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Questions?  

We know you may have questions and we're always here to 

help. You can call us any time on the phone number listed on  

the back of your Aetna ID Card.  

You can also send us a secure email by logging in to 

www.aetnainternational.com and clicking 'Contact us'.  

Claims submission 
made easy 

This form can be used to submit a 

claim for medical, dental, vision, or 

pharmaceutical services. 

If you're filing a claim for more than one person, a 

separate form is needed for each family member. 

How to Fill in this Form 

Complete the entire form using black ink 

Mark your answers, where applicable, with an 'X', like this: [ 
Double check to make sure your payment details are accurate 

Sign and date the authorization 

Write your member identification number on each document  

submitted with your claim form 

Keep a copy of your completed form for your records 

Submitting your claim 
Once you have completed the claim form, you'll need to submit it along 

with your itemized bills and receipts. If your receipts are small, you 

should tape them on to a full size piece of paper. Then, submit the 

documents whichever way you prefer. We will process your claim and 

respond within 10 to 14 calendar days. 

Upload it* 

Log in at www.aetnainternational.com and click 'Claims Center' 

Fax it 

Outside the US: +1 800 475 8751 (via AT&T + access code) 

Inside the US:+1 859 425 3363 

Email it* 

Send attachments to aiservice@aetna.com 

Mail it 

Aetna International/Aetna. PO Box 981543, El Paso, TX 79998-1543, USA  

For Claim Status or Service, Call: 

Outside the US: +1 800 231 7729 (via AT&T + access code) 

Collect outside the US or Direct:+1 813 775  0190 

Some services may require  
additional information 
For some services, you'll need to submit  

additional documents. If your claim falls into any of the 

categories below, you'll need to provide the additional items 

listed. 

Prosthetic services (such as crowns, bridges or 

dentures): 

X-rays (or the dentist's narrative report, if x-rays are not 
available) 

A dental chart showing any missing teeth and dates of 

extraction 

Date of prior prosthetic placement with a rationale for 

replacement if applicable 

Periodontal services: 

X-rays 

 Current dated pre-operative periodontal  

charting 

Orthodontic services: 

Date appliance was placed 

Number of months of treatment 

Number of months of treatment remaining 

Services relating to accidental injury 

 Pre-treatment X-rays 

 Details of the accident 

If your plan requires school attendance as a 

condition of coverage for dependents over a 

certain age, you may need to provide: 

 a report card, tuition statement or other form of school 

attendance verification 

* Attachment limit size is 10MB  

GR-68069 (9-16)   E	    R-POD  
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Subscriber’s Name (First Name, Middle Initial, Last Name/Surname)  Page 1 

1 Personal details 
About the member (subscriber) 
Name (as shown on your Aetna ID card – including full First name) 

First name(s): 

Last name/Surname: 

Aetna ID number (as shown on your Aetna ID card) 

Date of birth Gender  

M M D D Y Y Y Y  Male Female 

Contact details 

Telephone number (include Area &/or Country Code): 

Email address: 

Address 

Street Address: 

City: 

State/province: 

Country: 

Postal/ZIP code: 

About the employer 
Name 

Group number 

About the patient 
Name 

First name(s): 

Last name/Surname: 

Date of birth Gender 

 Male  Female 

Relationship to member

 Self Spouse Child Other: 

2 Reimbursement details 
Where would you like reimbursement to be sent? 

To the member (subscriber) To the provider 

What payment details should we use to reimburse you? 

Use the Recurring Reimbursement Election (RRE) 
information currently on file 

Use t he information p rovided in the P ayment Details section 
below to establish an RRE, or update your current RRE  

Use t he information p rovided in the P ayment Details section 
below only for expenses related to this form  

How should we process your reimbursement? 

By bank funds transfer from Aetna to the bank account given 
below. This is the  easiest way of reimbursement.  

 By check  

What currency would you like to be reimbursed with, i.e. GBP? 
If the currency chosen is not available for the reimbursement 
method selected above, we will default to a US Dollar ($) wire, if 
bank details are available, or a US Dollar ($) check payable to 
the party to which payment is sent, if no bank details exist. 

