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Wellness Benefit

Please complete the following and attach a 

statement from your visit.

Policy Number(s) ___________    No of pages: _____  Date: ________
Policyholder Name _____________________________________

Patient Name __________________________________________

Address ______________________________________________

City __________________________State ________Zip ________

FAX  all to         877-442-3522

Or mail to       AFLAC Claims

                        1932 Wynnton Rd

                        Columbus, GA  31999

Circle for type:

For Cancer Plan: * mammogram, breast ultrasound, Pap smear, ThinPrep, biopsy, flexible sigmoidoscopy, hemocult stool specimen, chest X—ray, CEA (blood test for colon cancer), CA 125 (blood test for ovarian cancer), PSA (blood test for prostate cancer), thermography, colonoscopy,or virtual colonoscopy.

For Accident or Hospital Plan: * routine examination or other preventive testing defined as: annual physical, dental exam, mammograms, pap smears, eye examinations, immunizations, flexible sigmoidoscopies, PSA’s,ultrasounds and blood screenings.

For Personal Sickness Plan Physician Visit Benefit: * a physician visit for which a charge was incurred. Visits include but are not limited to, eye exams, well-baby visits, immunizations, periodic health exams and routine physicals.

