
For use with policies issued by the following Unum Group [“Unum”] subsidiaries:

First Unum Life Insurance Company Provident Life and Casualty Insurance Company 
The Paul Revere Life Insurance Company

OUR COMMITMENT TO YOU

:H�XQGHUVWDQG�WKDW�D�GLVDEOLQJ�LOOQHVV�RU�LQMXU\�FUHDWHV�HPRWLRQDO��SK\VLFDO�DQG�¿QDQFLDO�FKDOOHQJHV��DQG�ZH�ZDQW�WR�GR�
whatever we can to help you. You have our commitment to provide you with responsive service and to be understanding and 
sensitive to your circumstances during the claim process.

INSTRUCTIONS

When should you use this claim form?

Use this claim form to submit a disability claim to Unum. This form should be used for the following types of claims only:

�� /RQJ�7HUP�'LVDELOLW\

�� $Q\�FRPELQDWLRQ�RI�WKH�IROORZLQJ��/RQJ�7HUP�'LVDELOLW\��,QGLYLGXDO�'LVDELOLW\�DQG�/LIH�,QVXUDQFH�:DLYHU�RI�3UHPLXP��,I�\RX�DUH�� �
 covered for more than one of these products, this is the only form you need to complete.  

Who is responsible for completing this claim form?

7KH�LQIRUPDWLRQ�SURYLGHG�RQ�WKLV�FODLP�IRUP�ZLOO�EH�XVHG�WR�HYDOXDWH�\RXU�HOLJLELOLW\�IRU�GLVDELOLW\�EHQH¿WV��3OHDVH�SURYLGH�FRPSOHWH�
and legible responses to ensure your claim is processed as quickly as possible. Please enclose any additional information you 
feel will assist us in the evaluation of your claim.

· Employee/Individual Statement (pages 4-7): Please complete this section of the claim form and fax it to 1-877-851-7624 
�3DFL¿F�WLPH�]RQH��RU�����������������DOO�RWKHU�WLPH�]RQHV���,I�\RX�SUHIHU��LW�PD\�EH�PDLOHG�WR�WKH�DGGUHVV�QRWHG�DERYH�

·� 3OHDVH�FRPSOHWH�WKH�QDPH�DQG�GDWH�RI�ELUWK�¿HOGV�DW�WKH�WRS�RI�HYHU\�SDJH�IRU�HDV\�LGHQWL¿FDWLRQ�SXUSRVHV�LQ�FDVH�WKH�SDJHV�
become separated.

· Direct Deposit Request (page 8):�3OHDVH�FRPSOHWH�WKLV�IRUP�LV�\RX�ZLVK�WR�KDYH�\RXU�/RQJ�7HUP�'LVDELOLW\�EHQH¿WV�GHSRVLWHG�
directly into your bank account.

�� Authorization to Share Information with Third Parties (page 9): If you wish to give us permission to share the details of your 
FODLP�ZLWK�D�WKLUG�SDUW\��VXFK�DV�\RXU�VSRXVH��FKLOG��VLEOLQJ��IULHQG��HWF����SOHDVH�VLJQ�DQG�GDWH�WKLV�IRUP�DQG�ID[�LW�WR�����������
������3DFL¿F�WLPH�]RQH��RU�����������������DOO�RWKHU�WLPH�]RQHV���,I�\RX�SUHIHU��LW�PD\�EH�PDLOHG�WR�WKH�DGGUHVV�QRWHG�DERYH�

· Employee/Individual Authorization (last page): Please sign and date this form and provide a copy to your attending 
SK\VLFLDQ��)D[�WKH�FRPSOHWHG�IRUP�WR�����������������3DFL¿F�WLPH�]RQH��RU�����������������DOO�RWKHU�WLPH�]RQHV��RU�PDLO�LW�WR�
the address noted above.

· Employer Statement (pages 10-12): Please give this section of the claim form to your employer and ask him/her to complete, 
VLJQ�DQG�GDWH�WKH�IRUP��<RXU�HPSOR\HU�VKRXOG�ID[�WKH�FRPSOHWHG�IRUP�WR�����������������3DFL¿F�WLPH�]RQH��RU����������������
�DOO�RWKHU�WLPH�]RQHV��RU�PDLO�LW�WR�WKH�DGGUHVV�QRWHG�DERYH�

·  Attending Physician Statement (pages 13-15): Please complete Part I of this statement, then give this section of the 
FODLP�IRUP�WR�WKH�SK\VLFLDQ�RU�WUHDWLQJ�SURYLGHU�SULPDULO\�UHVSRQVLEOH�IRU�\RXU�FDUH��$VN�KLP�KHU�WR�FRPSOHWH�3DUW�,,�DQG�ID[�
WKH�FRPSOHWHG�IRUP�WR�����������������3DFL¿F�WLPH�]RQH��RU�����������������DOO�RWKHU�WLPH�]RQHV���,I�V�KH�SUHIHUV��LW�PD\�EH�
mailed to the address noted above.

Questions?

If, at any time, you have questions about the claim process or need help to complete this form, please call the above toll-free 
number. Our Contact Center is staffed with experienced professionals who can be contacted from 8 a.m. to 8 p.m. Monday 
through Friday.
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DISABILITY CLAIM FORM

7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
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DISABILITY CLAIM FORM
7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
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&DOO�WROO�IUHH�0RQGD\�WKURXJK�)ULGD\����D�P��WR���S�P���(DVWHUQ�7LPH��

 IInstructions (continued) / Claim Fraud Statements

Fraud Warning
)RU�\RXU�SURWHFWLRQ��WKH�ODZV�RI�VHYHUDO�VWDWHV��LQFOXGLQJ�$ODVND��$UL]RQD��$UNDQVDV��'HODZDUH��,GDKR��
,QGLDQD��/RXLVLDQD��0DLQH��0DU\ODQG��1HZ�0H[LFR��2KLR��2NODKRPD��5KRGH�,VODQG��7HQQHVVHH��7H[DV��
Virginia, Washington, and West Virginia require the following statement to appear on this claim form:

$Q\�SHUVRQ�ZKR�NQRZLQJO\�DQG�ZLWK�WKH�LQWHQW�WR�LQMXUH��GHIUDXG�RU�GHFHLYH�DQ�LQVXUDQFH�FRPSDQ\�SUHVHQWV�
D�IDOVH�RU�IUDXGXOHQW�FODLP�IRU�SD\PHQW�RI�D�ORVV�RU�EHQH¿W�RU�NQRZLQJO\�SUHVHQWV�IDOVH�LQIRUPDWLRQ�LQ�DQ�
DSSOLFDWLRQ�IRU�LQVXUDQFH�LV�JXLOW\�RI�D�FULPH�DQG�PD\�EH�VXEMHFW�WR�¿QHV�DQG�FRQ¿QHPHQW�LQ�SULVRQ�

Fraud Warning for Alabama Residents 
)RU�\RXU�SURWHFWLRQ��$ODEDPD�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

$Q\�SHUVRQ�ZKR�NQRZLQJO\�SUHVHQWV�D�IDOVH�RU�IUDXGXOHQW�FODLP�IRU�SD\PHQW�RI�D�ORVV�RU�EHQH¿W�RU�ZKR�NQRZLQJO\�SUHVHQWV�IDOVH�
LQIRUPDWLRQ�LQ�DQ�DSSOLFDWLRQ�IRU�LQVXUDQFH�LV�JXLOW\�RI�D�FULPH�DQG�PD\�EH�VXEMHFW�WR�UHVWLWXWLRQ�¿QHV�RU�FRQ¿QHPHQW�LQ�SULVRQ��RU�
any combination thereof.

Fraud Warning for California Residents
For your protection, California law requires the following to appear on this claim form:

$Q\�SHUVRQ�ZKR�NQRZLQJO\�SUHVHQWV�D�IDOVH�RU�IUDXGXOHQW�FODLP�IRU�WKH�SD\PHQW�RI�D�ORVV�LV�JXLOW\�RI�D�FULPH�DQG�PD\�EH�VXEMHFW�WR�
¿QHV�DQG�FRQ¿QHPHQW�LQ�VWDWH�SULVRQ�

Fraud Warning for Colorado Residents
For your protection, Colorado law requires the following to appear on this claim form:

It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose 
RI�GHIUDXGLQJ�RU�DWWHPSWLQJ�WR�GHIUDXG�WKH�FRPSDQ\��3HQDOWLHV�PD\�LQFOXGH�LPSULVRQPHQW��¿QHV��GHQLDO�RI�LQVXUDQFH��DQG�FLYLO�
GDPDJHV��$Q\�LQVXUDQFH�FRPSDQ\�RU�DJHQW�RI�DQ�LQVXUDQFH�FRPSDQ\�ZKR�NQRZLQJO\�SURYLGHV�IDOVH��LQFRPSOHWH��RU�PLVOHDGLQJ�
facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or 
FODLPDQW�ZLWK�UHJDUG�WR�D�VHWWOHPHQW�RU�DZDUG�SD\DEOH�IURP�LQVXUDQFH�SURFHHGV�VKDOO�EH�UHSRUWHG�WR�WKH�&RORUDGR�'LYLVLRQ�RI�
,QVXUDQFH�ZLWKLQ�WKH�'HSDUWPHQW�RI�5HJXODWRU\�$JHQFLHV�

Fraud Warning for District of Columbia Residents
)RU�\RXU�SURWHFWLRQ��WKH�'LVWULFW�RI�&ROXPELD�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

:$51,1*��,W�LV�D�FULPH�WR�SURYLGH�IDOVH�RU�PLVOHDGLQJ�LQIRUPDWLRQ�WR�DQ�LQVXUHU�IRU�WKH�SXUSRVH�RI�GHIUDXGLQJ�WKH�LQVXUHU�RU�DQ\�
RWKHU�SHUVRQ��3HQDOWLHV�LQFOXGH�LPSULVRQPHQW�DQG�RU�¿QHV��,Q�DGGLWLRQ��DQ�LQVXUHU�PD\�GHQ\�LQVXUDQFH�EHQH¿WV��LI�IDOVH�LQIRUPDWLRQ�
materially related to a claim was provided by the applicant.