Country: 

Currency: 

Reimbursement for Providers Outside of the U.S. 
If, acting reasonably, we determine that any central bank or relevant 
government or governmental authority imposes an artificial exchange rate 
(including without limitation an exchange rate which is inconsistent with the free 
market exchange rate) in relation to a relevant currency for any reason, we may 
in our sole discretion reimburse you for your valid claims pursuant to this 
agreement for treatment in such country in any manner we may reasonably 
decide.  In making such determination we shall seek to ensure that, in keeping 
with the fundamental basis of any contract of insurance, we indemnify you for 
your loss (subject to the terms and conditions of your policy) but do not unjustly 
enrich you as may have been the case had we applied such artificial exchange 
rate to pay you in another currency. 

Aetna In-Network Providers Outside the U.S. 
The manner of reimbursement may consist of payment in (i) the applicable local 
currency (if feasible at the sole discretion of Aetna), or (ii) if you do not have a 
bank account in such local currency, in the currency in which the policy premium 
was paid in an amount equal to that which we would have paid our network 
provider in the currency in which premium was paid pursuant to our obligations 
to such network provider (as we may reasonably determine), subject in each 
case to the principle of indemnity we mention above. 

M M  D D Y Y Y Y

Out-of Network Providers Outside the U.S.  
The manner of reimbursement may consist of payment in (i) the 
applicable local currency subject to the principle of indemnity we 
mention above (if feasible at the sole discretion of Aetna), or (ii) if you do 
not have a bank account in such local currency, in the currency in which 
the policy premium was paid in an amount equal to the applicable 
Reasonable and Customary Charges. 

Payment details 
If you have chosen to receive your benefits by bank transfer, please 
complete the details below. 
We will transfer funds to your bank at no cost to you, but we encourage 
you to please check with your bank to determine whether your bank 
may charge you any additional fees for receiving Funds Transfers. 

Name of Bank Accountholder (as it appears on Bank Statement) 

Bank Account number 

Bank Identification Code/Routing number or Alternative ID / Code 

S.W.I.F.T./BIC Code (wire only) CHIPS UID   Federal ABA 

Bank Sort ID IBAN*     Other** 

(* Please check with your bank to confirm any IBAN requirements, which, in 
certain countries, are mandatory and  must be supplied for bank funds transfer 
claim payment transactions, such as in the United Arab Emirates (UAE). 

** Use Other entry field to describe reported Alternative IDs or Codes such as 
Bank Code/Branch, RUT#, IFSC Code, KBA# 

Bank details 

Bank name: 

Street address: 

City: 

State/province: 

Country: 

Postal/ZIP code: 

Telephone number (include Area &/or Country Code): 

GR-68069 (9-16) E Please Retain A Copy For Your Records 
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Subscriber’s Name (First Name, Middle Initial, Last Name/Surname) Page 2 

3 Claim details
 
What type of service(s) are you filing a claim for? Refer to your plan documents to verify the coverage(s) that are available through your Plan.  

Medical Pharmacy  Dental - please attach form GC-14423 

(Identify the related tooth number for all dental procedures) 

Vision 

Respond “Yes” or “No”
 

The claim is related to a work related accident or condition.  
 Yes  No 

The claim is related to an accidental injury. Yes No 

If you're submitting a claim for a work-related accident or condition, or an accidental injury, please give the details:  

Date of accident  Time 

 AM   PM  M M D D Y Y Y Y H H M M 

How and where did the accident occur? 

 
 

Please note: 
Use the space below to summarize each instance of treatment you’re filing a claim for. If you need to submit a claim for more than  
two instances, please also complete Page 3 and return it along with this form.

Check here if only the Treatment Summaries below are included for this claim submission. 

Treatment summary 

Treatment date  Total charge (with currency) 

M M D D Y Y Y Y 

Location of claim – Provider’s name and address  

City: 


State/province:
 

Country: 


Postal/ZIP code: 

Description of service 

i.e. type of treatment, name of medication/device 

Reason for visit 

Type of patient 

Inpatient  Outpatient 

If in patient

What was the admit date?  And the discharge date?
  

Treatment summary 

Treatment date Total charge (with currency)  

M M D D Y Y Y Y 

Location of claim  – Provider’s name and address 

City: 


State/province:
 

Country: 


Postal/ZIP code: 

Description of service 

i.e. type of treatment, name of medication/device  

Reason for visit 

Type of patient 

Inpatient  Outpatient 

If in patient...
  

