[image: image1.wmf]ATTN: Customer Service
P.O. Box 240609
Anchorage, AK 99524-0609

1-800-508-4722

Air Travel Benefit Advisory Request
Dear Subscriber,

Your group program provides, under certain circumstances, benefits for air transportation for you or your dependents. We recommend that you request a benefit advisory on whether your trip meets the requirements for coverage under your program. To request a benefit advisory, please follow the instructions below.

Please complete the subscriber information part of this form. Have your doctor complete the medical information and sign in the space provided.
	SUBSCRIBER INFORMATION—To be completed by subscriber

	Subscriber Name
	Phone Number

	     
	(           )          -       

	Address



	     

	City
	State
	ZIP

	     
	  
	     

	Subscriber ID Number
	Group Number

	     
	     

	Patient Name
	Birthdate  (MM/DD/YYYY)

	     
	         /        /       


	REQURED MEDICAL INFORMATION—To be completed by attending physician

	Physician Name
	Phone Number

	     
	(           )          -       

	Address



	     

	City
	State
	ZIP

	     
	  
	     

	Diagnosis of Patient Referenced Above

	     

	Will Surgery be Performed?

	
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Surgical Procedure

	     

	Type of Treatment Recommended
	Can Services be Performed Locally?

	     
	     

	Estimated Date of Travel
	Patient Referred to: (Dr. or Clinic Name and City)

	         /        /       
	         /        /       

	Physician
Signature
	
	Date
	

	
	     
	
	         /        /       
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