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Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or
statement of claim concerning 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 also be subject to a civil penalty not to
exceed five thousand dollars and the stated value of the claim for each such violation.

E. CLAIMS FILING INSTRUCTIONS

INSTRUCTIONS:
Mail the CLAIM FORM promptly.
Follow these instructions to avoid delay.

1. Complete sections A and B in full to assure positive 4. If you use a GHI Participating Dentist, payment will
identification and prompt payment. be made directly to the dentist.
2. The Subscriber must sign and date the claim. 5. Dental coverage is subject to specific limitations and
exclusions. Please refer to your insurance booklet
3. All Claim forms must be submitted to GHI no later and certificate for a description of covered services,
than 180 days after the end of the calendar year limitations and exclusions.

in which the service was rendered.
6. This form will have to be returned if it is incomplete
or incorrect.
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‘ If dependent over age 19 is disabled and eligibility has not been established, contact your Health Benefits Administrator, personnel depariment or
business office for special form.
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