
Group Accident Claim Form 

The Lincoln National Life Insurance Company 
PO Box 2609, Omaha, NE 68103-2609 

Toll Free (800) 423-2765 Fax (888) 735-7636 
LincolnFinancial.com 

Please call our Customer Service Center at 1-800-423-2765 if you have any questions about benefits or 
how to file your claim. 

Follow these instructions to complete this form. 

1. Complete Sections A and B in full.

2. Complete and sign Section C.

3. Have your physician complete Section D in full and sign.

4. Please provide an itemized bill or form from the hospital. Retain copies for your records. Send the completed form and bills to:

The Lincoln National Life Insurance Company
PO Box 2609, Omaha, NE 68103-2609
Fax: (888) 735-7636 Phone: (800) 423-2765
Email: fileclaim@lfg.com

Incomplete forms may delay processing of the claim. 

Section A - Employee and Patient Information (to be completed by Employee)

Employee Information 

Employer Name: 

Employee's Name: (First, Middle, Last) 

I I 

Employee's Birthdate: (MM/DD/YYYY) 

I I 

Employee's Address: □ Check if address is new

City/State/Zip: 

I 

Employee's e-mail: 

Employee's Gender: 

□ Male □ Female

Patient Information 

Patient Name: (First, Middle, Last, if not employee) 

I I 

Relationship to Employee: 

□ Self □ Spouse □ Child □ Other

Patient's Gender: (if not employee)

□ Male □ Female

Lincoln Financial Group is the marketing name for Lincoln National Corporation and its affiliates. 

GLC11719 

Policy Number: 

ACC-0000000461 

Employee's Work ID or Social Security Number: 

I 

Employee's Telephone Number: 

- -

Date Last Worked: (MM/DD/YYYY) 

I I 

Patient's Birthdate: (MM/DD/YYYY) 

I I 
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