
PART A:  MUST BE COMPLETED BY INSURED - PLEASE PRINT 

Name ______________________________________________   ________________________________

Address ____________________________________________   ________________________________

___________________________________________________   ________________________________

Telephone Number ___________________________________  Date of Birth ___________________________________

Dates Disabled: From _________________________________  Through ______________________________________

Was Disability Due To Sickness? ❑ Yes ❑ No When Did Sickness Happen? ___________________________

Was Disability Due To An Accident? ❑ Yes  ❑  No When And How Did Accident Happen? ___________________

PART B:  MUST BE COMPLETED BY PHYSICIAN TO RECEIVE DISABILITY BENEFITS

(1) Diagnosis ________________________________________________________________________________________________

(2) DATES DISABLED: FROM ____________________________________________ THROUGH __________________________

(3) Dates Treated: ____________________________________________________________________________________________

(4) If patient hospitalized, give name of hospital ____________________________________________________________

 City ____________________________________________  State __________________________________________

 Date Admitted ______________________________  Date Discharged _______________________________

________________________________________________   ________________________________________________

___________________________________________________________________________________________________

List Weekly Policy Numbers only

Telephone Number
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IMPORTANT - BE CERTAIN TO DATE AND SIGN THIS FORM AND HAVE YOUR TREATING PHYSICIAN COMPLETE PART B.

Date Physician's Signature Degree

Street Address City State Zip Code

I understand that no insurance agent of the Company is authorized to make any claim decision or any representation as to whether any claim 
should or will be paid.
I agree to cooperate with the Company in its investigation of this claim by providing assistance including, but not limited to, completing, signing, 
and submitting any questionnaire or authorization form needed by the Company, in its sole opinion, to conduct its investigation.
I acknowledge that, due to the requirements of certain medical providers and others as well as the requirements of applicable law, the 
authorization of someone other than myself may be required to acquire medical or other records necessary for the Company to consider my 
claim, potentially delaying the processing of such claim.

___________________________________________________________________________________________________

Date _______________  Witness ____________________________ Signature ____________________________________
IMPORTANT NOTICE

California Residents: CAUTION: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fi nes and confi nement in 
state prison.
Colorado Residents: It is unlawful to knowingly provide false, incomplete or misleading facts or information to an insurance company for the purpose of defrauding or attempting to defraud 
the company. Penalties may include imprisonment, fi nes, denial of insurance and civil damages. Any insurance company or agent of an insurance company who knowingly provides false, 
incomplete or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or 
award payable from insurance proceeds shall be reported to the Colorado division of insurance within the department of regulatory agencies.
District of Columbia Residents: WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person. Penalties 
include imprisonment and/or fi nes. In addition, an insurer may deny insurance benefi ts if false information materially related to a claim was provided by the applicant Any person who 
knowingly presents a false or fraudulent claim for payment of a loss or benefi t or knowingly presents false information in an application for insurance is guilty of a crime and may 
be subject to fi nes and confi nement in prison.
Florida Residents: Any person who knowingly and with intent to injure, defraud or deceive any insurer fi les a statement of claim or any application containing any false, incomplete or 
misleading information is guilty of a felony of the third degree.
Maryland Residents: Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefi t or who knowingly and willfully presents false information in an 
application for insurance is guilty of a crime and may be subject to fi nes and confi nement in prison.
New Jersey Residents: Any person who knowingly fi les a statement of claim containing any false or misleading information is subject to criminal and civil penalties.
New York Residents: Any person who knowingly and with intent to defraud any insurance company or other person fi les an application for insurance or statement of claim containing any 
materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be 
subject to a civil penalty not to exceed $5,000 and the state value of the claim for each such violation.
Oregon Residents: Any person who, knowingly and with intent to defraud any insurance company or other person; (1) fi les an application for insurance or statement of claim containing any 
materially false information; or, (2) conceals for the purpose of misleading, information concerning any material fact, may have committed a fraudulent insurance act.
Pennsylvania Residents: Any person who, knowingly and with intent to defraud any insurance company or other person, fi les an application for insurance or statement of claim containing any 
materially false information or conceals for the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime and subjects such 
person to criminal and civil penalties.
Virginia Residents: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits application or fi les a claim containing a false or deceptive 
statement may have violated state law.
ALL OTHER RESIDENTS: A law of your state requires us to inform you that any person who knowingly and with intent to defraud any insurance company or other person fi les an application 
for insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto commits a fraudulent 
insurance act, which is a crime and subjects such person to criminal and civil penalties.

Patient


