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BUSINESS TRAVEL DISABILITY BENEFIT CLAIM FORM

Policyholder:  





Policy Number: 
Section I:  To Be Completed By Insured
	CLAIMANT’S FULL NAME (Please Print Clearly or Type)

	SOCIAL SECURITY NO. (If Available)
	DATE OF BIRTH
	MARITAL STATUS


	ADDRESS, CITY, STATE, ZIP


	TELEPHONE NUMBER

	HEIGHT AND WEIGHT


	OCCUPATION PRIOR TO DISABLEMENT



	DUTIES


	WEEKLY/MONTHLY EARNINGS

	NATURE OF INJURY/ILLNESS. (Describe Fully, Including Which Part Of Body Was Injured.)
	DESCRIBE HOW, WHEN AND WHERE ACCIDENT OCCURRED (Date And Time.)



	HAVE YOU EVER HAD THIS OR A SIMILAR CONDITION IN THE PAST?

YES   □                   NO   □
	IF YES, PLEASE PROVIDE:  

      CONDITION        DATE(S) OF TREATMENT        TREATING PHYSICIAN AND ADDRESS


	GIVE EXACT DATE WHEN INJURY OCCURRED OR ILLNESS BEGAN:
	WHEN DID YOU FIRST CONSULT PHYSICIAN FOR THIS CONDITION?

	WHEN DID YOU BECOME TOTALLY DISABLED AND UNABLE TO WORK?
	WHEN WERE YOU ABLE TO AGAIN PERFORM PART OF YOUR REGULAR OCCUPATIONAL DUTIES?



	PLEASE PROVIDE NAMES, ADDRESSES AND PHONE NUMBERS OF ALL ATTENDING PHYICIANS, INCLUDING YOUR FAMILY PHYSICIAN THAT YOU HAVE VISITED IN THE PAST 5 YEARS:


	NAME(S) AND ADDRESS(ES) OF EMPLOYERS WITH LENGTH OF EMPLOYMENT:



	WHAT OTHER ACCIDENT, SICKNESS OR DISABILITY INSURANCE DO YOU HAVE IN PLACE?



	SIGNATURE OF INSURED

	DATE


Section II:  To Be Completed By Policyholder Representative

	NAME OF EMPLOYEE

	SOCIAL SECURITY NO. (If Available)
	EMPLOYEE DATE OF HIRE
              /             /
	LAST DAY WORKED
        /             /

	REASON FOR STOPPING WORK
	RETURNED TO WORK ON

              /             /
	OCCUPATION AT THE TIME OF DISABILITY



	WORK SCHEDULE AT THE TIME OF DISABILITY

 ______ DAYS PER WEEK     _______ HOURS PER DAY
	GROSS AVERAGE WEEKLY         SALARY/WAGES      COMMISSIONS          BONUSES      OTHER DIRECT JOB INCOME
EARNINGS FROM:                          $                                    $                                    $                      $

	WILL/HAS EMPLOYEE FILE(D) FOR UNEMPLOYMENT COMPENSATION OR FOR DISABILITY BENEFITS PROVIDED BY AN EMPLOYER-EMPLOYEE LABOR MANAGEMENT OR UNION WELFARE PLAN?              YES   □        NO   □    IF YES, PLEASE SPECIFY:

	THIS EMPLOYEE IS ELIGIBLE FOR            WEEKLY       DURATION

SALARY CONTINUATION:                           AMOUNT                             
                                                                            $______          _______
	THIS EMPLOYEE IS ELIGIBLE         WEEKLY                                                               INSURANCE         POLICY 
FOR DISABILITY BENEFITS             AMOUNT          STARTING      DURATION      COMPANY           NUMBER
 YES   □        NO   □                          $_______            __/___/___       __________        __________          ________  

	DO YOU WITHHOLD FICA ON THE ABOVE NAMED INSURED?

YES   □        NO   □       IF YES, PERCENTAGE WITHHELD  _____%
	NAME/ADDRESS OF EMPLOYER

	SIGNATURE


	TITLE
	DATE
	PHONE NUMBER
(          )


	ATTENDING PHYSICIAN’S STATEMENT

	PATIENTS NAME AND ADDRESS



	DIAGNOSIS AND CURRENT CONDITION:



	IS CONDITION DUE TO INJURY OR SICKNESS ARISING OUT OF PATIENT’S EMPLOYMENT?          IF YES, PLEASE EXPLAIN:



	WHEN DID SYMPTOMS FIRST APPEAR OR ACCIDENT OCCUR?



	WHEN DID PATIENT FIRST CONSULT YOU FOR THIS CONDITION?



