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IMPORTANT NOTICE

Pre-Authorization is required for claims
of $500 or more. All claims must be filed
within six (6) months of date of service.

X-RAYS MUST BE ATTACHED

RETURN THIS FORM TO:
Preferred Group Plans, Inc.
P.O. Box 15136

Albany, NY 12212.5136
Tel, 1-800-573-7474 - Fax 518-641-0325
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