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Accident Only Claim Filing Instructions
Save Time and Paper – File Your Claim Online!

We offer two ways to �le your accidental injury claim: online or by mail/fax.

How to File Online:
	 1.	 Login to your secured Online Service Center (OSC) account at www.american�delity.com/MyAccount.
	 2.	 From the “My Claims” tab, click “File a Claim” to get started.
	 3.	 Conveniently upload all OFFICE NOTES OR MEDICAL RECORDS for treatment of your accidental injury.
	 4.	 If you have the Accident Only Disability Rider and are making a claim for Accident Only Disability bene�ts, have your 
		  physician complete the Attending Physician Statement and have your employer complete the Statement of Employer.  
		  Upload these completed documents only if you are �ling for disability bene�ts under the Accident Only Disability Rider.
	 5.	 Follow the step-by-step instructions to complete your online claim �ling process.
	 6.	 Check the status of your claim by selecting the “My Claims” tab at the top of the screen!

How to File By Mail or Fax:
	 1.	 Complete the Statement of Insured.
	 2.	 Complete the Authorization to Disclose Protected Health Information.
	 3.	 If you have the Accident Only Disability Rider and are making a claim for Accident Only Disability bene�ts, have your
		  physician complete the Attending Physician Statement and have your employer complete the Statement of Employer.
		  Upload these completed documents only if you are �ling for disability bene�ts under the Accident Only Disability Rider.
	 4.	 Attach copies of all OFFICE NOTES OR MEDICAL RECORDS for treatment of your accidental injury.
	 5.	 Mail the completed forms to American Fidelity at the address listed below.	
	 6.	 If you wish to fax your completed forms, please fax to 800-818-3453. 

Whether completing this claim online or with the below packet, all portions must be completed to avoid undue delay in 
processing your request for bene�ts. If you have any questions regarding completion of your claim, please call:

Toll Free: 800-662-1113  |  Local: 405-523-5025

Educational Services Division
Benefits Department

P.O. Box 25160
Oklahoma City, Oklahoma 73125-0160

www.americanfidelity.com

Warning: Any person who knowingly and with intent to injure, defraud, or deceive an insurer files a statement of claim containing any false, incomplete, or misleading information 
may be guilty of insurance fraud and subject to criminal and civil penalties.
California - For your protection, California law requires the following to appear on this form. Any person who knowingly presents false or fraudulent claim for the 
payment of a loss is guilty of a crime and may be subject to �nes and con�nement in state prison.
AR, DC, LA, NJ, NM, TX, and WV - 





Date of Accident:  _____/______/_____	

Type of Injury:

Describe how the accident occurred:

Are you making a claim under your Accident Only Disability benefit?  _______Yes   _______No  IF YES, COMPLETE THE BACK OF
					                  THIS FORM.

INSURED’S LAST NAME	 First Name	 Initial	 Date of Birth	 ACCOUNT NUMBER

Mailing Address (City, State, Zip)	 Insured’s Social Security Number

Employer - Name	 Home Telephone #	  

	 (           )

PATIENT INFORMATION  (CHECK ONE)

For whom do you make this request?	 Self	 Son	 Wife	 Daughter	 Husband	 Other   _____

Patient’s Name                                                                                     Patient’s Birth Date                  Patient’s Social Security No. 

A.	 ABOUT YOU

B.	 ABOUT THE
	 PATIENT

C.	 ABOUT THE
	 ACCIDENT

identify

STATEMENT OF INSURED
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ATTN:  AFES BENEFITS DEPT.
P.O. Box 25160
Oklahoma City, Oklahoma  73125
Toll Free: 1-800-662-1113  
Fax: 1-800-818-3453
www.american�delity.com

REQUEST FOR ACCIDENT 
ONLY POLICY BENEFITS

See page 1 for fraud statements.

I authorize AFAC to initiate credit entries to my account at the depository named below. This authorization is to remain in force and 	effect until 
AFAC receives written notification from me of its termination in such time and in such manner as to afford AFAC and the Depository opportunity 
to act on it. This authorization applies to bene�ts payable under all insurance policies held with AFAC.

Signature: ________________________________________________________________________________________________
	      	    NOTE: You must attach a voided check to begin direct deposit.

Signature                            	 Date 
I verifiy this information is true and correct. 


