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Date:___________________________________

TPA:______________________________________________________________________________    TPA Phone: _________________________________________

Treaty Holder Name: _______________________________________________________

Treaty Effective Date: __________________________  Specific Retention: _________________________ COBRA Effective Date: _________________________

Employee Name: ___________________________________________________________________________   Claimant Name:_____________________________

ID Number: _________________   Date of Birth:________________________   Relationship:________________________   Date of Hire:____________________

Current Status of Employee: o Active   o Terminated (Term Effective Date:____________________________)

Was the employee actively at work on the effective date of the policy?  o Yes    oNo

ICD 10:_______________________________________________________   Primary Diagnosis:________________________________________________________

Prognosis: Nature of Injury:_______________________________________________________________________________________________________________

Work Related:  o Yes    oNo Accident: o Yes  oNo     Accident Details (How/When/Where):__________________________________________

________________________________________________________________________________________________________________________________________ 

Incurred From:_______________________________   To:______________________________    Amount of Paid Claims to Date:___________________________

Amount of Claim Not Yet Paid:__________________________________________   Expected Future Expenses:________________________________________

Has Case Management Been Utilized? (explain):_____________________________________________________________________________________________

Name of Person Submitting Notification:___________________________________________________________________________________________________

Signature:_______________________________________________________________________________________________________________________________

The following diagnosis/conditions require immediate notification to USBenefits Insurance Services, LLC:

Specific Large Claim Notification

Written notice must be given to USBenefits Insurance Services, LLC. immediately upon the administrator’s 
notification of a claimant diagnosed with any of the catastrophic medical conditions outlined below OR 
when an individual’s claim has reached 50% of the specific deductible.

• Amputation or permanent loss of upper or lower limbs

• Brain injuries

• Chronic blood disorders

• Crushing or massive internal injuries

• Chronic illnesses requiring long term care

• End stage renal disease

• Fatalities

• Heart surgery

• HIV, AIDS and related conditions

• Hospitalization of more than 15 days and multiple hospital stays

• Loss of sight or hearing

• Malignancy (All)

• Multiple pregnancies or high risk pregnancy

• Multiple or serious fractures

• Neonatal high risk infants

• Premature birth or significant congenital defects

•  Serious burns (10% of the body third degree/20%  
of the body with second degree burns)

• Serious psycho neurotic impairment

•  Spinal injuries, resulting in real or suspected partial or total paralysis 
of the upper or lower limbs (paraplegic,quadriplegic)

• Infusion therapies

• Transplants

•  All other injuries or sickness which may, in the opinion of the 
administrator, develop sufficient loss to reach the specific deductible

877.877.4USB (4872) 
USBenefits Insurance Services, LLC  
dba Employer Stop Loss Insurance Services, LLC (CA only)
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