What was the admit date?  And the discharge date?
  

M M D D Y Y Y Y M M D D Y Y Y Y M M D D Y Y Y Y M M D D Y Y Y Y 

GR-68069 (9-16) E Please Retain A Copy For Your Records 
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Subscriber’s Name (First Name, Middle Initial, Last Name/Surname) Page 3 

Please note: 

Use the space below to summarize each instance of treatment you’re filing a claim for. If you need to submit a claim for more than  

the two additional instances (below), please copy this page before you go any further and return any additional sheets along with this form. 

Please renumber the Page Numbers of the additional copies beginning with Page 5. 

Treatment summary 

Treatment date Total charge (with currency)  

M M D D Y Y Y Y 

Location of claim – Provider’s name and address  

City: 


State/province:
 

Country: 


Postal/ZIP code: 

Description of service 

i.e. type of treatment, name of medication/device  

Reason for visit 

Type of patient 

Inpatient   Outpatient 

If in patient... 


What was the admit date?  And the discharge date?
  

Treatment summary 

Treatment date Total charge (with currency)  

M M D D Y Y Y Y 

Location of claim – Provider’s name and address  

City: 


State/province:
 

Country: 


Postal/ZIP code: 

Description of service 

i.e. type of treatment, name of medication/device  

Reason for visit 

Type of patient 

 Inpatien  Outpatient 

If in patient

What was the admit date?  And the discharge date?
  

M M D D Y Y Y Y M M D D Y Y Y Y M M D D Y Y Y Y M M D D Y Y Y Y 
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Subscriber’s Name (First Name, Middle Initial, Last Name/Surname) Page 4 

4 Other existing health coverage 

Is anyone in your family covered by another health plan or 

scheme, Medicare, or any US Federal, US State, National or 

Social government plan? 

No go straight to 5 (Authorization)
 

Yes - please continue with this section
 

Name of insurance company or type of insurance  

Name of family member  

First name(s): 

Last name/Surname: 

Date of birth  Gender  

Male Female 

Relationship to member  

 Self   Spouse  Child Other: 

D D Y Y Y Y 

5 Authorization 

For all electronic deposits 
I hereby authorize Aetna Life & Casualty (Bermuda) Ltd., Aetna Life 

Insurance Company, and any of their affiliated companies ("Aetna") 

and/or their dedicated Agents to make payments of any benefits 

payable to me and/or my dependents, by crediting such payments to   

my account at the  bank or financial institution named on this form. I  

agree to notify Aetna in writing of any changes relating to the 

information provided on t  his form or  withdrawal of this authorization. I  

agree that if, for any reason, unearned benefit payments are 

deposited into my account, I will immediately repay the  full amount of 

any such payments. I further agree that if I do not immediately repay 

such payments, I will personally be liable for all costs of collection 

(including reasonable attorney's fees and the maximum interest  

permitted by law). 

Medical, pharmacy, dental and vision 
authorization 
Must be signed and dated. 

I authorize all physicians, other health professionals, pharmacies/ 

pharmacists, hospitals and health care institutions to provide Aetna and 

any independent parties acting on Aetna's behalf or with whom Aetna 

has contracted, information concerning health care, advice, treatment 

or supplies provided to the Patient (including that related to mental 

illness and/or AIDS/ARC/HIV). This information will be used for the 

purposes of evaluating and administering claims. Aetna may provide 

the employer named on this form with any benefit calculation used in 

the payment of this claim for the purpose of reviewing the experience 

and operation of the policy/contract. This authorization is valid for the 

term of the policy or contract under which a claim is submitted. I know I 

have a right to receive a copy of this authorization upon request and 

agree that a copy of this authorization is as valid as the original. 

Warning: 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 

the claim was provided by the applicant. 

You may elect to use an electronic form of signature on this claim form 

confirming your verification and declaration to the details g iven above.  

For the avoidance of do ubt such electronic signature will be valid and 

binding as if you had provided your original signature. We ma y rely on 

such electronic si gnature as a bi nding verification and de claration 

confirming that the information above is accurate and not misleading in 

all respects.  