Fraud Warning for Florida Residents
For your protection, Florida law requires the following to appear on this claim form:

$Q\�SHUVRQ�ZKR�NQRZLQJO\�DQG�ZLWK�LQWHQW�WR�LQMXUH��GHIUDXG�RU�GHFHLYH�DQ\�LQVXUHU��¿OHV�D�VWDWHPHQW�RI�FODLP�RU�DQ�DSSOLFDWLRQ�
containing false, incomplete or misleading information is guilty of a felony of the third degree.

Fraud Warning for Kentucky Residents
For your protection, Kentucky law requires the following to appear on this claim form:

$Q\�SHUVRQ�ZKR�NQRZLQJO\�DQG�ZLWK�LQWHQW�WR�GHIUDXG�DQ\�LQVXUDQFH�FRPSDQ\�RU�RWKHU�SHUVRQ�¿OHV�D�VWDWHPHQW�RI�FODLP�FRQWDLQLQJ�
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.

Fraud Warning for Minnesota Residents
For your protection, Minnesota law requires the following to appear on this claim form:

$�SHUVRQ�ZKR�¿OHV�D�FODLP�ZLWK�LQWHQW�WR�GHIUDXG�RU�KHOSV�FRPPLW�D�IUDXG�DJDLQVW�DQ�LQVXUHU�LV�JXLOW\�RI�D�FULPH�

Fraud Warning for New Hampshire Residents
)RU�\RXU�SURWHFWLRQ��1HZ�+DPSVKLUH�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

$Q\�SHUVRQ�ZKR��ZLWK�D�SXUSRVH�WR�LQMXUH��GHIUDXG��RU�GHFHLYH�DQ\�LQVXUDQFH�FRPSDQ\��¿OHV�D�VWDWHPHQW�RI�FODLP�FRQWDLQLQJ�DQ\�
IDOVH��LQFRPSOHWH��RU�PLVOHDGLQJ�LQIRUPDWLRQ�LV�VXEMHFW�WR�SURVHFXWLRQ�DQG�SXQLVKPHQW�IRU�LQVXUDQFH�IUDXG��DV�SURYLGHG�LQ�56$�
�������
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 IInstructions (continued) / Claim Fraud Statements

Fraud Warning for New Jersey Residents
)RU�\RXU�SURWHFWLRQ��1HZ�-HUVH\�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

$Q\�SHUVRQ�ZKR�NQRZLQJO\�DQG�ZLWK�LQWHQW�WR�GHIUDXG�DQ\�LQVXUDQFH�FRPSDQ\�RU�RWKHU�SHUVRQV��¿OHV�D�VWDWHPHQW�RI�FODLP�
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, subject to criminal prosecution and civil penalties. 

Fraud Warning for New York Residents
)RU�\RXU�SURWHFWLRQ��1HZ�<RUN�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

$Q\�SHUVRQ�ZKR�NQRZLQJO\�DQG�ZLWK�WKH�LQWHQW�WR�GHIUDXG�DQ\�LQVXUDQFH�FRPSDQ\�RU�RWKHU�SHUVRQ�¿OHV�DQ�
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 
DFW��ZKLFK�LV�D�FULPH��DQG�VKDOO�DOVR�EH�VXEMHFW�WR�D�FLYLO�SHQDOW\�QRW�WR�H[FHHG�¿YH�WKRXVDQG�GROODUV�DQG�WKH�
stated value of the claim for each such violation.

Fraud Warning for Pennsylvania Residents
For your protection, Pennsylvania law requires the following to appear on this claim form:

$Q\�SHUVRQ�ZKR�NQRZLQJO\�DQG�ZLWK�LQWHQW�WR�GHIUDXG�DQ\�LQVXUDQFH�FRPSDQ\�RU�RWKHU�SHUVRQ�¿OHV�DQ�DSSOLFDWLRQ�IRU�LQVXUDQFH�RU�
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.

Fraud Warning for Puerto Rico Residents
For your protection, Puerto Rico law requires the following to appear on this claim form:

$Q\�SHUVRQ�ZKR�NQRZLQJO\�DQG�ZLWK�WKH�LQWHQWLRQ�RI�GHIUDXGLQJ�SUHVHQWV�IDOVH�LQIRUPDWLRQ�LQ�DQ�LQVXUDQFH�DSSOLFDWLRQ��RU�SUHVHQWV��
KHOSV��RU�FDXVHV�WKH�SUHVHQWDWLRQ�RI�D�IUDXGXOHQW�FODLP�IRU�WKH�SD\PHQW�RI�D�ORVV�RU�DQ\�RWKHU�EHQH¿W��RU�SUHVHQWV�PRUH�WKDQ�
one claim for the same damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each violation with the 
SHQDOW\�RI�D�¿QH�RI�QRW�OHVV�WKDQ�¿YH�WKRXVDQG�GROODUV����������DQG�QRW�PRUH�WKDQ�WHQ�WKRXVDQG�GROODUV������������RU�D�¿[HG�WHUP�
RI�LPSULVRQPHQW�IRU�WKUHH�����\HDUV��RU�ERWK�SHQDOWLHV��,I�DJJUDYDWLQJ�FLUFXPVWDQFHV�DUH�SUHVHQW��WKH�SHQDOW\�WKXV�HVWDEOLVKHG�PD\�
EH�LQFUHDVHG�WR�D�PD[LPXP�RI�¿YH�����\HDUV��LI�H[WHQXDWLQJ�FLUFXPVWDQFHV�DUH�SUHVHQW��LW�PD\�EH�UHGXFHG�WR�D�PLQLPXP�RI�WZR�����
years.



 EMPLOYEE/INDIVIDUAL STATEMENT (PLEASE PRINT)
A. Information About You

/DVW�1DPH� 6XI¿[�� )LUVW�1DPH� 0,�

'DWH�RI�%LUWK��PP�GG�\\�� 6RFLDO�6HFXULW\�1XPEHU� *HQGHU

  

+RPH�$GGUHVV

&LW\� 6WDWH� =LS

+RPH�7HOHSKRQH�1XPEHU� &HOO�7HOHSKRQH�1XPEHU�

7KH�VWDWH�LQ�ZKLFK�\RX�ZRUN� � 3UHIHUUHG�H�PDLO�DGGUHVV��IRU�FRQ¿UPDWLRQ�SXUSRVHV�RQO\�

(PSOR\HU�1DPH� � �

Language Preference � English �� 6SDQLVK

Please check all types of coverage you have with Unum.

��6KRUW�7HUP�'LVDELOLW\� ��/RQJ�7HUP�'LVDELOLW\� ��,QGLYLGXDO�'LVDELOLW\� � Life Insurance ��9ROXQWDU\�%HQH¿WV�'LVDELOLW\

�� 9ROXQWDU\�%HQH¿WV�&DQFHU�&ULWLFDO�,OOQHVV� �� 9ROXQWDU\�%HQH¿WV�$FFLGHQW� �� 9ROXQWDU\�%HQH¿WV�0HG6XSSRUW

$UH�\RX�FXUUHQWO\�VHOI�HPSOR\HG"� � Yes ��1R� 'R�\RX�ZRUN�IRU�DQRWKHU�HPSOR\HU"� � Yes ��1R�
,I�\HV��HPSOR\HU�QDPH�� � 7HOHSKRQH�1XPEHU 
 

B. Information About the Condition(s) Causing Your Disabililty

1. For illness, answer the following questions then go to #4:

:KDW�LV�WKH�QDPH�RI�\RXU�PHGLFDO�FRQGLWLRQ"� :KDW�ZHUH�\RXU�¿UVW�V\PSWRPV" 

'HVFULEH�ZKHQ�\RX�¿UVW�QRWLFHG�WKH�V\PSWRPV�� 'DWH�\RX�ZHUH�¿UVW�WUHDWHG�E\�D�SK\VLFLDQ 
� �PP�GG�\\���

 

2. For an injury, answer the following questions then go to #4:

:KDW�LV�WKH�QDPH�RI�\RXU�PHGLFDO�FRQGLWLRQ" 

'HVFULEH�ZKHUH�DQG�KRZ�WKH�LQMXU\�RFFXUUHG� 
 

'DWH�WKH�LQMXU\�RFFXUUHG��PP�GG�\\��� ,I�UHODWHG�WR�D�PRWRU�YHKLFOH�DFFLGHQW��ZDV�DQ� 'DWH�\RX�ZHUH�¿UVW�WUHDWHG�E\�D�SK\VLFLDQ 
� DFFLGHQW�UHSRUW�¿OHG" � Yes ��1R� �PP�GG�\\��

���)RU pregnancy, answer the following questions then go to #4:

:KDW�LV�\RXU�H[SHFWHG�GHOLYHU\�GDWH"

Were there any complications causing you to  If yes, please explain: 
VWRS�ZRUN�SULRU�WR�\RXU�H[SHFWHG�GHOLYHU\�GDWH" � Yes ��1R 

+DYH�\RX�DOUHDG\�GHOLYHUHG"� � Yes ��1R� ,I�\HV��ZKDW�W\SH�RI�GHOLYHU\"� � Vaginal ��&�6HFWLRQ� ,I�\HV��GDWH�RI�GHOLYHU\� 
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DISABILITY CLAIM FORM
7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
3DFL¿F�7LPH�=RQH� 7ROO�IUHH����������������� )D[����������������
$OO�2WKHU�7LPH�=RQHV� 7ROO�IUHH����������������� )D[����������������
&DOO�WROO�IUHH�0RQGD\�WKURXJK�)ULGD\����D�P��WR���S�P���(DVWHUQ�7LPH��

