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Failure to complete all sections may result in a delay in processing this claim. 
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Policyholder’s Statement 
 

Please sign the attached HIPAA Form and return it with the completed claim form. 
 
 

• Is disability due to a sickness?  No  Yes  
o If yes, please provide the date symptoms first appeared: ____________________________ 

 
• Is disability due to an injury?  No   Yes 

o If yes, please complete the following questions related to the injury. 
 Date of the Injury: ___________________________________ 

 
 Describe how the injury occurred: ________________________________________________ 

 
_____________________________________________________________________________ 
 

 Location of the injury?      On the job        Off the job  
• If on the job, please provide the date the employer was notified:___________________ 

 
• Has a worker’s compensation claim been filed?  

o If yes, please provide status:   Approved  Pending  Denied*  Appealing 
       *If denied, please submit a copy of workers’ compensation denial letter. 
 

• Was the injury due to a motor vehicle accident?  No   Yes (If yes, please submit a 
copy of  the Police Report) 
 

 
• Please indicate any additional income you are currently receiving: 
•  

o Social Security: Date Began:______________________ Date Ceased:___________________________ 
 

o State Disability: Date Began:______________________ Date Ceased:___________________________ 
 

• Was the patient confined to the hospital as a result of this condition?  No  Yes  
Admission date ______________________________     Discharge Date ___________________________________ 
 
Hospital name:_________________________________ Telephone Number: _______________________________ 
 
Address: ______________________________________________________________________________________ 
 
City: _________________________ State: _______________ Zip Code: __________________________ 
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• First date of Disability _________________ 
• Was this disability caused by an incident that occurred while performing the duties of his/her employment? 

  No  Yes (If yes, please attach the first report of injury – accident report.)  
o If yes, has a worker’s compensation claim been filed?  No  Yes 

 If yes, please provide the status:  Approved  Pending  Denied  Appealed  
If approved, please provide the worker’s compensation weekly amount: _________________ 

• Prior to this disability, number of hours worked per week: _______________ Basic monthly earnings: _____________ 
• Gross annual income prior to disability: ____________*Income is subject to verification at time of claim.  

Self-employed?  No   Yes (If yes, your gross annual income is the average of your net earnings for the past 
two years. Please submit tax records for the past two years.)  

• Has the employee returned to work? No  Yes 
 If no, expected return to work date: _____________ If yes, date returned to work: ______________  
• If the employee has returned to work is he or she working:  Full-Time   Part-Time Light Duty 

o If working part time or light duty, please provide the number of working hours per week: ________________  
o Is light duty available?  No  Yes 

 If yes, can you accommodate the employee for light duty?  No  Yes 
o If part-time/light duty, date expected to return to work to full-time:__________ 
o If part-time/light duty, is/was the employee earning at least 80% of his/her pre-disability salary?  No  Yes 

• Has the employee received any other income as a result of disability?  No  Yes 
o Is the employee currently using salary continuance, sick pay or vacation pay?   No  Yes 

 If yes, weekly benefit:___________________________ Date Ceased: ________________________ 
o Is the employee received any other type of income?  No  Yes 

 If yes, weekly benefit:___________________________ Date Ceased: ________________________ 
Please complete this section only for Contract 1099 and W-2 Employees. (Please contact payroll and/or check the 
policyholder’s Salary Redirection Agreement/Premium Deduction Authorization card for the answer to these 
questions.) 
• Are Disability Rider or Short-Term Disability premiums deducted from the policyholder’s paycheck on a pre-tax basis? 

 No  Yes 
• Does the employer pay a portion of the disability premium for the policyholder? No   Yes  

o If yes, what percent? ________% 
• Is the person still employed?  No  Yes 

o If no, last date of employment: _______________  
o If no, please provide the reason for separation:__________________________________ 

Please note:  
The employer is required to report disability benefits paid on pre-tax plans on Form 941 and the employee’s Form W-2. 

 

 
Diagnosis: 
• Primary diagnosis for disability and ICD code: ____________ Additional diagnoses:___________________________ 
• Objective findings (including current x-rays, EKG’s, laboratory data and any clinical findings: ____________________ 

_____________________________________________________________________________________________ 
• If due to an injury, please provide the date, details of the injury: __________________________________________ 

_____________________________________________________________________________________________ 
• Location of the injury?      On the job        Off the job 

 

• Symptoms first occurred on: ________________ If diagnosed with cancer, date of initial diagnosis: _____________ 
• Patient first consulted you for this condition on: ______________________ 
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• Has the patient ever had the same or similar condition?  No  Yes 
• Was the patient treated for the primary diagnosis by another physician?  No  Yes 

o If yes, physician’s name: _______________  
o Treating physician’s address: _________________________________ Phone Number: _________________ 

*If filing for disability within the first two years of the policy, medical records may be requested. 
 

Pregnancy claims:  
o Date of delivery: _________________________  Vaginal  Cesarean 
o EDC: _____________________________ LMP: _____________________________________ 
o If not delivered, expected delivery date: _________________________ 
o Please list any complications: _____________________________________________________________ 

 

Prognosis: 
• First date of disability: ________________________ 
• Date patient was last treated: _____________________  Frequency of visits:  Weekly  Monthly  Other 

o Nature of treatment (surgery and medications prescribed, if any):___________________________________ 
• Have you released the patient to return to work?  No  Yes (Date released: ____________________) 
  Patient released to work: Full Time Part Time Light Duty 
             If part time/light duty, please provide the date the patient is expected to return to full duty: _________________ 
• If patient has not been released, please provide the next appointment date: _____________  

o Please also provide the date of expected release: ________________ 
 

Physical Impairments (As defined in the Federal Dictionary of Occupational Titles): 
  Class 1 – No limitation of functional capacity; capable of heavy work. No restrictions (0-10%) 
  Class 2 – Medium manual activity (15-30%) 
  Class 3 – Slight limitation of functional capacity; capable of light work. (35-55%) 

   Class 4 – Moderate limitation of functional capacity; capable of clerical/administrative (sedentary) activity. (60-70%).  
   Class 5 – Severe limitation of functional capacity; incapable of minimum (sedentary) activity. (75-100%).  
• Restrictions and Limitations: (What specific activities is the patient incapable of performing?) ____________________ 

_____________________________________________________________________________________________ 
 

Activities of Daily Living: 
• Which Activities of Daily Living (ADLs) is the patient unable to perform?*  

o Check all that apply:  Continence  Transferring  Dressing  Bathing  Toileting  Eating 
  *Medical records will be requested if ADLs are indicated. 
• Does this patient require direct personal assistance to perform these ADLs each and every time? Yes No 

o If yes, how many days will the patient require direct personal assistance? 
 

Permanent Disability: 
• Is patient permanently disabled?  No  Yes (Medical records will be requested if permanent disability is indicated.) 
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