Sun Life’

How to submit a Supplemental Health claim online

Follow these instructions to submit an Accident, Critical lllness, Cancer, or Hospital Indemnity claim.

e Signinto your Sun Life member account at www.sunlife.com/account

e Select “Submit a claim”

e Select the box for an Accident, Cancer, Critical lliness or Hospital Indemnity claim

e Enter the details for the Insured / Claimant Provide details of this claim and upload any
relevant documents to support this claim.

e Enter the Physician and facility details. To enter a facility, select the Accident required a
hospital or other emergency care facility box. S

e Select your preferred payment method: Direct Deposit or Check by U.S. mail

e Complete authorizations, disclosures, and signatures.

Step 1: Sign into your Sun Life member account at www.sunlife.com/account. You can sign in from a
desktop, tablet, or mobile device. If you don't have an account, you can create one at
www.sunlife.com/createaccount.

Sun Life

Welcome. Select your role to log in

Members, Employers, and Brokers Providers
Username Access the new Provider Portal (€
L T Sign in or register now to see how we are doing
) ' dental better

Password

Individual Life Insurance

Policyholder ey

Forgot username or password? g -
| have an individual life insurance policy not

By logging in, you agree to these terms and conditions provided through my employer

Broker (9

Login > . -
| am a broker or financial professional with

) individual life insurance business
New to Sun Life? Create an account

Sun Life U.S. Making health and benefits easier
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Step 2: From the member home page, select “Submit a claim”

- Hello, Mary Member support My profile Logout
Sun Life

HOME BENEFITS & CLAIMS v TOOLS & FORMS v MEMBER SEARCH SELECT ANOTHER ROLE W

Tell us about your online experience.
Answer a short survey.

Page-specific container
Text

Mary L Smith | 09/19/1975

+ My benefits rj—| Tools and forms { We're here to help

Accident Gap Find a form For contact information and frequently asked

questions, please visit Member Support.
Cancer Hospital Indemnity Create Coverage Statement k

Can't find what you are looking for? Call Member
Services at 800-247-6875 Monday through Friday,
Dental Vision 8am toBpm ET

Critical Illness Life Submit Evidence of Insurability

Disability and Absence

Get my dental ID card Find a dentist Change my dentist

View claim status
Submit Evidence of

Insurability Submit a claim

View my Employee Find an eye doctor View our Sun Life stories
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Step 3: Select the box for an Accident, Cancer, Critical lliness or Hospital Indemnity claim and
click Continue.

Submit a claim

I'would fike to submit

an Accident, Cancer, Critical lliness or

e away fror : request syl vy = s/ Ca screeni enefit claim
a time away fram work request Hospital Indemnity ciaim a Wellness / Cancer screening benefit claim

Meed to submit a different claim?

Download claim forms

Step 4: Choose who this claim is for, and then click Let's get started

One more important detail
before you begin...

Please tell us who this claim is for.

This claim is for:

Me (the insured) My spouse My dependent

Let’s get started L\) Cancel




Step 5: Enter the details for the Insured / Claimant and then click Continue.

1 Insured / Claimant information

Wour name

*ary Spadara

“our date of birth

Your Social Secusity number

|I Show |

Your assigned sex at birth @

Famals Malg

¥our phome number

Your email address

mary.spadaro@email.com

Dependents name

Diependents date of birth

stbirth @

Dependents

Mals

Fermak

Continue

Confirm your email address

maryspadaro@email com

Cancel
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Step 6: Next, provide us details of this claim, and upload any relevant documents to support this

claim. Click Continue once you've entered all details.

**Note: the screens displayed in steps 6 & 7 will be different based on the product you are submitting
a claim for. The examples below depict Accident submission only.



2 Claim details

Next tell us what happened and upload
supporting documents.

A\ reminder

Supporting documents are required to process your claim. If the documents are not ready yet
you might censider canceling this clsim and returning when they are ready.

w Documents for an Accident claim
You will need to provide an itemized bill or medical insurance Explanation of Benefits (EOB) for

cach charge to be considered. Here are the types of documents we will need based on the
services received.

If a hospitalization accurred:

Copy of  hospital bill indicating diagnosis. services or trestment. and days hospitalized

If surgery was performed:
Capy of the operative report

If 2 motor vehicle accident occurred
Copy of the police report

If an incident investigated by law enforcement occurred:
Copy of the police report

f a death occurred:
Certified copy of the death certificate

Other supporting documents which may be provided are.