��Male
��Female

-



 EMPLOYEE/INDIVIDUAL STATEMENT (Continued)
(PSOR\HH�,QGLYLGXDO¶V�1DPH��/DVW�1DPH��6XI¿[��)LUVW�1DPH��0,�� � � 'DWH�RI�%LUWK��PP�GG�\\� 

4. For all medical conditions, answer the following questions:

:KDW�VSHFL¿F�GXWLHV�RI�\RXU�RFFXSDWLRQ�DUH�\RX�XQDEOH�WR�SHUIRUP�GXH�WR�\RXU�PHGLFDO�FRQGLWLRQ" 
 

+DYH�\RX�EHHQ�WUHDWHG�IRU�WKLV�FRQGLWLRQ�V��LQ�WKH�SDVW"� ,I�\HV��ZKHQ�DQG�E\�ZKRP" 
� Yes �� 1R

,V�\RXU�FRQGLWLRQ�UHODWHG�WR�\RXU�RFFXSDWLRQ"� ,I�\HV��SOHDVH�H[SODLQ� 
� Yes �� 1R� ,I�QR��JR�WR�6HFWLRQ�&�

+DYH�\RX�¿OHG�D�:RUNHUV¶�&RPSHQVDWLRQ�FODLP"� � Yes �� 1R� ,I�QR��GR�\RX�LQWHQG�WR�¿OH�D�:RUNHUV¶�&RPSHQVDWLRQ�FODLP"� � Yes �� 1R

C. Information About Your Disability

'DWH�ODVW�ZRUNHG��PP�GG�\\��� 1XPEHU�RI�KRXUV�ZRUNHG�RQ�GDWH�ODVW�ZRUNHG�� 'DWH�\RX�ZHUH�¿UVW�XQDEOH�WR�ZRUN�GXH�WR�WKLV�PHGLFDO�FRQGLWLRQ 
� � �PP�GG�\\��

D. Information About Physicians, Hospitals and Medications: This information will assist us in the evaluation of your claim.

3OHDVH�SURYLGH�WKH�IROORZLQJ�LQIRUPDWLRQ�DERXW�DOO�\RXU�FXUUHQW�PHGLFDO�WUHDWPHQW�SURYLGHUV��SK\VLFLDQV��KRVSLWDOV��SK\VLFDO�WKHUDSLVWV��HWF���,I�\RX�DUH�EHLQJ�WUHDWHG�
by more than two, please use a separate sheet of paper and include it with this form. 
� � �� � � � ��
1.____________________________________ ________________________________________________ _______________________________
� 3URYLGHU�1DPH� 0DLOLQJ�$GGUHVV� 7HOHSKRQH�1R�
� � � �� � � � �

____________________________________ ________________________________________________ _______________________________
6SHFLDOW\� &LW\� 6WDWH� =LS� )D[�1R�
 
____________________________________ ________________________________________________ 
'DWH�RI�)LUVW�9LVLW��PP�GG�\\�� 'DWH�RI�1H[W�9LVLW��PP�GG�\\�

� � � � � �� � � � �
2.____________________________________ ________________________________________________ _______________________________
� 3URYLGHU�1DPH� 0DLOLQJ�$GGUHVV� 7HOHSKRQH�1R�
� � � �� � � � �

____________________________________ ________________________________________________ _______________________________
6SHFLDOW\� &LW\� 6WDWH� =LS� )D[�1R�
 
____________________________________ ________________________________________________ 
'DWH�RI�)LUVW�9LVLW��PP�GG�\\�� 'DWH�RI�1H[W�9LVLW��PP�GG�\\�
     

   
3OHDVH�OLVW�DQ\�UHFHQW��ZLWKLQ�WKH�ODVW����PRQWKV��KRVSLWDO�YLVLWV�DGPLVVLRQV��,I�\RX�KDYH�KDG�PRUH�WKDQ�WZR��XVH�D�VHSDUDWH�VKHHW�RI�SDSHU�DQG�LQFOXGH�LW�ZLWK�WKLV�
form. 
  
1.____________________________________ ________________________________________________ _______________________________
� +RVSLWDO� $GGUHVV� 'DWH�RI�9LVLW�$GPLVVLRQ��PP�GG�\\�
   

____________________________________ ________________________________________________ _______________________________
3URFHGXUH� &LW\� 6WDWH� =LS� 'DWH�RI�'LVFKDUJH��PP�GG�\\�

  
2.____________________________________ ________________________________________________ _______________________________
 +RVSLWDO� $GGUHVV� 'DWH�RI�9LVLW�$GPLVVLRQ��PP�GG�\\�
   

____________________________________ ________________________________________________ _______________________________
3URFHGXUH� &LW\� 6WDWH� =LS� 'DWH�RI�'LVFKDUJH��PP�GG�\\��

3OHDVH�OLVW�DOO�FXUUHQW�PHGLFDWLRQV��,I�\RX�KDYH�PRUH�WKDQ�¿YH��XVH�D�VHSDUDWH�VKHHW�RI�SDSHU�DQG�LQFOXGH�LW�ZLWK�WKLV�IRUP� 

� 3UHVFULSWLRQ�1DPH� 'RVDJH�)UHTXHQF\� 3UHVFULELQJ�3K\VLFLDQ� 3KDUPDF\�1DPH� �

 1. ____________________________ ________________________________ ___________________________ ________________________________
  
 2. ____________________________ ________________________________ ___________________________ ________________________________

� ���BBBBBBBBBBBBBBBBBBBBBBBBBBBB� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB� BBBBBBBBBBBBBBBBBBBBBBBBBBB� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

 4. ____________________________ ________________________________ ___________________________ ________________________________

 5. ____________________________ ________________________________ ___________________________ ________________________________ 
 
 

&/������1<��������� �

DISABILITY CLAIM FORM
7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
3DFL¿F�7LPH�=RQH� 7ROO�IUHH����������������� )D[����������������
$OO�2WKHU�7LPH�=RQHV� 7ROO�IUHH����������������� )D[����������������
&DOO�WROO�IUHH�0RQGD\�WKURXJK�)ULGD\����D�P��WR���S�P���(DVWHUQ�7LPH��



 EMPLOYEE/INDIVIDUAL STATEMENT (Continued)
(PSOR\HH�,QGLYLGXDO¶V�1DPH��/DVW�1DPH��6XI¿[��)LUVW�1DPH��0,�� � � 'DWH�RI�%LUWK��PP�GG�\\� 

E. Information About Other Disability Income: 7KLV�LQIRUPDWLRQ�LV�LPSRUWDQW�WR�HQVXUH�WKH�DFFXUDF\�RI�\RXU�GLVDELOLW\�EHQH¿W�FDOFXODWLRQ�

<RX�PD\�EH�UHFHLYLQJ�LQFRPH�IURP�RWKHU�VRXUFHV�WKDW�FRXOG�UHGXFH�\RXU�EHQH¿W�IURP�8QXP��3OHDVH�LQGLFDWH�ZKDW�RWKHU�LQFRPH�EHQH¿WV�\RX�DUH�HOLJLEOH�WR�UHFHLYH�
or are receiving as a result of your disability and complete the information requested.
Other Source of Income Eligible to Receive Receiving $PRXQW� %HQH¿W�%HJLQ�'DWH
6KRUW�7HUP�'LVDELOLW\� � Yes ��1R� � Unknown � Yes ��1R� � Unknown
6WDWH�'LVDELOLW\�3ODQ��&$��+,��1-��1<��35��5,�� � Yes ��1R� � Unknown � Yes ��1R� � Unknown
Workers’ Compensation � Yes ��1R� � Unknown � Yes ��1R� � Unknown
Motor Vehicle Insurance � Yes ��1R� � Unknown � Yes ��1R� � Unknown
7KLUG�3DUW\�6HWWOHPHQW�,QFRPH� � Yes ��1R� � Unknown � Yes ��1R� � Unknown
6RFLDO�6HFXULW\�'LVDELOLW\� � Yes ��1R� � Unknown � Yes ��1R� � Unknown
6RFLDO�6HFXULW\�)DPLO\� � Yes ��1R� � Unknown � Yes ��1R� � Unknown
6RFLDO�6HFXULW\�5HWLUHPHQW� � Yes ��1R� � Unknown � Yes ��1R� � Unknown
Unemployment � Yes ��1R� � Unknown � Yes ��1R� � Unknown
3HQVLRQ�'LVDELOLW\� � Yes ��1R� � Unknown � Yes ��1R� � Unknown
Pension/Retirement � Yes ��1R� � Unknown � Yes ��1R� � Unknown
Canada Pension � Yes ��1R� � Unknown � Yes ��1R� � Unknown
3XEOLF�(PSOR\HH�5HWLUHPHQW�6\VWHP� � Yes ��1R� � Unknown � Yes ��1R� � Unknown
6WDWH�7HDFKHUV�5HWLUHPHQW�6\VWHP� � Yes ��1R� � Unknown � Yes ��1R� � Unknown
F. Information About Your Return-to-Work

+DYH�\RX�UHWXUQHG�WR�ZRUN"� � Yes ��1R�� ,I�\HV��LQGLFDWH�LQIRUPDWLRQ�EHORZ�
3DUW�7LPH��PP�GG�\\��� )XOO�7LPH��PP�GG�\\��� +RXUV�SHU�ZHHN� 

