
AMERICAN HERITAGE LIFE INSURANCE COMPANY 
WELLNESS BENEFIT CLAIM FORMR

First Name: __________________________________MI:_______ Last Name: _____________________________________________
Date of Birth: ____________ Age: ______ Gender: __________ Relation to Insured: Self Spouse Domestic Partner Child Other: _________
^ĞĐƚŝŽŶ Ϯ t�>>>E�^^ ^�Z��E/E' �E� ^hWWKZd/E' �K�hD�Ed�d/KE

WůĞĂƐĞ ƐĞůĞĐƚ ƚŚĞ ǁĞůůŶĞƐƐ ƐĐƌĞĞŶŝŶŐ ƌĞĐĞŝǀĞĚ͘
^ƵƉƉŽƌƚŝŶŐ �ŽĐƵŵĞŶƚĂƚŝŽŶ͗ ^Ƶďŵŝƚ Ă ďŝůů Žƌ ŵĞĚŝĐĂů ƌĞĐŽƌĚ ĚŽĐƵŵĞŶƚŝŶŐ ƚŚĞ ůŝƐƚĞĚ ƚƌĞĂƚŵĞŶƚ Žƌ ƚĞƐƚŝŶŐ ƉƌŽǀŝĚĞĚ͘

�ĂƚĞ ŽĨ ƐĞƌǀŝĐĞ͗ ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

Biopsy for Skin Cancer
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Remember it is a crime to fill out this form with facts you know are false or to leave out facts you know are relevant and important. 
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