Copy of medical bills, physician records, ambulance charges, lodging and transportation
expenses, and other aperoj

riate documentation to support your claim for benefits

Download supporting documents
Download documents which may support your claim benefits

Date of accident

Bt

mm/ddyyyyy

Describe the details of the accident

0/500

Was the accident work related?

() yes () mne () currently being disputed

Are any of the follawing a contributing factor in the accident?
Attempting suicide, committing @ felony, compiication of treatment, intoxication,
self-inflicted or use of drugs

) Yes () Mo

Sun Life’

What benefits are you filing this claim for? (select all that apply)

Accident emergency treatment @
Accidental death

Accidental death commaon carrier
Accidental dismemberment

Accident follow-up care

| Ambulence @
Anesthesia
Blood / plasma / platelet transfusion
Brain injury
Bum
Catastrophic accident
Coms
Concussion
Diagnostic exam
Dislocation
Emergency dental
|| Emergency room treatment
Epidural pain management
Eye injury
Family lodging
Fracture

Gunshot wound

Hospital admission

Hospital confinement

Hospital intensive Care Unit admission

Selected condition(s)

Hospital Intensive Care Unit
confineme:

Laceration
Loss of hearing, sight or speech
wedical device
Dutpatient visit
Paralysis
Physical or occupational therapy
Physician follow-up treatment
Prescription drug
Prosthesis
Rehabilitation Unit
skin graft

Surgery benefit

Debridement

Exploratory surgery

Herniia repair

Laparoscopic surgery

Miscellaneous surgery

Open surgery

Ruptured / herniated disc

Tendon / ligament / rotator cuff

Tom knee cartilage
Transportation

Urgent Care facility

Xeray

Supporting documents are required to process your claim. If the documents are not
ready yet, you might consider canceling this claim and returning when they are ready:

Upload documents
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Step 7 Enter the Physician and facility details. To enter a facility, select the Accident required a
hospital or other emergency care facility box. Then, click Continue.

3 Physician and facility information

One last set of information to collect before completing this claim.

Mame of physician

Physician

State b

Physician's phons numbsr Physician's fax number
add another physidian
I | | accident required a hosgital or other emergency care faciity I
Mame of facility
Admission date
Discharge date
-]

Facifity address

e W z

Facility phone numiber

Add another facility

Continue cancel
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Step 8: Select your preferred payment method: Direct Deposit or Check by U.S. mail. Then click
Continue.

* Payment preference informati

Choose yolr preferred payment method for this claim

Select ane i 4

(] o

Step 9: Complete authorizations by checking ‘l agree” for each. Then click Continue.

5 Authorizations
Completing these authorizations will help with the time it takes to process your claim

~ authorization for Release and Disclosure of Health Related Information

SMUATES, (0] My EMPIOYEr, ITs BEENnTs, 8na any Pian Sponsor, Saministracr or
other service provider of any benefit plan in which I participate or
leave/accommodation services associsted with my employment: (¢} my treating
physicians. psychologists and therapists/counselors: (d) other persons or
organizations performing medical. investigative. financial or legal services related
to my claim; (e) my insurer. if the Company is acting only as the administrator of
my claim and; () other insurance companies, third party administrators or
insurance support organizations to prevent fraud or material nondisclosure in
connection with insurance transactions. The Company will not disclose
information it obtains about me except as authorized by this Authorization, as
may be required or permitted by law: or as | may further authorize. | understand
that if information is re-disclosed as permitted by this

authorization, it may no longer be protected by applicable federal privacy law.

| understand that: (a) this Authorization shall be valid for 24 menths from the
date of signature; (b) | may revoke it at any time by providing written notice to
Sun Life and Health Insurance Company (U 5.), One Sun Life Executive Park.
Wellesley Hills, Massachusetts. 02481, subject to the rights of any person who
acted in reliance on it prior to receiving notice of its revocation; and (c) my
authorized representative and | are entitled to receive a copy of the
Authorization upon request.

A copy of this Authorization shall be as valid as the original.

| agree. and it is myy intent, to sign the abave Authorization for Release and Disclosure
of Health Related Information electronically. | understand that by clicking on this
checkbox, | will be applying my electronic signature to this form and that | will be bound
with the same force and effect as if | had signed this form on paper by hand

DAuthnnzatlnn for Retease and Disclosure of Psychotherapy notes

DAuthDrizatlon for Release and Disclosure of Non-Health Related Information

Cancel
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Step 10: Confirm your responses, acknowledge the Fraud warning and the Declaration and
signature. Then click Submit.