,I�\RX�KDYH�QRW�UHWXUQHG�WR�ZRUN��ZKHQ�GR�\RX�H[SHFW�WR�UHWXUQ"
3DUW�7LPH��PP�GG�\\��� )XOO�7LPH��PP�GG�\\��� � Unknown 

G. Information About Your Family: 7KLV�LQIRUPDWLRQ�LV�LPSRUWDQW�WR�DVVLVW�XV�LQ�GHWHUPLQLQJ�LI�\RXU�IDPLO\�PD\�EH�HOLJLEOH�IRU�RWKHU�EHQH¿WV�
0DULWDO�6WDWXV�� ��6LQJOH� � Married � Widowed ��'LYRUFHG� ��'RPHVWLF�3DUWQHU� ��6HSDUDWHG
6SRXVH�3DUWQHU¶V�1DPH� 6SRXVH�3DUWQHU¶V�'DWH�RI�%LUWK� ,V�KH�VKH�HPSOR\HG"
� � � � �PP�GG�\\�� � Yes ��1R 

/LVW�\RXU�GHSHQGHQW�FKLOGUHQ�ZKR�DUH�XQGHU�DJH�����LQFOXGH�DGGLWLRQDO�VKHHWV�LI�QHFHVVDU\��
1DPH� 'DWH�RI�%LUWK��PP�GG�\\�� � $WWHQGLQJ�6FKRRO"
  � � Yes ��1R 

  � � Yes ��1R 

  � � Yes ��1R 

H. Information About Income Tax Withholding: 7KH�IROORZLQJ�LQIRUPDWLRQ�ZLOO�HQVXUH�\RXU�EHQH¿W�LV�WD[HG�DSSURSULDWHO\�DFFRUGLQJ�WR�)HGHUDO�DQG�6WDWH�UHJXODWLRQV�
TAX INFORMATION
If you do not know if you are covered under a fully-insured or self-funded plan, please contact your employer for assistance.
�� )RU�)XOO\�,QVXUHG�3ODQV�±�,I�\RXU�UHTXHVW�IRU�EHQH¿WV�LV�DSSURYHG��VKRXOG�8QXP�ZLWKKROG�)HGHUDO�DQG�RU�6WDWH�,QFRPH�7D[HV�IURP�\RXU�EHQH¿W�FKHFNV" 

 Federal Income Tax: � Yes ��1R� ,I�\HV��KRZ�PXFK�VKRXOG�EH�ZLWKKHOG�IURP�HDFK�FKHFN"��ZKROH�GROODU�DPRXQW�� �BBBBBBBBBBBBBBBBB 
� 0LQLPXP�:LWKKROGLQJ������ZHHN�IRU�6KRUW�7HUP�'LVDELOLW\�DQG�����PRQWK�IRU�/RQJ�7HUP�'LVDELOLW\� 
 State Income Tax: � Yes ��1R� ,I�\HV��KRZ�PXFK�VKRXOG�EH�ZLWKKHOG�IURP�HDFK�FKHFN"��ZKROH�GROODU�DPRXQW�� �BBBBBBBBBBBBBBBBB

�� )RU�6HOI�)XQGHG�3ODQV�±�$WWDFK�D�FRS\�RI�\RXU�FRPSOHWHG�:���IRU�DFFXUDWH�FDOFXODWLRQ�RI�)HGHUDO�DQG�6WDWH�LQFRPH�WD[HV��Note: If not provided, we are 
UHTXLUHG�E\�ODZ�WR�ZLWKKROG�����RI�\RXU�EHQH¿W�IRU�)HGHUDO�,QFRPH�7D[�DQG�WKH�PD[LPXP�ZLWKKROGLQJ�DPRXQW�IRU�6WDWH�,QFRPH�7D[�

&/������1<��������� �

DISABILITY CLAIM FORM
7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
3DFL¿F�7LPH�=RQH� 7ROO�IUHH����������������� )D[����������������
$OO�2WKHU�7LPH�=RQHV� 7ROO�IUHH����������������� )D[����������������
&DOO�WROO�IUHH�0RQGD\�WKURXJK�)ULGD\����D�P��WR���S�P���(DVWHUQ�7LPH��



 EMPLOYEE/INDIVIDUAL STATEMENT (Continued)
(PSOR\HH�,QGLYLGXDO¶V�1DPH��/DVW�1DPH��6XI¿[��)LUVW�1DPH��0,�� � 'DWH�RI�%LUWK��PP�GG�\\� 

Fraud Warning: )RU�\RXU�SURWHFWLRQ��$UL]RQD�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

$Q\�SHUVRQ�ZKR�NQRZLQJO\�DQG�ZLWK�WKH�LQWHQW�WR�LQMXUH��GHIUDXG�RU�GHFHLYH�DQ�LQVXUDQFH�FRPSDQ\�SUHVHQWV�D�
IDOVH�RU�IUDXGXOHQW�FODLP�IRU�SD\PHQW�RI�D�ORVV�RU�EHQH¿W�RU�NQRZLQJO\�SUHVHQWV�IDOVH�LQIRUPDWLRQ�LQ�DQ�DSSOLFDWLRQ�
IRU�LQVXUDQFH�LV�JXLOW\�RI�D�FULPH�DQG�PD\�EH�VXEMHFW�WR�¿QHV�DQG�FRQ¿QHPHQW�LQ�SULVRQ�

 
Fraud Warning: )RU�\RXU�SURWHFWLRQ��1HZ�<RUN�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

$Q\�SHUVRQ�ZKR�NQRZLQJO\�DQG�ZLWK�WKH�LQWHQW�WR�GHIUDXG�DQ\�LQVXUDQFH�FRPSDQ\�RU�RWKHU�SHUVRQ�¿OHV�DQ�DSSOLFD-
tion 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, 
DQG�VKDOO�DOVR�EH�VXEMHFW�WR�D�FLYLO�SHQDOW\�QRW�WR�H[FHHG�¿YH�WKRXVDQG�GROODUV�DQG�WKH�VWDWHG�YDOXH�RI�WKH�FODLP�IRU�
each such violation.

I. Signature of Employee/Individual

I have read and understand the fraud notices listed on this form. I also acknowledge that should my claim be overpaid for any  
reason it is my obligation to repay any such overpayment. The above statements are true and complete to the best of my  
knowledge and belief.��<RXU�VLJQDWXUH�LV�UHTXLUHG�IRU�EHQH¿W�FRQVLGHUDWLRQ�� 
 
 

X 
_____________________________________________________________________________________ ________________________________________  
Signature     Date 
 
Reminder:�3OHDVH�VLJQ�DQG�GDWH�WKH�$XWKRUL]DWLRQ��ODVW�SDJH�RI�WKLV�FODLP�IRUP��

 

DISABILITY CLAIM FORM
7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
3DFL¿F�7LPH�=RQH� 7ROO�IUHH����������������� )D[����������������
$OO�2WKHU�7LPH�=RQHV� 7ROO�IUHH����������������� )D[����������������
&DOO�WROO�IUHH�0RQGD\�WKURXJK�)ULGD\����D�P��WR���S�P���(DVWHUQ�7LPH��
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DISABILITY CLAIM FORM
7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
3DFL¿F�7LPH�=RQH� 7ROO�IUHH����������������� )D[����������������
$OO�2WKHU�7LPH�=RQHV� 7ROO�IUHH����������������� )D[����������������
&DOO�WROO�IUHH�0RQGD\�WKURXJK�)ULGD\����D�P��WR���S�P���(DVWHUQ�7LPH��

 DIRECT DEPOSIT REQUEST: To be completed by the Employee.
Please provide the information requested below by completing the appropriate section of this form. Once completed, sign and date the form and mail or fax it to the 
address or fax number indicated above. Your request will be processed promptly.

A. Information About You

/DVW�1DPH� )LUVW�1DPH� 0,�

$GGUHVV

&LW\� 6WDWH� =LS

6RFLDO�6HFXULW\�1XPEHU� +RPH�7HOHSKRQH�1XPEHU�

B. Information About How to Set-up or Change Your Direct Deposit

�� 6HW�XS�'LUHFW�'HSRVLW� �� &KDQJH�'LUHFW�'HSRVLW�$FFRXQW
Bank/Financial Institution Information

1DPH�

$GGUHVV

&LW\� 6WDWH� =LS

 
7\SH�RI�$FFRXQW� � Checking (Required: Please attach a voided check imprinted with your name)  
 �� 6DYLQJV�  
� � %DQN�5RXWLQJ�1XPEHU� 3HUVRQDO�$FFRXQW�1XPEHU�

Direct Deposit Cancellation Request Please complete this section thirty days in advance if you wish to cancel your direct deposit agreement.

