a-etna@’ =Deell\ildliMedical Plan Claim Form

Complete Sections 2 - 6. « Incomplete forms will delay payment.

Sign Section 7 to have benefits paid to your doctor. « Send the completed claim form and the bills to:

If you have submitted a claim for benefits to another plan, attach a copy of Aetna
the bills you submitted to the other plan and the explanation of benefits P.O. Box 981106
you received from the other plan. El Paso, TX 79998-1106
Attach itemized bills. The bills must include: « If you have questions, call Aetna at 800-255-2386.
- patient's name, date of - procedure codes Overseas, call collect 210-366-2416.
birth and relationship - cost of each service or supply
to participant - provider’s name, address and
- date of service tax identification number (TIN)

If this information is missing, write it on the bill and sign your name.

1. Employer Neme Policy/Group Number
Information EXXONMOBIL 721000
2. participant MemberfDNumberorSociaJ SecurityNumber |Name Birthdate
Information
[ | Employee [ | Retiree AdGress (include Zip Code) Daytime Telephone Number
[ 1Survivor [ |COBRA ( )
3. Patient MemberFDNumberor Social Security Number [Name TBirthdate
Information
Relationship to Participant Address (if different fromparticipant) Marital Status
[ 1self [ ISpouse [ |Child [ ]Other [ ]Married [ ] Single
Sex Full-Time Student
[ IMale [ |Female |[ JNo [ ]Yes
Is patient employed? Name/Address of Employer
[ JNo [ ]Yes
. Other Coverage Is patient covered by another group health plan, group pre-payment plan (Blue Cross-Blue Shield, etc.), no-fauft auto insurance, Medicare or any federal, stateor
Information local government plan? D No l:‘ Yes
If yes, list policy or contract holder, policy or contract number(s) and name/address of insurance company or administrator
Insured's Social Security Number Insured's Name Insured's Birthdate
. Claim Is claim related to an accident? Is claim related to employment?
Information [ INo [ Yes Ifyes, date time [ Jam. [fpm|{[INo [ ]Yes
Description of Accident
. Release To all health care providers:
You are authorized to provide Aetna Life Insurance Company or one of its affiliated companies (“Aetna”), and any independent
claim administrators and consulting health professionals and utilization review organizations with whom Aetna has contracted,
information concerning health care advice, treatment or supplies provided the patient (including that relating to mental illness
and/or AIDS/ARC/HIV). This information will be used to evaluate claims for benefits. Aetna may provide the employer named
above with benefit calculation information used in payment of this claim for the purpose of reviewing the experience and operation
of the plan. This authorization is valid for the term of the plan under which a claim has been submitted. | know that I have a right
to receive a copy of this authorization upon request and agree that a photographic copy of this authorization is as valid as the
original.
Patient's or Authorized Person's Signature Date
. Assignment | authorize payment of medical benefits to the physician or supplier of service.
gzag&fggj?\"der Patient's or Authorized Person's Signature Date
assignment of benefits
tothe provider Any person who knowingly and with intent to defraud or deceive the ExxonMobil Medical Plan files a statement of claim
999-02368 (04/04) containing any materially false, incomplete or misleading information must repay any funds improperly received and may lose
eligibility to participate in the ExxonMobil Medical Plan.




Information on Filing ExxonMobil
Medical Plan Claims

When to File aClaim

With your ExxonMobil Medical Plan, you have the
option of using network or non-network providers.
When you use network providers, they will file
claims for you. When you use non-network
providers, you are responsible for filing your
own claims.

How to File a Claim

Here’s what to remember when you file a claim:

¢ Complete a claim form for each covered family
member who has received medical treatment.
Provide all the information requested.

* Attach the Explanation of Benefits from
another plan if it paid benefits first.

* Remember to sign the form. Also sign if
you are filing a claim on behalf of your child.

+ Sign the Assignment section if you want
benefits to be paid directly to your non-network
provider. When you use a network provider,
benefits are automatically assigned to him

or her.

* Attach an itemized bill to your claim form.
Make sure that it includes:

« Patient’s name.

» Patient’srelationship to the participant
(for example, self, husband, daughter).
If this isn’t shown, write it on the bill.

« Patient’s date of birth. If this isn’t shown,
write it on the bill.

« Date of services.
» Procedure codes.

» Cost of each service or supply.

» Provider’s name,address and tax
identification number (TIN).

« Mail your completed claim form, with itemized
bill(s) attached, to:

Aetna
P.O. Box 981106
El Paso, TX 79998-1106

Visit Us On-Line at
www.aetna.com

When you visit the Aetna website, you’ll find fast,
up-to-date information about our company and
wellness programs through:

» DocFind®,for help finding network providers
in your area;

* InteliHealth®, for information on a variety of
health topics, along with wellness and fitness tips.

With www.aetna.com, you have convenient access
to help,information and services from the comfort
of your home, day or night.



Understanding the Explanation of Benefits

You'llreceive an Explanation of Benefits (EOB) each time a claim is processed. The EOB contains importantinformation
about how your claim was processed and what benefits were paid.

The circled numbers on the sample EOB correspond to the numbers in the following explanation:

AR R R o

. Name and mailing address for the member.

Contactinformation to use for any questions.
Displays date Aetna received the claim.
Firstand last name of patient with middle initial.
Relationship of patient to the member.

First and last name of member.

The name of the plan sponsor.

Unique plan identifiers.

The provider name, month, day and year the service
was provided,and brief description of the service.

. The amount billed for this service.

. The special fee that has been negotiated with

the provider for this service (when the provider
participates in the network).

. The amount being pended (i.e., placed on hold until

additional information requested from the provider
and/or member has been received and reviewed)
or denied.

. Remarks column displays a remark code that

corresponds to the remark text shownin field 22.

14.
I5.

16.

17.

18.

19.

20.

21.

22,

23.

24,

Patient copayment for the services.

Amountapplied to deductible for the charges
submitted.

The amount of the submitted bill, less any discount,
amounts not covered or pending, copays and
deductibles.

The percentage the plan will pay on the amount
remaining of the submittedbill.

The amount the plan will pay for this service.

Also known as “Coinsurance”. The portion of
the allowable charges for which the member is
responsible.

Indicates the total amount for which the patientis
responsible. This includes copays, deductibles,
coinsurance and not covered amounts.

Total for which the member is responsible.

Remarks section explains why a charge was not
covered or a claim was pended.

Summary of plan financial limits for the benefit year
such as deductible and lifetime maximum.

Payment Summary identifies who received payment.
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If You Have Questions or Need More Claim Forms

For Medical claims, call Aetna Member Services at 800-255-2386. Overseas, call collect 210-366-2416.
For Prescription Drug claims, call Medco at 800-695-4116. Overseas, call collect 800-497-464 1*.
Or visit the Medco website at www.medco.com

*Use appropriate access number for the country you are calling from.




