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FLORIDA ALL X-RAY SETTLEMENT 

CLAIM FORM & INSTRUCTIONS 
To be eligible to receive Settlement Benefits, you must complete and timely submit this Settlement Claim Form, providing the information 

requested and signing in the space below. The Class Notice describes the settlement and the available Settlement Benefits, and all 

capitalized terms in the Class Notice have the same meaning in this Settlement Claim Form.  

You are only required to submit one Settlement Claim Form per patient/insured arising from an auto accident.  Your submission will 

automatically include all your charges for that patient under that PIP claim. Separate Settlement Claim Forms must be submitted for each 

patient/insured.   So if you treated six people and submitted claims to one of the GEICO Companies, you will have to submit six separate 

forms.  You can make a copy of this form and just submit additional Claim Forms which include the Patient Name and Insurance Claims 

Number for each additional person that you treated.  Available supporting documents, such as an Explanation of Benefits (EOB) should 

also be submitted with the Settlement Claim Form. 

Your completed Settlement Claim Form(s) must be sent by First-Class Mail, postage prepaid, addressed to: Florida All X-Ray 
Settlement, c/o JND Legal Administration, PO Box 91067, Seattle, WA 98111, or uploaded to the Settlement Website. Your 
completed Settlement Claim Form(s) must be postmarked no later than February 24, 2025 (150 days from the Class Notice 
Mailing Date).  OR 

You can also submit your Settlement Claim Form(s) online directly through the Claims Administrator website by going on 
www.flallxraysettlement.com and following the directions for submitting claims.  If you submit claims through the website you 
do not have to mail in your Settlement Claim Form(s). 

Under no circumstance may more than one Settlement Claim Form be submitted in a single envelope or box sent via First-Class 
Mail. A separate Settlement Claim Form must be submitted by each natural person or entity requesting relief under the 
Settlement for each separate patient who was treated by the settlement class member. Settlement Claim Forms must be 
submitted individually by a Settlement Class Member, not as or on behalf of a group, class, or subclass, except that such 
Settlement Claim Forms may be submitted by a Settlement Class Member’s individual legally authorized representative. 

YOU ARE REQUIRED TO PROVIDE THE INFORMATION BELOW AND TO SIGN AND DATE THIS SETTLEMENT CLAIM FORM. 
PLEASE TYPE OR PRINT LEGIBLY. 
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Class Member’s name and any potentially applicable aliases or business forms (e.g., d/b/a’s, registered fictitious names, or other 
names under which bills were submitted): 

Tax Identification Number (full number) or Social Security Number (last 4 digits): 

Authorized Contact Name(s):   

Street Address:   

City:  State: Zip Code: 

Phone Number (at which we may reach you if we have questions):  

Name of Patient/Insured:   

 

Insurance Claim Number (required). In addition, please identify the insured’s policy number (if available):  

 

Claim Number (16 digits) 

    

Policy Number (10 digits) 

 

 

Applicable Dates of Service:    

 

The undersigned attests and affirms that the following statements and any information provided in this Settlement Claim Form 
are true and correct: 

o The undersigned person submitting the Settlement Claim Form has reviewed the Class Notice and reasonably believes that he, 
she, or it, or the person or entity on whose behalf he, she, or it is acting as an authorized representative, is a Settlement Class 
Member entitled to relief under the proposed Settlement; 

o The undersigned verifies that the Settlement Class Member on whose behalf this form is completed reasonably believes that it 
is a medical provider or their assignee;  

o The undersigned verifies that the Settlement Class Member on whose behalf this form is completed reasonably believes that it 
provided services to person(s) insured by the GEICO Companies on one or more dates of service and sent bills to the GEICO 
Companies for those services;  

o The undersigned verifies that the Settlement Class Member on whose behalf this form is completed reasonably believes that it 
was paid by the GEICO Companies for such services based upon an amount less than the Highest Allowable Amount Under 
Medicare Part B for 2007;  

o The undersigned verifies that the Settlement Class Member holds the legal right to receive PIP benefits under the subject policy, 
that such right was assigned by the applicable patient to the Settlement Class Member, and that the right has not been otherwise 
assigned or transferred by the Settlement Class Member to another person or entity;  

o The undersigned verifies that no prior resolution of the claims that are asserted by the Settlement Claim Form has been reached 
with GEICO through demand, release, dismissal, or other agreement; and 

o The undersigned agrees to cooperate in verifying the information provided on the Settlement Claim Form, or as otherwise 
necessary for processing the applicable claim.     

 

Signature*:    Date (month/day/year):   
 

Print Name:    Print Title:    

 
*Electronic Signature can be used for Claim Forms submitted through the Settlement Website       

  

                

          