��&DQFHO�P\�GLUHFW�GHSRVLW�DJUHHPHQW� (IIHFWLYH�'DWH

C. Signature of Individual

 
_____________________________________________________________________________ 
Signature Date

Frequently Asked Questions About Direct Deposit
�� :KDW�LV�'LUHFW�'HSRVLW"
� 'LUHFW�GHSRVLW�LV�D�VDIH�DQG�HDV\�ZD\�WR�KDYH�\RXU�EHQH¿W�SD\PHQW�GHSRVLWHG�GLUHFWO\�LQWR�\RXU�FKHFNLQJ�RU�VDYLQJV�DFFRXQW��8QXP�ZLOO�HOHFWURQLFDOO\�WUDQVIHU�� �
 the money into your bank account on a monthly schedule.
�� 5HDVRQV�WR�XVH�'LUHFW�'HSRVLW
� í� ,W¶V�VDIH�±�QR�PRUH�ORVW�RU�VWROHQ�FKHFNV
� í� ,W¶V�FRQYHQLHQW
� í� ,W¶V�UHOLDEOH
� í� ,W�VDYHV�WLPH
�� How do I sign-up for Direct Deposit?
� -XVW�FRPSOHWH�WKH�WRS�VHFWLRQ�RI�WKLV�IRUP�DQG�PDLO�RU�ID[�LW�WR�XV��3OHDVH�SULQW�FOHDUO\�VR�ZH�DUH�DEOH�WR�YHULI\�\RXU�DFFRXQW�QXPEHUV�DFFXUDWHO\�
�� :KDW�LI�,�FKDQJH�¿QDQFLDO�LQVWLWXWLRQV�RU�ZDQW�WR�VWRS�P\�GLUHFW�GHSRVLW"
� ,W¶V�VLPSOH���7R�FKDQJH�¿QDQFLDO�LQVWLWXWLRQV��SOHDVH�FRPSOHWH�WKLV�IRUP�DQG�DWWDFK�D�YRLGHG�FKHFN�LPSULQWHG�ZLWK�\RXU�QDPH��7R�VWRS�\RXU�GLUHFW�GHSRVLW��SOHDVH�� �
 complete this form or provide the information on our secure website, unum.com. 
�� :KHQ�FDQ�,�H[SHFW�WKH�PRQH\�WR�EH�LQ�P\�DFFRXQW"
� %HFDXVH�WKLV�FDQ�YDU\�IURP�SHUVRQ�WR�SHUVRQ��SOHDVH�GLVFXVV�WKH�GHWDLOV�ZLWK�\RXU�FODLPV�VSHFLDOLVW�DQG�\RXU�¿QDQFLDO�LQVWLWXWLRQ�
�� :KDW�LI�,�KDYH�TXHVWLRQV"
� 3OHDVH�FDOO�RXU�WROO�IUHH�'LUHFW�'HSRVLW�&XVWRPHU�6HUYLFH�OLQH�DW�����������������7KHUH�DUH�NQRZOHGJHDEOH�DQG�FRXUWHRXV�UHSUHVHQWDWLYHV�DYDLODEOH�WR�DQVZHU�� �
 your questions, Monday through Friday, 8 a.m. to 4 p.m. Eastern Time.
Unum is a registered trademark and marketing brand of Unum Group and its insuring subsidiaries.

-

-

x



<RX�DUH�QRW�UHTXLUHG�WR�VLJQ�WKLV�2SWLRQDO�$XWKRUL]DWLRQ��+RZHYHU��LI�\RX�ZRXOG�OLNH�XV�WR�FRPPXQLFDWH�
with a family member, friend or other third party about your claim, we recommend completing the 
information below. Please sign and date the form as indicated and mail or fax it to the address or fax 
number indicated above. 

Optional Authorization to Disclose Information to Third Parties 

7R�DVVLVW�LQ�WKH�HYDOXDWLRQ�RU�DGPLQLVWUDWLRQ�RI�P\�FODLP�V���,�DXWKRUL]H�8QXP�*URXS��LWV�VXEVLGLDULHV�
DQG�GXO\�DXWKRUL]HG�UHSUHVHQWDWLYHV��³8QXP´��WR�VKDUH�SHUVRQDO�KHDOWK�DQG�¿QDQFLDO�LQIRUPDWLRQ�
relating to my claim with the family members, friends, and/or other third parties listed below:
0\�6SRXVH��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
� �1DPH�� � �7HOHSKRQH�1XPEHU�
Other Family Member: _______________________________________________________________
���������� �1DPH���5HODWLRQVKLS�� �7HOHSKRQH�1XPEHU�
Other person: _____________________________________________________________________ 
� �1DPH���5HODWLRQVKLS�� �7HOHSKRQH�1XPEHU�
,�DXWKRUL]H�8QXP�WR�OHDYH�PHVVDJHV�DERXW�P\�FODLP�RQ�P\�YRLFHPDLO���DQVZHULQJ�PDFKLQH� 
� Yes �� 1R
I understand that information about my claim may include information about my health and that such 
information about my health may be related to any disorder of the immune system including, but not 
OLPLWHG�WR��+,9�DQG�$,'6��XVH�RI�GUXJV�DQG�DOFRKRO��DQG�PHQWDO�DQG�SK\VLFDO�KLVWRU\��FRQGLWLRQ��DGYLFH�
or treatment, but does not include psychotherapy notes.
,�GR�QRW�ZLVK�WKH�IROORZLQJ�LQIRUPDWLRQ�DERXW�P\�FODLP�WR�EH�VKDUHG��OHDYH�EODQN�LI�QRW�DSSOLFDEOH���
_________________________________________________________________________________
I further understand that the information is subject to redisclosure and might not be protected by certain 
federal regulations governing the privacy of health information.
,�PD\�UHYRNH�WKLV�DXWKRUL]DWLRQ�LQ�ZULWLQJ�DW�DQ\�WLPH�H[FHSW�WR�WKH�H[WHQW�8QXP�RU�WKH�DXWKRUL]HG�
recipient of my information has relied on it prior to receiving my notice of revocation. I may revoke this 
$XWKRUL]DWLRQ�E\�VHQGLQJ�ZULWWHQ�QRWLFH�WR�WKH�DGGUHVV�DERYH�
7KLV�DXWKRUL]DWLRQ�LV�YDOLG�IRU�WKH�VKRUWHU�RI�WZR�����\HDUV�RU�WKH�GXUDWLRQ�RI�P\�FODLP��,�PD\�UHTXHVW�D�
FRS\�RI�WKH�$XWKRUL]DWLRQ�DQG�D�FRS\�VKDOO�EH�DV�YDOLG�DV�WKH�RULJLQDO�
______________________________________________________ _________________________ 
(PSOR\HH�6LJQDWXUH� � � � � � � � 'DWH
______________________________________________________ _________________________
3ULQWHG�1DPH� � � � � � � � � 6RFLDO�6HFXULW\�1XPEHU 

,�VLJQHG�RQ�EHKDOI�RI�WKH�FODLPDQW�DV�BBBBBBBBBBBBBBBBBBBBBBBBBBB��LQGLFDWH�UHODWLRQVKLS���,I�3RZHU�
RI�$WWRUQH\�'HVLJQHH��3HUVRQDO�5HSUHVHQWDWLYH��*XDUGLDQ��RU�&RQVHUYDWRU��SOHDVH�DWWDFK�D�FRS\�RI�WKH�
document granting authority.

&/������1<��������� �

DISABILITY CLAIM FORM
7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
3DFL¿F�7LPH�=RQH� 7ROO�IUHH����������������� )D[����������������
$OO�2WKHU�7LPH�=RQHV� 7ROO�IUHH����������������� )D[����������������
&DOO�WROO�IUHH�0RQGD\�WKURXJK�)ULGD\����D�P��WR���S�P���(DVWHUQ�7LPH��



 EMPLOYER STATEMENT - To be completed by the Employer (PLEASE PRINT)
A. Information About the Employer

(PSOR\HU�1DPH� �(PSOR\HU¶V�3KRQH�1XPEHU

(PSOR\HU�$GGUHVV

&LW\� 6WDWH� =LS

3ULRU�/7'�&DUULHU�1DPH� 3ULRU�/7'�&DUULHU�(PSOR\HH�(IIHFWLYH�'DWH� 3ULRU�/7'�&DUULHU�3ROLF\�7HUPLQDWLRQ�'DWH

B. Information About the Employee 

(PSOR\HH¶V�1DPH��/DVW�1DPH��6XI¿[��)LUVW�1DPH��0,�

(PSOR\HH¶V�$GGUHVV

&LW\� 6WDWH� =LS

(PSOR\HH�7HOHSKRQH�1XPEHU� 6RFLDO�6HFXULW\�1XPEHU� 'DWH�RI�+LUH��PP�GG�\\�

Please check all types of coverage this employee has with Unum and indicate the effective date of his/her coverage. 
��6KRUW�7HUP�'LVDELOLW\� BBBBBBBBBBBBBBBB� ��/RQJ�7HUP�'LVDELOLW\� BBBBBBBBBBBBBBBB� ��,QGLYLGXDO�'LVDELOLW\� BBBBBBBBBBBBBBBB 
� Life Insurance __________ Premium paid thru date __________ ��9ROXQWDU\�%HQH¿WV�'LVDELOLW\� BBBBBBBBBBBBBBBB 
��9ROXQWDU\�%HQH¿WV�&DQFHU�&ULWLFDO�,OOQHVV� BBBBBBBBBBBBBBBB� ��9ROXQWDU\�%HQH¿WV�0HG6XSSRUW� BBBBBBBBBBBBBBBB
6KRUW�7HUP�'LVDELOLW\�3ROLF\�1XPEHU� 'LYLVLRQ�1XPEHU� &ODVV�1XPEHU� 'LYLVLRQ�'HVFULSWLRQ���&ODVV�'HVFULSWLRQ

/RQJ�7HUP�'LVDELOLW\�3ROLF\�1XPEHU� 'LYLVLRQ�1XPEHU� &ODVV�1XPEHU� 'LYLVLRQ�'HVFULSWLRQ���&ODVV�'HVFULSWLRQ

,QGLYLGXDO�'LVDELOLW\�3ROLF\�1XPEHU� 'LYLVLRQ�1XPEHU� &ODVV�1XPEHU� 'LYLVLRQ�'HVFULSWLRQ���&ODVV�'HVFULSWLRQ

/LIH�,QVXUDQFH�3ROLF\�1XPEHU� 'LYLVLRQ�1XPEHU� &ODVV�1XPEHU� 'LYLVLRQ�'HVFULSWLRQ���&ODVV�'HVFULSWLRQ� %DVLF�/LIH�$PRXQW� 6XSSOHPHQWDO�/LIH�$PRXQW

'DWH�/DVW�:RUNHG��PP�GG�\\��� 1XPEHU�RI�KRXUV�ZRUNHG�RQ�GDWH�ODVW�ZRUNHG�� 5HJXODU�:RUN�6FKHGXOH
� � � 'D\V�:HHN�BBBBBBB�+RXUV�'D\�BBBBBBB�+RXUV�:HHN�BBBBBBB
Check off regular work days: �� 6XQGD\� � Monday � Tuesday � Wednesday � Thursday � Friday �� 6DWXUGD\
,I�WKLV�LV�D�6HFWLRQ�����&DIHWHULD�SODQ��LQGLFDWH�ZKLFK�RSWLRQ�RI�FRYHUDJH�WKLV�HPSOR\HH�KDV�FKRVHQ�
Previous Plan Year    Current Plan Year   
 