Patient or Authorized Person's signature 

Date Signed 

M M D D Y Y Y Y 

Aetna companies cannot pay for health care services provided in a country under sanction by the United States unless permitted under a written  

Office of Foreign Asset Control (OFAC) license. Learn more on the US Treasury's website at: www.treasury.gov/resource-center/sanctions  

Coverage underwritten by Aetna Life Insurance Company and/or Aetna Life & Casualty (Bermuda) Ltd. 

Please Retain A Copy For Your Records 

http://www.treasury.gov/resource-center/sanctions


 

 

 

 

Misrepresentation/Fraud Statement  
Any person who knowingly and with intent to injure, defraud or deceive 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.  
United States Fraud Statements Below:  
Attention Alabama Residents:  Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who  
knowingly presents false information in an application for insurance is guilty of a crime and  may be subject  to restitution fines or  
confinement in  prison, or any combination thereof.  Attention Arkansas, District of Columbia, Rhode  Island and West Virginia 
Residents:  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.   
Attention California Residents:   For your protection California  law  requires notice of 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.  Attention Colorado Residents:   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. Attention Florida Residents:   Any person who knowingly 
and with intent to injure, defraud, or deceive any insurer files a  statement of claim or an application containing any false, incomplete or 
misleading information is guilty of a felony of the third degree. Attention Kansas Residents:   Any person who knowingly and with intent to  
injure, defraud  or deceive any insurance company or other person submits an  enrollment form for insurance or statement of claim  
containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto may   
have violated state law. Attention Kentucky Residents:  Any person who knowingly and with intent to defraud any insurance company 
or other person  files a 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. Attention Louisiana  Residents:   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 
is guilty of a crime and may be subject to fines and confinement in prison.  Attention Maine and  Tennessee Residents:  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 denial of insurance benefits. Attention Maryland Residents:   Any person who knowingly or 
willfully presents a false or  fraudulent claim for  payment of a loss or benefit or  who knowingly or willfully presents false information in an 
application for insurance is guilty of a crime and may be subject to fines and confinement in prison. Attention Missouri Resi dents:   It is a  
crime to knowingly provide false, incomplete, or misleading information to an insurance company for the purpose of defrauding the  
company. Penalties include imprisonment, fines, denial of insurance and civil damages, as determined by a court of law.  Any person who 
knowingly and with intent to injure, defraud or  deceive an insurance company may be guilty of fraud as determined by a court of law. 
Attention New  Jersey Residents:  Any person who includes any false or misleading information on an application for an insurance policy  
or knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties. Attention  
New York Resi dents:   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 be subject  to a civil penalty not to  
exceed five thousand dollars and the stated value of the claim for each violation. Attention North Carolina Residents:  Any person who 
knowingly and with intent to injure, defraud or  deceive 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 may be a crime  and subjects such  person to criminal and civil penalties. 
Attention Ohio Residents:  Any person who, 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. Attention Oklahoma Resi dents:   
WARNING:   Any person who knowingly, 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.  Attention Oregon Resi dents:   Any 
person who with intent to injure, defraud, or deceive any insurance company or other person submits an enrollment form for insurance or 
statement of claim containing any materially false information or conceals for  the purpose of misleading, information concerning any fact  
material  thereto may have violated state law. Attention Pennsylvania Residents:  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.  Attention Puerto  Rico Residents:   Any person who knowingly and with the 
intention to defraud includes false information in an application for insurance or file, assist or abet in the filing of  a fraudulent claim to obtain  
payment of a loss or other benefit, or files more than one claim for the same loss or damage, commits a  felony and if found  guilty shall be 
punished for each violation with a fine of no less than five thousand dollars ($5,000), not to exceed ten thousand dollars ($10,000); or 
imprisoned for a fixed term of three (3) years, or both.  If aggravating circumstances exist, the  fixed jail term may be increased to a 
maximum of five (5) years; and if mitigating circumstances are present, the jail  term may be reduced to a minimum of two (2) years. 
Attention Texas Residents:   Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other 
person files an  application for insurance or statement of  claim  containing any intentional misrepresentation of  material  fact or conceals, for  
the purpose of misleading, information concerning any fact material thereto  may commit a fraudulent insurance act, which may be a crime  
and may subject such person to criminal and civil penalties. Attention Vermont Residents:  Any person who knowingly and with intent to  
injure, defraud  or deceive 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 may be a crime   and may subject such person to criminal and civil penalties.  Attention Virginia  
Residents:  Any person who knowingly and with intent  to injure, defraud or deceive 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 act, whi ch is a crime and subjects such  person to criminal and civil 
penalties.  Attention Washington Res idents:  It is a crime  to knowingly provide false, incomplete, or misleading information to an 
insurance company for the purpose of defrauding the company.  Penalties include imprisonment,  fines, and denial of insurance benefits.  
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For Plan Compliant with United States Federal Affordable Care Act (ACA) legislation 

