a loss or benefit is subject to criminal and civil 
penalties, or specific to AR and RI presents false information in an application for insurance is guilty of a crime and may be subject to fines 
and confinement in prison. 
California: For your protection California law requires the following to appear on this form: Any person who knowingly presents false or fraudulent claim for payment of 
a loss is guilty of a crime and may be subject to fines and confinement in state prison. 
Delaware: and with intent to injure, defraud or deceive an insurer, files a statement of claim containing any false, incomplete or misleading 
information is guilty of a felony. 
District of Columbia: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person. 
Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false information materially related to a claim was 
provided by the applicant. Florida: and with intent to injure, defraud, or deceive any insurer, files a statement of claim or application containing any false, 
incomplete, or misleading 
information is guilty of a felony of the third degree. 
Idaho and Indiana : and with intent to defraud or deceive any insurance company, files a statement of claim containing any false, incomplete, or 
misleading information (for Idaho) is guilty of and (for Indiana) commits a felony. 
Kentucky, New York and Pennsylvania: and with intent to defraud any insurance company or other person files an application for insurance, or files a 
statement of claim, containing any materially false information or conceals, for the purpose of misleading, information concerning any material fact 
thereto commits a fraudulent insurance act, which is a crime, specific to PA: subjects such person to criminal and civil penalties and specific to NY: 
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. 
Louisiana, New Mexico, Texas and West Virginia: presents a false or fraudulent claim for the payment of a loss (or specific to LA, TX and W VA: who 
knowingly presents false information on an application for insurance) is guilty of a crime and may be subject to fines and confinement in state prison, (or 
specific to NM: to civil fines and criminal penalties.) 
Maryland: and willfully presents a false or fraudulent claim for payment of 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. 
New Jersey: files a statement of claim containing any false or misleading information is subject to criminal and civil penalties. 
Ohio: with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or 
deceptive statement is guilty of insurance fraud. 
Oklahoma: and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an insurance policy containing any false, 
incomplete or misleading information is guilty of a felony. 
Oregon: and with intent to defraud any insurance company or other person files an application for insurance or a statement of claim containing any 
materially false information or conceals for the purpose of misleading, information concerning any fact material hereto, may be subject to prosecution for 
insurance fraud. 
Puerto Rico: and with the intention of defrauding presents false information in an insurance application, or presents, helps, or causes the presentation of a 
fraudulent claim for the payment of a loss or any other benefit, or presents more than one claim for the same damage or loss, shall incur a felony and, 
upon conviction, shall be sanctioned for each violation with the penalty of a fine of not less than five thousand (5,000) dollars and not more than ten 
thousand (10,000) dollars, or a fixed term of imprisonment for three (3) years, or both penalties. If aggravating circumstances are present, the penalty thus 
established may be increased to a maximum of five (5) years; if extenuating circumstances are present, it may be reduced to a minimum of two (2) years. 
WARNING 
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. 
Hawaii: Presenting a fraudulent claim for payment of a loss or benefit is a crime punishable by fines or imprisonment, or both. 
Maine /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 may include imprisonment, fines or a denial of insurance benefits. 
Minnesota: person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime. 
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. 
Tennessee and Virginia: It is a crime to knowingly provide false, incomplete or misleading information to an insurer or insurance company for the purpose of 
defrauding the insurer or insurance company. Penalties include imprisonment, fines and denial of insurance benefits. 
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