'DWH�RI�2SHQ�(QUROOPHQW��PP�GG�\\��BBBBBBBBBBBBBBBBBBB�Option ________ 'DWH�RI�2SHQ�(QUROOPHQW��PP�GG�\\��BBBBBBBBBBBBBBBBBBB�Option ________

C. Information About the Employee’s Occupation

2FFXSDWLRQ�7LWOH��SOHDVH�LQFOXGH�D�FRS\�RI�WKH�HPSOR\HH¶V�MRE�GHVFULSWLRQ��

Primary duties of the employee’s occupation on date last worked: 
 

(PSOR\HH¶V�3UH�GLVDELOLW\�:RUN�6WDWXV�� � Full-time � Part-time � Exempt �� 1RQ�H[HPSW� � Bargaining �� 1RQ�EDUJDLQLQJ

'LG�WKH�HPSOR\HH¶V�RFFXSDWLRQDO�GXWLHV�DQG�RU�KRXUV�FKDQJH�GXH�WR�GLVDELOLW\�RU�PHGLFDO�FRQGLWLRQ�SULRU�WR�KLV�KHU�ODVW�GD\�ZRUNHG"��� Yes �� 1R 
If yes, please explain: 
 

+DV�HPSOR\HH�UHWXUQHG�WR�ZRUN"� � Yes �� 1R� ,I�\HV��GDWH��PP�GG�\\��� � Full Time �� 3DUW�7LPH� � +RXUV�3HU�:HHN�

+DV�WKH�HPSOR\HH¶V�HPSOR\PHQW�EHHQ�WHUPLQDWHG"�� Yes �� 1R� ,I�\HV��WHUPLQDWLRQ�GDWH��PP�GG�\\�� 
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7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
3DFL¿F�7LPH�=RQH� 7ROO�IUHH����������������� )D[����������������
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-

-
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 EMPLOYER STATEMENT (Continued)
(PSOR\HH¶V�1DPH��/DVW�1DPH��6XI¿[��)LUVW�1DPH��0,�� � 'DWH�RI�%LUWK��PP�GG�\\� 

D. Information About the Employee’s Salary

+RZ�ZDV�WKH�HPSOR\HH�SDLG�SULRU�WR�GDWH�ODVW�ZRUNHG"�3OHDVH�FKHFN�DOO�WKDW�DSSO\�DQG�LQGLFDWH�WKH�DPRXQW�SDLG� 
�� +RXUO\� ��BBBBBBBBBBBBBBBBBB� �� 6HPL�0RQWKO\� ��BBBBBBBBBBBBBBBBBB 
�� :HHNO\� ��BBBBBBBBBBBBBBBBBB� �� %RQXVHV� � ��BBBBBBBBBBBBBBBBBB 
�� %L�:HHNO\� ��BBBBBBBBBBBBBBBBBB� �� &RPPLVVLRQV� ��BBBBBBBBBBBBBBBBBB

'DWH�SDLG�WKURXJK�IRU��PP�GG�\\��� � 3DLG�7LPH�2II�EDODQFH�DV�RI�ODVW�GD\�ZRUNHG� 
�� 6DODU\�&RQWLQXDWLRQ� BBBBBBBBBBBBBBBBBBBB�  
�� 9DFDWLRQ�3D\� BBBBBBBBBBBBBBBBBBBB� 6LFN�/HDYH�EDODQFH�DV�RI�ODVW�GD\�ZRUNHG� 
�� $FFUXHG�6LFN�SD\� BBBBBBBBBBBBBBBBBBBB�  
� Other ____________________

'RHV�WKH�HPSOR\HH�KDYH�DQ�RZQHUVKLS�LQWHUHVW�LQ�WKLV�EXVLQHVV"�� Yes �� 1R� ,I�\HV��ZKDW�LV�WKH���RI�RZQHUVKLS"� BBBBBBBBB��

Type of business: � Regular Corporation �� 6�&RUSRUDWLRQ� � Partnership �� 6ROH�3URSULHWRUVKLS

Other than payments under this policy, will the employee be receiving any other income from you, such as K-1 earnings, bonuses, commissions, salary continua-
WLRQ��372"� � Yes �� 1R

Financial Documentation:�:H�DUH�UHTXHVWLQJ�WKLV�LQIRUPDWLRQ�VR�ZH�FDQ�DFFXUDWHO\�FDOFXODWH�\RXU�HPSOR\HH¶V�EHQH¿W��3OHDVH�UHIHU�WR�WKH�GH¿QLWLRQ�RI�HDUQLQJV�LQ�
your policy and provide us with the appropriate payroll information.

,I�\RXU�HDUQLQJV�GH¿QLWLRQ�LV�� 7KHQ�ZH�QHHG�

6DODU\�2QO\�&XUUHQW�(DUQLQJV� 3D\UROO�UHFRUGV�RU�SD\VWXEV�IRU�WKH���PRQWKV�MXVW�SULRU�WR�GLVDELOLW\

%RQXV�&RPPLVVLRQV�,QFOXGHG� 3D\UROO�UHFRUGV�IRU�HLWKHU����RU����PRQWKV��SHU�\RXU�GH¿QLWLRQ�RI�HDUQLQJV��MXVW�SULRU�WR�GLVDELOLW\

2WKHU� 3D\UROO�GRFXPHQWDWLRQ�UHIHUHQFHG�LQ�\RXU�GH¿QLWLRQ�RI�HDUQLQJV��H�J��:����.����6FKHGXOH�&��WHDFKHU�FRQWUDFW��HWF��

E. Information Needed for Calculation of FICA

:KDW�SHUFHQW�RI�WKH�/RQJ�7HUP�'LVDELOLW\�EHQH¿W�LV�WD[DEOH"� BBBBBBBBBB� 
 
>6HH�,56�3XEOLFDWLRQ�15-A Employer’s Supplemental Tax Guide, Section 6, Sick Pay Reporting and/or IRS Revenue Ruling 2004-55 for more information on 
calculating the taxable percent.]
Note:�:H�ZLOO�DVVXPH�WKH�EHQH¿W�LV������WD[DEOH�LI�WKLV�LQIRUPDWLRQ�LV�QRW�SURYLGHG�

:KDW�SHUFHQW�RI�WKH�,QGLYLGXDO�'LVDELOLW\�EHQH¿W�LV�WD[DEOH"� BBBBBBBBBB� 
 
>6HH�,56�3XEOLFDWLRQ�15-A Employer’s Supplemental Tax Guide, Section 6, Sick Pay Reporting and/or IRS Revenue Ruling 2004-55 for more information on 
calculating the taxable percent.]
Note:�:H�ZLOO�DVVXPH�WKH�EHQH¿W�LV������WD[DEOH�LI�WKLV�LQIRUPDWLRQ�LV�QRW�SURYLGHG�

<HDU�WR�'DWH�(DUQLQJV��IURP�-DQXDU\���WR�WKH�SUHVHQW�IRU�),&$�'HGXFWLRQV���BBBBBBBBBBBBBBBBBBBB

F. Information About Other Disability Income

 Is employee   If yes, weekly or
� HOLJLEOH�IRU�� <HV� 1R� PRQWKO\�DPRXQW� :HHNO\� 0RQWKO\� 'DWH�EHQH¿WV�EHJLQ� 'DWH�EHQH¿WV�HQG

6DODU\�&RQWLQXDWLRQ� � �� �� � � �� �  

6KRUW�7HUP�'LVDELOLW\� � �� �� � � �� �  

6WDWH�'LVDELOLW\� � �� �� � � �� �

2WKHU�'LVDELOLW\�%HQH¿WV� � �� �� � � �� �

6RFLDO�6HFXULW\� � �� �� � � �� � 
'LVDELOLW\�,QVXUDQFH

Public Employee � �� �� � � �� � 
5HWLUHPHQW�6\VWHP

6WDWH�7HDFKHUV� � �� �� � � �� � 
5HWLUHPHQW�6\VWHP

Workers’ Compensation � �� �� � � �� �

  

DISABILITY CLAIM FORM
7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
3DFL¿F�7LPH�=RQH� 7ROO�IUHH����������������� )D[����������������
$OO�2WKHU�7LPH�=RQHV� 7ROO�IUHH����������������� )D[����������������
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 EMPLOYER STATEMENT (Continued)
(PSOR\HH¶V�1DPH��/DVW�1DPH��6XI¿[��)LUVW�1DPH��0,�� � 'DWH�RI�%LUWK��PP�GG�\\� 
 

,V�WKH�FODLP�WKH�UHVXOW�RI�D�ZRUN�UHODWHG�LQMXU\�RU�LOOQHVV"� � Yes �� 1R� ,I�\HV��KDV�D�:RUNHUV¶�&RPSHQVDWLRQ�FODLP�EHHQ�¿OHG"� � Yes �� 1R

,I�\HV��QDPH�RI�:RUNHUV¶�&RPSHQVDWLRQ�FDUULHU� � � � � � 7HOHSKRQH�1XPEHU 
 

$GGUHVV�RI�&DUULHU� � � � � � � � � � )D[�1XPEHU 
 

&LW\� 6WDWH� =LS 
 

 If a Workers’ Compensation claim has been denied, please submit a copy of denial with this claim.