Aetna complies with applicable Federal civil rights laws and does not discriminate, exclude or treat 

people differently based on their race, color, national origin, sex, age, or disability. 


Aetna provides free aids/services to people with disabilities and to people who need language 

assistance. 


If you need a qualified interpreter, written information in other formats, translation or other services,
 
call the number on your ID card. 


If you believe we have failed to provide these services or otherwise discriminated based on a 

protected class noted above, you can also file a grievance with the Civil Rights Coordinator by 

contacting: 

Civil Rights Coordinator, 

P.O. Box 14462, Lexington, KY 40512 (CA HMO customers: PO Box 24030 Fresno, CA 93779), 

1-800-648-7817, TTY: 711, 

Fax: 859-425-3379 (CA HMO customers: 860-262-7705), CRCoordinator@aetna.com.
  

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 
Office for Civil Rights Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or 
at: U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, 
HHH Building, Washington, DC 20201, or at 1-800-368-1019, 800-537-7697 (TDD). 

Aetna is the brand name used for products and services provided by one or more of the Aetna group 

of subsidiary companies, including Aetna Life Insurance Company, Coventry Health Care plans and 

their affiliates (Aetna). 

TTY: 711 

For language assistance in your language call the number listed on your ID card at no cost. (English) 

Para obtener asistencia lingüística en español, llame sin cargo al número que figura en su tarjeta de 
identificación. (Spanish)

欲取得繁體中文語言協助，請撥打您 ID 卡上所列的號碼，無需付費。 (Chinese)  

Pour une assistance linguistique en français appeler le numéro indiqué sur votre carte d'identité sans frais. 
(French) 

Para sa tulong sa wika na nasa Tagalog, tawagan ang nakalistang numero sa iyong ID card nang walang 
bayad. (Tagalog) 

Benötigen Sie Hilfe oder Informationen auf Deutsch? Rufen Sie kostenlos die auf Ihrer 
Versicherungskarte aufgeführte Nummer an. (German)  

  (Arabic) .للمساعدة   في (اللغة  العربية)،  الرجاء  الاتصال   على الرقم  المجاني  المذكور   في بطاقتك  التعريفية

Pou jwenn asistans nan lang Kreyòl Ayisyen, rele nimewo a yo endike nan kat idantifikasyon ou gratis. 
(French Creole) 

Per ricevere assistenza linguistica in italiano, può chiamare gratuitamente il numero riportato sulla Sua 
scheda identificativa. (Italian)  

日本語で援助をご希望の方は、 IDカードに記載されている番号まで無料でお電話ください。 
(Japanese) 

한국어로 언어 지원을 받고 싶으시면 보험 ID 카드에 수록된 무료 통화번호로 전화해 주십시오 . 
(Korean) 

انگليسی   برای  راھنمايی  به  زبان  فارسی،  بدون  ھيچ  ھزينه  ای   با شماره  ای  که  بر  روی  کارت  شناسايی   شما آمده  است  تماس  بگيريد .
 (Persian) 

GR-68069 (9-16) E 

https://ocrportal.hhs.gov/ocr/portal/lobby.jsf


 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Aby uzyskać pomoc w języku polskim, zadzwoń bezpłatnie pod numer podany na karcie ID. (Polish)  

Para obter assistência linguística em português ligue para o número grátis listado no seu cartão de 

identificação. (Portuguese) 

Чтобы получить помощь русскоязычного переводчика, позвоните по бесплатному номеру, 

указанному в вашей ID-карте удостоверения личности. (Russian) 

Để được hỗ trợ ngôn ngữ bằng (ngôn ngữ), hãy gọi miễn phí đến số được ghi trên thẻ ID của quý vị. 
(Vietnamese) 

GR-68069 (9-16) E 
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