
 
 

 
 

MCA Administrators, Inc. 
PO Box 6540 

Harrisburg, PA 17112 
 

CLAIM ASSISTANCE: 
 

                      (800) 427-9308 
 



CLAIM PROCEDURES 

1. Submit all itemized bills to both your family insurance carrier and the insurance carrier for your 
school/organization. These bills are generally a HICFA form (Physician) or a UB92 form (Hospital). The 
Physician or Hospital has an assignment of Benefits on file; which was completed on the initial treatment visit. 
This assignment of Benefits will be honored. If your Provider does not bill on a HICFA or UB92 Form, You will 
need to sign the authorization to pay Benefits to the Provider on the front of this form. 

2. If your family insurance carrier is an HMO organization, CONTACT YOUR HMO PHYSICIAN AT ONCE. 
FAILURE TO DO SO MAY RESULT IN THE CLAIM BEING DENIED OR A SUBSTANTIALLY 
REDUCED BENEFIT. 

4. If you do not have other valid and collectible insurance (Auto, Employer Provided, Family Insurance or Self- 
Provided): complete the information on the claim form, sign where indicated, include all your itemized bills, etc., 
and forward to the claim administration for processing. 

FRAUD WARNING 
 
 
Any person who knowingly presents a false or fraudulent claim for payment of loss or benefit or knowingly presents 
false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in 
prison. 

THINGS TO REMEMBER 

1. TO SUBMIT ADDITIONAL BILLS AFTER THE ORIGINAL FORM HAS BEEN SENT IN, BE SURE TO 
INCLUDE THE FOLLOWING: (A) NAME OF CLAIMANT; (B) DATE OF ACCIDENT; (C) NAME OF THE 
POLICYHOLDER (SCHOOL, COLLEGE OR ORGANIZATION). 

2. IF YOUR FAMILY INSURANCE CARRIER IS AN HMO ORGANIZATION, CONTACT YOUR HMO 
PHYSICIAN AT ONCE. 

3. PROOF OF LOSS IS REQUIRED WITHIN 90 DAYS FROM THE DATE OF THE ACCIDENT.  YOU HAVE 
ONE YEAR FROM THE TIME PROOF OF LOSS WOULD HAVE BEEN REQUIRED TO FILE A CLAIM.  
CLAIMS SUBMITTED PAST THIS PERIOD WILL NOT BE CONSIDERED FOR PAYMENT UNDER THIS 
POLICY 

4. AUTHORIZATION TO RELEASE MEDICAL INFORMATION (MUST BE SIGNED) 

5. PAYMENT WILL BE MADE TO THE SOURCE OF SERVICE (HOSPITAL, PHYSICIAN, ETC.) UNLESS 
CLAIM FORM ACCOMPANYING THE BILL INDICATES OTHERWISE AT THE TIME THE CLAIM IS 
SUBMITTED. IF YOU PAID FOR THE SERVICES AND REIMBURSEMENT IS TO BE PAID TO YOU, 
PROOF OF PAYMENT WILL BE REQUIRED AT THE TIME THE CLAIM IS SUBMITTED. 

 

3. Your family insurance carrier will send you an Explanation of Benefits (E.O.B.) listing the payments made by 
them. Upon receipt of the E.O.B., forward the E.O.B. along with any unpaid itemized bills and a completed claim 
form to the claim administrator: paid receipts and/or balance due statements are not accepted. 