G. Information About Your Pension Plan: 7KLV�LQIRUPDWLRQ�LV�QHFHVVDU\�WR�HQVXUH�WKH�EHQH¿W�LV�FDOFXODWHG�DFFXUDWHO\���'R�QRW�FRPSOHWH�IRU�D�PDWHUQLW\�FODLP��

'R�\RX�KDYH�D�SHQVLRQ�SODQ"� � Yes �� 1R�  

,I�\HV��ZKDW�W\SH"� �� 'H¿QHG�EHQH¿W� �� 'H¿QHG�FRQWULEXWLRQ� �� ����N������E���� 3UR¿W�6KDULQJ� �� 2WKHU���VSHFLI\�

,V�WKH�HPSOR\HH�HOLJLEOH�IRU�\RXU�SHQVLRQ�SODQ"� � Yes �� 1R� :KDW�SHUFHQWDJH�GRHV�WKH�HPSOR\HH�FRQWULEXWH" 

,I�HOLJLEOH��GRHV�WKH�HPSOR\HH�SDUWLFLSDWH"� � Yes �� 1R� BBBBBBBBBB��

,I�\HV��ZKHQ�LV�WKH�HPSOR\HH�HOLJLEOH�WR�ZLWKGUDZ�IURP�WKH�SODQ"

H. Information About Your Rehire or Return-to-Work Program

,I�WKH�HPSOR\HH�LV�UHOHDVHG�WR�UHWXUQ�WR�ZRUN�LQ�UHVWULFWHG�GXW\��DUH�\RX�ZLOOLQJ�WR�GLVFXVV�DFFRPPRGDWLRQV"� � Yes �� 1R

,I�\HV��ZKRP�VKRXOG�ZH�FRQWDFW�WR�GLVFXVV�D�UHWXUQ�WR�ZRUN�SODQ"

1DPH 

7LWOH� 7HOHSKRQH�1XPEHU 

)5$8'�127,&(��$Q\�SHUVRQ�ZKR�NQRZLQJO\�¿OHV�D�VWDWHPHQW�RI�FODLP�FRQWDLQLQJ�IDOVH�RU�PLVOHDGLQJ�
information is subject to criminal and civil penalties. This includes the Employer portion of the claim form.
,��6LJQDWXUH�RI�%HQH¿W�$GPLQLVWUDWRU��3OHDVH�3ULQW�

The above statements are true and complete to the best of my knowledge and belief.

1DPH�RI�3HUVRQ�&RPSOHWLQJ�)RUP� �

Title of Person Completing Form  

7HOHSKRQH�1XPEHU� )D[�1XPEHU� (PSOR\HU�7D[�,'�1XPEHU

(�PDLO�$GGUHVV 

Signature  Date  
X
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DISABILITY CLAIM FORM
7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
3DFL¿F�7LPH�=RQH� 7ROO�IUHH����������������� )D[����������������
$OO�2WKHU�7LPH�=RQHV� 7ROO�IUHH����������������� )D[����������������
&DOO�WROO�IUHH�0RQGD\�WKURXJK�)ULGD\����D�P��WR���S�P���(DVWHUQ�7LPH��
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 ATTENDING PHYSICIAN STATEMENT (PLEASE PRINT)
PART I: TO BE COMPLETED BY PATIENT

1DPH�RI�3DWLHQW��/DVW�1DPH��6XI¿[��)LUVW�1DPH��0,�� � � 6RFLDO�6HFXULW\�1XPEHU

'DWH�RI�%LUWK��PP�GG�\\�� +RPH�7HOHSKRQH�1XPEHU�

(PSOR\HU�1DPH

PART II: TO BE COMPLETED BY PHYSICIAN OR TREATING PROVIDER 
Instructions: Please complete, sign and date this form. The purpose of this form is to assist us in making a disability determination. Please com-
SOHWH�DOO�TXHVWLRQV�RQ�WKLV�IRUP�DQG�SURYLGH�FRSLHV�RI�VXSSRUWLQJ�UHSRUWV��VXFK�DV�RI¿FH�QRWHV��PHGLFDO�UHFRUGV��PHGLFDWLRQ�ORJV��FRQVXOWDWLRQV�
DQG�RU�WHVWLQJ��%H�VXUH�WR�VLJQ�DQG�GDWH�WKLV�IRUP�LQ�6HFWLRQ�'�

A. Patient Information

'DWH�RI�¿UVW�YLVLW�IRU�WKLV�FXUUHQW�FRQGLWLRQ�V�� 'DWH�RI�ODVW�RI¿FH�YLVLW��PP�GG�\\��� 'DWH�RI�QH[W�RI¿FH�YLVLW��PP�GG�\\���'LG�\RX�DGYLVH�\RXU�SDWLHQW�WR�VWRS�ZRUNLQJ" 
�PP�GG�\\��� � � � Yes ��1R 
    ,I�\HV��HIIHFWLYH�ZKHQ"��PP�GG�\\���  
 

+DV�WKH�SDWLHQW�EHHQ�WUHDWHG�IRU�WKH�VDPH�VLPLODU�FRQGLWLRQ�LQ�WKH�SDVW"� � Yes ��1R� � Unknown 
 
  
  
,I�\HV��SOHDVH�SURYLGH�WUHDWPHQW�GDWHV��PP�GG�\\��� )URP� � � � 7KURXJK
,V�WKH�SDWLHQW¶V�FRQGLWLRQ�ZRUN�UHODWHG"� � Yes ��1R� ��8QNQRZQ� 3DWLHQW¶V�+HLJKW��� � 3DWLHQW¶V�:HLJKW 
 

:KDW�LV�WKH�SULPDU\�GLDJQRVLV�WKDW�PD\�LPSDFW�\RXU�SDWLHQW¶V�IXQFWLRQDO�FDSDFLW\"��  
 
 
 

3OHDVH�LQFOXGH�SULPDU\�,&'�&RGH�RU�'60�,9�0XOWL�$[LDO�GLDJQRVHV�FRGHV�� ,&'�&RGH� 
 

 
'60�,9��,� � � ,,� � � ,,,� � � ,9� � � 9 

:KDW�DUH�WKH�RWKHU�GLDJQRVHV�WKDW�PD\�LPSDFW�\RXU�SDWLHQW¶V�IXQFWLRQDO�FDSDFLW\"� ��1$
6HFRQGDU\�'LDJQRVLV�� ,&'�&RGH� 
 

6HFRQGDU\�'LDJQRVLV�� ,&'�&RGH� 
 

+DV�WKH�SDWLHQW�EHHQ�KRVSLWDOL]HG"� � Yes ��1R� ,I�\HV��GDWH�KRVSLWDOL]HG��PP�GG�\\��� � � WKURXJK��PP�GG�\\�� 
 

:DV�VXUJHU\�SHUIRUPHG"� � Yes ��1R� ,I�\HV��ZKDW�SURFHGXUH�ZDV�SHUIRUPHG"� &37�&RGH�� � 'DWH�6XUJHU\�3HUIRUPHG�
�PP�GG�\\�� 
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3DFL¿F�7LPH�=RQH� 7ROO�IUHH����������������� )D[����������������
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 ATTENDING PHYSICIAN STATEMENT (Continued)
3DWLHQW¶V�1DPH� � 'DWH�RI�%LUWK��PP�GG�\\� 
 

B. Functional Capacity

If your patient does not�KDYH�SK\VLFDO��DQG�RU�EHKDYLRUDO�KHDOWK�5(675,&7,216��DFWLYLWLHV�SDWLHQW�VKRXOG�QRW�GR��DQG�RU�/,0,7$7,216�
�DFWLYLWLHV�SDWLHQW�FDQQRW�GR���SOHDVH�LQLWLDO�KHUH�BBBBBBBBBBBBBBB�DQG�JR�WR�SECTION D.

Please note:�:KHQ�FRQVLGHULQJ�D�VWDQGDUG���KRXU�ZRUNGD\�ZLWK�EUHDNV��DSSUR[LPDWHO\�HYHU\�WZR�KRXUV��SOHDVH�TXDQWLI\�WHUPV�WKDW�PD\�QRW�EH�
uniformly understood such as “prolonged”, “repetitive”, “light-duty”, “heavy lifting”, or “stressful situations”.  In addition, never means not at all, 
RFFDVLRQDO�PHDQV�PRUH�WKDQ�QHYHU�EXW�OHVV�WKDQ�����RI�WKH�WLPH��IUHTXHQW�PHDQV��������RI�WKH�WLPH��DQG�FRQVWDQW�PHDQV���������RI�WKH�WLPH���

Physical Restrictions and/or Limitations

,I�\RXU�SDWLHQW�KDV�&855(17�3+<6,&$/�5(675,&7,216��DFWLYLWLHV�SDWLHQW�VKRXOG�QRW�GR��DQG�RU�3+<6,&$/�/,0,7$7,216��DFWLYLWLHV�SDWLHQW�
FDQQRW�GR��OLVW�EHORZ��3OHDVH�EH�VSHFL¿F�DQG�XQGHUVWDQG�WKDW�D�UHSO\�RI�³QR�ZRUN´�RU�³WRWDOO\�GLVDEOHG´�ZLOO�QRW�HQDEOH�XV�WR�HYDOXDWH�\RXU�SDWLHQW¶V�
FODLP�IRU�EHQH¿WV�DQG�PD\�UHVXOW�LQ�XV�KDYLQJ�WR�FRQWDFW�\RX�IRU�FODUL¿FDWLRQ�

3OHDVH�SURYLGH�WKH�GXUDWLRQ�RI�WKHVH�UHVWULFWLRQV�DQG�OLPLWDWLRQV��)URP��PP�GG�\\���BBBBBBBBBBBBBB�7R��PP�GG�\\���BBBBBBBBBBBBBBBB 

