


5 CLAIMS INSTRUCTIONS

iubmn claims 1 the company within 90 days after the date of sery

fand haspital bills alony with the insured student's name and patient's name, SR ID numnber.
2 pa

’addlL‘Sb, and [hL name of the college or university under which the student is insured o the

ice. Please mail all medical

faddress listed on this card.
]

“;SCWJ claims 1o: For emergencics while teaveling contact:

i StudentResources UnitedHealtheure Glohal

!I’O Box 309025 1-877-461-2273 (Toll-tree) or 14 F-433-6330 (Collect;
f Dallas, TX 75380-9025 or emai) ussistance@uhcglohal com,

]Elcc[mnic Payer [D #: 7422
,: For Hospital pre-admission notification call UnitedHe: dltheare at 1-877-295.0720.
[

j NOTICE TO ALL HEALTHCARE PROVIDERS

[ This card is not a guarantee ol coverage. For information concerning cov erage, co-payment and

17Dt www ahesreom

claims instructions, please call Customer Service at the sumber listed on the from of this card J




