
Supplemental Health Wellness Claim Form 

You may submit this claim using one of the following methods: 

Email VoluntaryClaims@RSLl.com 

Mail Attn: Voluntary Claims 

P.O. Box 7307 

Philadelphia, PA 19101-7307 

Please Note: Please complete each field below. Your claim may be delayed if the information requested is not provided. 

Employee Name (First & Last): Social Security Number: Date of Birth: 

__J__j __ 
Employee Address: 

Street City State Zip Code 

Employee Date of Hire: Employee's Phone Number: Employee's Email Address 

Spouse or Child Name (First & Last): Social Security Number: Date of Birth: 

__J__J __ 
Relationship to Employee: 

Select which policies you are filing a wellness claim for (select up to 3): 

D Accident D Critical Illness D Hospital Indemnity 

Did you or your Dependent listed above have a preventative health screening, vision test, diagnostic procedure, immunization, dental visit, or 

other routine examination? D Yes D No // yes, date completed __J __} __ _

Provider's Name: Provider's Phone Number: 

-------

Provider's Address: 

llP a ge 

Sarah Bush Lincoln VAI858502 VCI802139 VHI858503




