13.0 How to File a Claim
Claims must be filed within 180 days of treatment to be eligible for reimbursement of covered expenses. Claim forms should be
submitted only when the medical service provider does not bill the Insurer directly, and when you have out-of-pocket expenses
to submit for reimbursement. All claims worldwide are subject to Usual, Customary, and Reasonable charges as determined by
GBG and are processed in the order in which they are received. In order for claims payment to be made, claims must be submitted
in a form acceptable to Insurer.

13.1 Medical and Prescription Claims

To file your claim, submit it online at www.gbg.com. Log into the Member Area and select Submit Claim, and then follow the
instructions to complete the online claim form. If you are unable to submit your claim electronically, you can mail or fax your
completed claim form and copies of supporting documentation. After submitting the claim, you will receive a claim reference
number and an electronic receipt for the claim will be sent to you by email.
Claims may be submitted to the Insurer directly by the Provider or Facility. The Insurer will process the claim according to the
Schedule of Benefits and plan terms, and remit payment to the health care provider. Ineligible charges or those in excess of the
Allowable Charges will be the responsibility of the Plan Participant.
If the Plan Participant has paid the health care provider, the Plan Participant will submit the claim form along with the original
paid receipts directly to the Insurer. Photocopies will not be accepted unless the Claim is submitted electronically. The Insurer
will reimburse the Plan Participant directly according to the Schedule of Benefits and plan terms.

13.2 Accidental Death and Dismemberment Claims

To substantiate a claim for benefits covered by the terms of this plan, the following initial documents must be submitted:
• An official certificate of death, indicating date of birth of the Plan Participant;
• A detailed medical report at the onset and course of the disease, bodily injury or Accident that resulted in the death or
dismemberment. In the event of no medical treatment, a medical or official certificate stating the cause and
circumstances of death;
• The Insurer will pay the benefit as soon as the validity of the claim for benefits has been reasonably satisfied. Expenses
incurred in relation to the substantiation of a claim will not be the responsibility of the Insurer.

13.3 ATMSafe Claims

This benefit will be payable provided the robbery is reported to the police within 48 hours of its occurrence, and the following
documentation is produced upon submission of a claim:
• A copy of the police report;
• A fully completed dated and signed (by the Plan Participant) claim form;
• A copy of the ATM transaction receipt, showing the amount withdrawn, time, date and location of the ATM; and;
• Confirmation from the financial institution records that the transaction occurred at the time, date and said location.
The Robbery Benefit is limited to two benefits, per Period of Insurance.
All claims must be submitted to the Insurer within 10 days from the date of the Robbery.
Submit Claims or claims appeal by:
Mail:
Fax:
Web:
www.gbg.com
GBG Administrative Services
+1 949 271 2330
27422 Portola Parkway Suite 110
Foothill Ranch, CA 92610 USA

Email:
gbgassist@gbg.com

13.4 Reimbursement Options

Claims reimbursements will be made by:
•
Electronic Direct Deposit for Plan Participant where the receiving bank is located in the U.S.,
•
Wire Transfer for members and overseas providers where the receiving bank is located outside of the U.S., or
•
Check sent to member or provider where electronic payment is not possible.

13.5 Settlement of Claims

When claims are presented to the Insurer, the Allowable Charges will be applied towards the Deductible. Once the Deductible
has been satisfied, all Allowable Charges will be paid at the percentage listed on the Schedule of Benefits, up to the listed benefit
maximum. Note the amount of Allowable Charges applied towards the Deductible also reduces the applicable benefit maximum
by the same amount.

If the plan has an Out-of-Pocket maximum, once it is met the plan will begin paying 100% of Allowable Charges for the remainder
of insurance coverage, subject to the benefit maximums. The Out-of-Pocket maximum does not apply to any expenses covered
under the Prescription Benefit.

13.6 Status of Claims

Plan Participant’s wishing to request the status of a claim or have a question about a reimbursement received, please submit the
status request form via our website at www.gbg.com or e-mail customer service at gbgassist@gbg.com. Inquiries regarding the
status of past claims must be received within 12 months of the date of service to be considered for review.

13.7 Releasing Necessary Information

It may be necessary for the Insurer to request a complete medical file on a Plan Participant for purpose of claims review or
administration of the plan. It may also be necessary to share such information with a medical or utilization review board, or a
reinsurer. The release of such confidential medial information will only be with written consent of the Plan Participant.