Behavioral Health Restrictions and/or Limitations

,I�\RXU�SDWLHQW�KDV�&855(17�%(+$9,25$/�+($/7+�5(675,&7,216��DFWLYLWLHV�SDWLHQW�VKRXOG�QRW�GR��DQG�RU�%(+$9,25$/�+($/7+�
/,0,7$7,216��DFWLYLWLHV�SDWLHQW�FDQQRW�GR��SOHDVH�OLVW�EHORZ��3OHDVH�EH�VSHFL¿F�DQG�XQGHUVWDQG�WKDW�D�UHSO\�RI�³QR�ZRUN´�RU�³WRWDOO\�GLVDEOHG´�ZLOO�
QRW�HQDEOH�XV�WR�HYDOXDWH�\RXU�SDWLHQW¶V�FODLP�IRU�EHQH¿WV�DQG�PD\�UHVXOW�LQ�XV�KDYLQJ�WR�FRQWDFW�\RX�IRU�FODUL¿FDWLRQ�

3OHDVH�SURYLGH�WKH�GXUDWLRQ�RI�WKHVH�UHVWULFWLRQV�DQG�OLPLWDWLRQV��)URP��PP�GG�\\���BBBBBBBBBBBBBB�7R��PP�GG�\\���BBBBBBBBBBBBBBBB 

:KDW�GLDJQRVWLF�RU�FOLQLFDO�¿QGLQJV�VXSSRUW�\RXU�SDWLHQW¶V�UHVWULFWLRQV�DQG�RU�OLPLWDWLRQV�DV�QRWHG�DERYH"

:KDW�LV�\RXU�WUHDWPHQW�SODQ"�3OHDVH�LQFOXGH�DOO�PHGLFDWLRQV�
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 ATTENDING PHYSICIAN STATEMENT (Continued)
3DWLHQW¶V�1DPH� � 'DWH�RI�%LUWK��PP�GG�\\� 
 

C. Other Treating Providers, Facilities or Hospitals

Please provide complete name, contact information and specialty of any other treating physicians, facilities or hospitals.
1DPH� 6SHFLDOW\� &LW\��6WDWH�

D. Signature of Attending Physician

The above statements are true and complete to the best of my knowledge and belief.
3K\VLFLDQ�1DPH��/DVW�1DPH��)LUVW�1DPH��0,��6XI¿[��3OHDVH�3ULQW 

0HGLFDO�6SHFLDOW\� 'HJUHH
 

$GGUHVV
 

&LW\� 6WDWH� =LS
 

7HOHSKRQH�1XPEHU� )D[�1XPEHU� � � 3K\VLFLDQ¶V�7D[�,'�1XPEHU�
 

$UH�\RX�UHODWHG�WR�WKLV�SDWLHQW"� � Yes �� 1R 
,I�\HV��ZKDW�LV�WKH�UHODWLRQVKLS" 

Signature of Physician Date 
 
 X
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 EMPLOYEE/INDIVIDUAL AUTHORIZATION  – FOR EMPLOYEE TO COMPLETE
 3OHDVH�VLJQ�DQG�UHWXUQ�WKLV�DXWKRUL]DWLRQ�WR�7KH�%HQH¿WV�&HQWHU�DW�WKH�DGGUHVV�DERYH��<RX�DUH�HQWLWOHG�WR�
UHFHLYH�D�FRS\�RI�WKLV�DXWKRUL]DWLRQ��7KLV�DXWKRUL]DWLRQ�LV�GHVLJQHG�WR�FRPSO\�ZLWK�WKH�+HDOWK�,QVXUDQFH�
3RUWDELOLW\�DQG�$FFRXQWDELOLW\�$FW��+,3$$��3ULYDF\�5XOH�

Authorization
I authorize health care professionals, hospitals, clinics, laboratories, pharmacies and all other medical or 
medically related providers, facilities or services, rehabilitation professionals, vocational evaluators, health 
plans, insurance companies, third party administrators, insurance producers, insurance service providers, 
FUHGLW�EXUHDXV��WKH�0,%�*URXS��,QF���*(1(;�6HUYLFHV��,QF���7KH�$GYRFDWRU�*URXS�DQG�RWKHU�6RFLDO�6HFXULW\�
DGYRFDF\�YHQGRUV��7KH�$VVRFLDWLRQ�RI�/LIH�,QVXUDQFH�&RPSDQLHV��ZKLFK�RSHUDWHV�WKH�+HDOWK�&ODLPV�,QGH[�
DQG�WKH�'LVDELOLW\�,QFRPH�5HFRUG�6\VWHP���SURIHVVLRQDO�OLFHQVLQJ�ERGLHV��HPSOR\HUV��DWWRUQH\V��¿QDQFLDO�
LQVWLWXWLRQV�DQG�RU�EDQNV��DQG�JRYHUQPHQWDO�HQWLWLHV�
To disclose�LQIRUPDWLRQ��ZKHWKHU�IURP�EHIRUH��GXULQJ�RU�DIWHU�WKH�GDWH�RI�WKLV�DXWKRUL]DWLRQ��DERXW�P\�KHDOWK��
LQFOXGLQJ�+,9��$,'6�RU�RWKHU�GLVRUGHUV�RI�WKH�LPPXQH�V\VWHP��XVH�RI�GUXJV�RU�DOFRKRO��PHQWDO�RU�SK\VLFDO�
KLVWRU\��FRQGLWLRQ��DGYLFH�RU�WUHDWPHQW��H[FHSW�WKLV�DXWKRUL]DWLRQ�GRHV�QRW�DXWKRUL]H�UHOHDVH�RI�SV\FKRWKHUDS\�
QRWHV���SUHVFULSWLRQ�GUXJ�KLVWRU\��HDUQLQJV��¿QDQFLDO�RU�FUHGLW�KLVWRU\��SURIHVVLRQDO�OLFHQVHV��HPSOR\PHQW�
KLVWRU\��LQVXUDQFH�FODLPV�DQG�EHQH¿WV��DQG�DOO�RWKHU�FODLPV�DQG�EHQH¿WV��LQFOXGLQJ�6RFLDO�6HFXULW\�FODLPV�DQG�
EHQH¿WV�
To the following persons: Unum Group and its subsidiaries, First Unum Life Insurance Company, Provident 
Life and Casualty Insurance Company, The Paul Revere Life Insurance Company, and persons who evaluate 
FODLPV�IRU�DQ\�RI�WKRVH�FRPSDQLHV��³8QXP´���HPSOR\HH�EHQH¿W�SODQV�VSRQVRUHG�E\�P\�HPSOR\HU�DQG�DQ\�
SHUVRQ�SURYLGLQJ�VHUYLFHV�WR��RU�LQVXUDQFH�EHQH¿WV�RQ�EHKDOI�RI��VXFK�SODQV��DQG�WR�DQ\RQH�ZKR�SURYLGHV�
VHUYLFHV��LQFOXGLQJ�WKH�HYDOXDWLRQ�RI�FODLPV��UHODWHG�WR�EHQH¿WV�RIIHUHG�E\�8QXP��P\�HPSOR\HU��RU�WKH�6RFLDO�
6HFXULW\�$GPLQLVWUDWLRQ��³$XWKRUL]HG�5HFLSLHQWV´��
For the purposes of evaluating and administering claims, including assistance with return to 
work. 8QXP�DOVR�PD\�UHO\�RQ�WKLV�DXWKRUL]DWLRQ�IRU�RQH�\HDU��RU�DV�RWKHUZLVH�SHUPLWWHG�E\�ODZ��WR�GLVFORVH�
LQIRUPDWLRQ�DERXW�PH�WR�WKH�$XWKRUL]HG�5HFLSLHQWV�VR�WKH\�PD\�FRQGXFW�KHDOWK�FDUH�RSHUDWLRQV��FODLPV�
SD\PHQW��DGPLQLVWUDWLYH��DQG�DXGLW�IXQFWLRQV�UHODWHG�WR�P\�EHQH¿W�SODQV�
Information authorized for use or disclosure may include information which may indicate the 
presence of a communicable or non-communicable disease.
,I�,�GR�QRW�VLJQ�WKLV�DXWKRUL]DWLRQ�RU�LI�,�DOWHU�RU�UHYRNH�LW��8QXP�PD\�QRW�EH�DEOH�WR�HYDOXDWH�P\�FODLP�V���ZKLFK�
PD\�OHDG�WR�P\�FODLP�V��EHLQJ�GHQLHG��,�PD\�UHYRNH�WKLV�DXWKRUL]DWLRQ�DW�DQ\�WLPH�E\�VHQGLQJ�ZULWWHQ�QRWLFH�
to the address above. I understand that revocation will not apply to any information that is requested prior to 
Unum receiving notice of revocation.
7KH�SULYDF\�SURWHFWLRQV�HVWDEOLVKHG�E\�+,3$$�PD\�QRW�DSSO\�WR�LQIRUPDWLRQ�GLVFORVHG�XQGHU�WKLV�DXWKRUL]DWLRQ��
EXW�RWKHU�SULYDF\�ODZV�GR�DSSO\��,QIRUPDWLRQ�GLVFORVHG�XQGHU�WKLV�DXWKRUL]DWLRQ�PD\�EH�UHGLVFORVHG�RQO\�DV�
permitted or required by law, including state fraud reporting laws. For evaluation and administration of claims, 
WKLV�DXWKRUL]DWLRQ�LV�YDOLG�IRU�WZR�\HDUV�RU�WKH�GXUDWLRQ�RI�P\�FODLP�

____________________________________________________ _________________________
,QVXUHG¶V�6LJQDWXUH� � � � � � � � 'DWH�6LJQHG 

____________________________________________________ _________________________
3ULQWHG�1DPH� � � � � � � � 6RFLDO�6HFXULW\�1XPEHU

,�VLJQHG�RQ�EHKDOI�RI�WKH�,QVXUHG�DV�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB��5HODWLRQVKLS���,I�3RZHU�RI�
$WWRUQH\�'HVLJQHH��*XDUGLDQ��RU�&RQVHUYDWRU��SOHDVH�DWWDFK�D�FRS\�RI�WKH�GRFXPHQW�JUDQWLQJ�DXWKRULW\� 
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