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BENEFIT ADMINISTRATORS

ACCIDENT INFORMATION REQUEST FORM

Our records show you may be suffering from an injury or illness that resulted from the actions
of another party. To make sure we accurately determine your benefits, please provide the
following information. We cannot pay claims until we receive the following information.

Describe the injury or iliness:

If you were injured, how did the accident happen?

If you were injured, where did the accident happen?

If you were injured, when did the accident happen?

(AYes [ No

Is the injury or iliness related to an automobile? . ......................... (dYes [ No

If yes, who was cited by the police as being at fault?

You may have auto insurance that provides coverage for this accident. What is your auto
insurance carrier’s name, address, and policy number (or claim number)?

CONTINUED ON OTHER SIDE M05.02/12



Is someone else responsible for paying these expenses?. ... ............. (dYes [ No

If yes, what is the name and address of the responsible party?

If yes, what is the name, address, and policy number (or claim number) of the insurance
carrier for the responsible party?

Have you taken legal action to recover expenses for this injury orillness? . ... Yes [1No

If yes, what is the approximate settlement date?

If no, do you planto beginaction?........... ... ... . .. . . i (dYes [ No

If you are represented by legal counsel, what is your attorney’s name, address, and
telephone number?

DESERET MUTUAL'S SUBROGATION POLICY

If your injury or iliness is the liability of another party and you have the right to recover
damages, Deseret Mutual must be reimbursed for any amount it has paid when damages are
recovered from the third party. Also, if you don’'t attempt to recover damages from the third
party, Deseret Mutual has the right to “step into your shoes” and initiate legal action against the
liable third party to recover the amount it has paid for your injuries.

I/we understand and agree to this policy.

PARTICIPANT DESERET MUTUAL ID NUMBER DATE
PATIENT (IF OTHER THAN PARTICIPANT) DATE
LEGAL GUARDIAN (IF PATIENT IS A MINOR) DATE

Please be aware your claim may be delayed for up to 30 days while we wait for this
information. When we receive this form, your claim will be resolved within 20 days.

If you have any questions, please call us at 1-801-578-5600 or toll free at 1-800-777-3622.
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