13.8 Coordination of Benefits

It is the duty of the Plan Participant to inform Insurer of all other coverage. In no event will more than 100% of the Allowable
Charge and/or maximum benefit for the covered services be paid or reimbursed.
If a Plan Participant has coverage under another insurance contract, including but not limited to health insurance, worker’s
compensation insurance, automobile insurance (whether direct or third party), occupational disease coverage, and a service
received is covered by such contracts, benefits will be reduced under this plan to avoid duplication of benefits available under
the other contract. This includes benefits that would have been payable had the Plan Participant claimed for them. The following
guidelines will be used to determine the primary plan:
• The Plan is Primary if it covers the claimant as an active Insured.
• If two Plans cover the claimant as an Insured, the Plan that has covered him for the longer period of time is the Primary
plan.
• If a Plan Participant is covered as an active Insured under the Plan and as a retired or laid off Insured under another Plan,
the Plan that covers him as an active Insured is the Primary Plan. The Plan that covers him as a retired or laid off Insured
is the Secondary Plan.

13.9 Subrogation

When the plan pays for expenses that were either the result of the alleged negligence, or which arise out of any claim or cause
of action which may accrue against any third party responsible for injury or death to the Plan Participant by reason of their
eligibility for benefits under the plan, the plan has a right to equitable restitution.

14.0 CLAIMS APPEAL
14.1 Level One Appeal

If you are not satisfied with an administrative, eligibility, rescission of coverage, denial or reduction of benefit or if a health care
determination for pre-service or current care coverage has been denied; you or your appointed representative has the right to
file an appeal within 180 days.
Your appeal will be reviewed and the decision made by a member of the claims staff who was not included in the original decision.
Appeals involving Medical Necessity, clinical appropriateness, or experimental and investigational treatments will be considered
by a health care professional.
For Level One Appeals regarding required pre-service or concurrent care coverage decision, GBG will respond with a decision
within 15 calendar days. We will respond within 30 calendar days for appeals regarding a post service coverage decision. If more

time or information is needed to make the decision, GBG will notify you to request an extension of up to 15 calendar days and to
specify any additional information needed to complete the review.

14.2 Level Two Appeal

If you are dissatisfied with the Level One appeal decision, you may request a Level Two Appeal. To start, follow the same process
required for a Level One appeal.
Most requests for a second review will be conducted by the Appeals Committee, which consists of at least three people. Anyone
involved in the prior decisions may not vote on the committee. For appeals involving Medical Necessity, clinical appropriateness,
or being experimental or investigational, the Committee will consult with at least one Physician reviewer in the same or similar
specialty as the care under consideration, as determined by our medical review agent.
For Level Two appeals we will notify you that we have received your request and schedule a Committee Review. For required
pre-service and concurrent care coverage determinations, the Committee review will be completed within 15 calendar days. For
post-service claims, the Committee Review will be completed within 30 calendar days. If more time or information is needed to
make the determination, we will notify you in writing to request an extension of up to 15 calendar days and to specify any additional
time needed by the committee to complete the review. You will be notified in writing of the decision within five working days of
the meeting, and within the Committee Review time frames.

14.3 Independent Review Procedure

If you are not satisfied with the final decision of the Level Two appeal review, you may request that your appeal be referred to an
Independent Review Organization. The Independent Review Organization is composed of persons who are not employed by us,
our administrator, or any of our affiliates. A decision to use this external level of appeal will not affect the claimant’s rights to any
other benefits under the plan.
There is no charge for you to initiate this Independent Review process. The Insurer will abide by the decision of the Independent
Review Organization.
In order to request a referral to an Independent Review Organization, certain conditions apply. The reason for the denial must
be based on a Medical Necessity or clinical appropriateness determination or because it is considered to be experimental or
investigational by our medical review agent. Administrative, eligibility, or benefit coverage reductions or exclusions are not eligible
for appeal under this process.
To request a review, you must notify the Appeals Coordinator within 180 days of your receipt of the Insurer’s final adverse benefit
determination. The Insurer will then forward the file to the Independent Review Organization. The Independent Review
Organization will render an opinion within 30 days of request.

14.4 Expedited Appeals

You may request that the appeal process be expedited if, the time frames under this process would seriously jeopardize your life,
health, ability to regain maximum function or, in the opinion of your Physician, would cause you severe pain which cannot be
managed without the requested services; or your appeal involves non-authorization of an admission or continuing inpatient stay.
GBG Medical Review Agent in consultation with the treating Physician will decide if an expedited review is necessary. When an
appeal is expedited, GBG will respond within 72 hours, followed up in writing or electronically within five days.

14.5 Complaints Procedure

If you are not satisfied with the outcome of the Appeals process as described above, you may file a formal complaint. The
complaints procedures are listed at GBG’s website: https://www.gbg.com/#/AboutGBG/ComplaintsProcedures.

