Date: 

Patient Name

Address
CIGNA Insurance
PO Box 182223
Chattanooga, TN 37422-7223

My provider is out of network with Cigna and I’m submitting the attached claim(s) for processing.
I attest that the services I receive were medically necessary. Cigna has a fiduciary responsibility to process this claim without delay in requiring unnecessary clinical records or pre-authorization required by your in- network providers. 

Please forward any payment without delay made payable to me and mail to my address on file.

Thank you for your prompt attention.
Your name