	HAS PATIENT EVER HAD SAME OR SIMILAR CONDITION?    YES   □        NO   □    IF YES, STATE WHEN AND DESCRIBE:   


	NATURE OF SURGICAL PROCEEDURE, IF ANY:



	IF PERFORMED IN HOSPITAL, GIVE HOSPITAL NAME AND ADDRESS:



	WHAT OTHER SERVICES, IF ANY, DID YOU PROVIDE TO THE PATIENT:



	IS PATIENT STILL UNDER YOUR CARE FOR THIS CONDITION?   YES   □      NO   □    IF NO, GIVE DATE SERVICES TERMINED:


	HOW LONG WAS OR WILL THE PATIENT BE CONTINUOULY TOTALLY DISABLED?

          FROM:     ______/_______/________               TO:     ______/_______/________               


	HOW LONG WAS OR WILL THE PATIENT BE PARTIALLY DISABLED?

          FROM:     ______/_______/________               TO:     ______/_______/________               



	WAS HOUSE CONFINEMENT NECESSARY?   YES   □      NO   □    IF YES, GIVE DATES:


	TO YOUR KNOWLEDGE, DOES PATIENT HAVE OTHER HEALTH INSURANCE OR HEALTH PLAN COVERAGE?  YES   □   NO   □    IF YES, IDENTIFY:


	ADDITIONAL PHYSICAN COMMENTS/REMARKS:



	PRINT NAME AND ADDRESS OF PHYSICIAN                                                                         SPECIALITY



	SIGNATURE OF PHYSICIAN                                                                                                       DATE




	AUTHORIZATION and ASSIGNMENT OF BENEFITS


	I, the undersigned authorize any hospital or other medical-care institution, physician or other medical professional, pharmacy, Insurance support organization, governmental agency, group policyholder, Insurance company, association, employer or benefit plan administrator to furnish to the Insurance Company named above or its representatives, any and all information with respect to any injury or sickness suffered by, the medical history of, or any consultation, prescription or treatment provided to, the person whose death, injury, sickness or loss is the basis of claim and copies of all of that person’s hospital or medical records, including information relating to mental illness and use of drugs and alcohol, to determine eligibility for benefit payments under the Policy Number identified above.  I authorize the policyholder, employer or benefit plan administrator to provide the Insurance Company named above with financial and employment-related information.  I understand that this authorization is valid for the term of coverage of the Policy identified above and that a copy of this authorization shall be considered as valid as the original. 

		I agree that a photographic copy of this Authorization shall be a valid as the original.

I understand that I or my authorized representative may request a copy of this authorization.

I understand that I or my authorized representative may revoke this authorization at any time by providing the insurance company with written notification as to my intent to revoke.


	Signature of Insured or Authorized Representative

	Dated


	Address:


	


Arkansas, Louisiana and West Virginia Residents:  Any person who knowingly presents a false or fraudulent claim for payment of a loss of benefits or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

California Residents:  Any person who knowingly presents a false or fraudulent claim of payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to civil fines and confinement 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, fines, 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: 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 fines. In addition, an insurer may deny insurance benefits if false information materially related to a claim was provided by the applicant.
Florida Residents: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.

Kansas Residents:  Any person who knowingly and with intent to injure, defraud or deceived any insurance company or other person submits an enrollment form for insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto may have violated state law.
Kentucky and Pennsylvania Residents:  Any person who knowingly and with intent to defraud any insurance company or other person files 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 may subject such person to criminal and civil penalties.

Maine and Tennessee Residents:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties may include imprisonment, fines or a denial of insurance benefits.
Missouri Residents: An insurance company or its agent or representative may not ask an applicant or policyholder to divulge in a written application or otherwise whether any insurer has canceled or refused to renew or issue to the applicant or policyholder a policy of insurance.  If a question(s) appears in this application, you should not answer it.

New Jersey Residents:  Any person who includes any false or misleading information on an application for an insurance policy or knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.

New Mexico Residents:  Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to civil fines and criminal penalties.

New York Residents: Any person who knowingly and with intent to defraud any insurance company or other person files 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 five thousand dollars and the stated value of the claim for each such violation.
North Carolina Residents:  Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other person files 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 may be a crime and subjects such person to criminal and civil penalties.

Ohio Residents:  Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive statement is guilty of insurance fraud.

Oklahoma Residents:   WARNING:  Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an insurance policy   containing any false, incomplete or misleading information is guilty of  a felony.

Oregon Residents:  Any person who with intent to injure, defraud or deceive any insurance company or other person submits an enrollment form for insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any fact material thereto may have violated state law.
Vermont Residents:  Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other person files 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 may be a crime and may subject such person to criminal and civil penalties.

Virginia Residents:  Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other person files 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 act, which may be a crime and subjects such person to criminal and civil penalties.

Washington Residents:  It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company.  Penalties include imprisonment, fines and denial of insurance benefits.
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