) insursd / Climant information s Fraud warning

Please read the fraud warning and check the box below.

Your name Mary Spadaro
Your date of birth 01/23/1980

Your Social Security number  **-**-1198 General fraud warning: Any person who knowingly and with intent 1o defraud any

insurance company or gther persan fites an applicaton for msurance « slaw

Your assigned sex at birth Female ntining any menerially false infarmation or concels for the
g Mot ek o £ ey fort el et cornTies 8 Fauldert
Ve kit 19283 Wesh:Men Siyeet 2ot which i= 3 crime 2nd susjects such parson o crimnal and civil
Ca mhndga_ Massachussetts 02114
B O——— €01 s unlawful to knowingly provide false, incomplete, or misisading facts or

information to an insurance company for the purpess of defrauding or attempting to

i defraud the company, Penalties may include impriscament, fines, denial of insurence and
Your emaitaddrest manyspadao@campas Lot chit s Sy s gy e g s e o i owil
providss faise. imncomplete, or mislsading facts or inform policyhaider or
claimant for the purpose of deffauding or wEmpting 1o defaud the polryholde or
claimant with regard tn 3 settle bl from msurance proceeds shall be
reportad to the Colorado Division of Insurance within the Department of Reguiatory
Dependent's name Christopher Spadaro Agencies
: - 02/12/2007 KS: Any person who knowingly and with intent to defraud any insursnce company o
Dependents date of birth = pplication far insurance er statement of claim onsining any
Dependentsassigned Mal “formation or conceals, for the purpose of misies
::fr"'he" e = ) PG Y A R T deterrnl's=d bya
e court of law,
OK: WARNING: Any pérson who knowingly. and with intent to injure, defraud or deceive
- ks amy clam for the proceeds of an insurance policy contanng any false,
or misleading information is gty of 3 felony
2 Claim details &
| certify that | have read or had read 1o me. the Fraus waming for my state.
Date of accident 05/16/2020
Details of the accident Lorem ipsum dolor sit amet, consectstur adipiscing elit.
Integer erat turpis, consequat eleifend venenatis non. porta
eu enim. Ut elit nibh, varius quis imperdiet in, tristique et 1 H
B e o s e o Declaration and signature
Curabitur st fermentum justo duis.
Work related Currently being disputed By checking the “Agree” checkbax below:
sbuti = | certify, to the best of my knowl=dge and belief that the mformation | have
StrEting ot e, e provided in this Statement of Claim is true, accurste and complete
= itis my intent 1o electronically sign and submit this Statement of Claim
— Ambul = | &m applying my electronic signature to this Ststement of Claim and | will be
Setaci aneis) i bound with the same force and effect as if | had signed this Statement of Claim on
Emergency room treatment hand.
Hospital admission
. Agree
pporting PhysicanStmt1.pdf
Physicanstmt2 pdf
After you submit this claim, you will be shle to 3dd additio ms for others
3 Physician and hospital information rd
- -
Name of physician Dr. Adam Berksen
Physician’s address 123 Main Street
Suite #29388
Boston, Massachusetts 01181
Physician's phone number 617-321-7894
Name of physician Dr. Suzanna Sutherland
Physician’s address 123 Main Street

Suite #29390
Boston, Massachusetts 01181

Physician’s phone number 617-321-7882

Physician’s fax number 617-321-7111

Accident required a hospital  Yes
or other emergency care

facility
Name of facility Charles Street Urgent Care
Admission date 01/20/2021
Discharge date 01/21/2021
Facility address 123 Main Street
Suite #29390

Boston. Massachusetts 01181

Facility phone number 617-321-0021
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Step 11: Close window if you have completed your claims submissions. Or Select, Yes, let's start a
new claim to initiate another claim.

Sun Life ®

Your claim has been submitted.

You will receive a confirmation email in the next few minutes,

Do you have another claim you would like to submit at this time?

Group insurance policies are underwritten by Sun Life Assurance Company of Canada (Wellesley Hills, MA) in all states except
New York. In New York, group insurance policies are underwritten by Sun Life and Health Insurance Company (U.S.) (Lansing, MI).

Sun Life U.S. Making health and benefits easier

© 2025 Sun Life Assurance Company of Canada, Wellesley Hills, MA 02481. All rights reserved. The Sun Life name and logo are
registered trademarks of Sun Life Assurance Company of Canada. Visit us at www.sunlife.com/us.
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