MERITAIN HEALTH
GROUP DISABILITY INCOME CLAIM FORM

Any person who knowingly and with intent to defraud any insurance company or other person files a statement 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.
INSTRUCTIONS FOR FILING A CLAIM

THIS FORM IS FOR EMPLOYEE DISABILITY INCOME BENEFITS ONLY.
YOUR CLAIM WILL BE SUBJECT TO DELAY OR RETURN IF THESE INSTRUCTIONS ARE NOT FOLLOWED.

TO THE EMPLOYEE: Complete the employee section of this form.
Have the reverse side of the form completed and signed by the attending physician.

A
B.
C. Return the fully completed form to you EMPLOYER who will submit the form to Meritain Health.
A
B
C

TO THE EMPLOYER: Give the form to employee for completion of employee and physician statements.
Have form returned to you and complete employer’s section.

Submit completed form to Meritain Health.

TO BE COMPLETED BY THE EMPLOYER

A. Employer Division
B. Effective Date Rate of Benefits in Force Percentage of
Form of Insurance Account No. of Insurance On Date of Accident or Sickness Employee Contribution

Disability Income

C. Name of employee Sex

D. Social Security Number Telephone Number

E. Has the employee made claim for, or is he entitled Worker's Compensation Benefits? U VYes O No
F.  Employee’s occupation Basic Weekly Earnings

G. Date of employee last worked OgAM OPM
H.  Prior to this disability was the employee Q Laid off O Onleave O Retired O Discharged

I.  Date returned to work agAM QPM

J.  Employer Tax Identification Number

(Authorized representative) (Date signed)
A.  Employee’s name (Last) (First) (M.1.) Date of Birth
B. Address (Street) (City) (State) Zip Code

Employees Telephone Number

C. Description of accident or sickness

D. Date of accident or beginning of sickness OgAM OPM

E. Wereyouatwork? O Yes 0O No Have you or will you file for Worker’s Compensation Benefits? U VYes U No

F. Are you insured under any other group insurance or government plan or under automobile mandatory no-fault coverage, which will also pay disability
benefits: 0 Yes O No If yes, give name of insurance company first/party benefit insurer or organization providing benefits.
Name
Address Policy No.

G. Name of doctor

H. Name and address of hospital

I.  Date entered hospital Date discharged

“I hereby authorize any Dentist, Physician, Hospital, Pharmacy, Insurance Company, Employer or Organization to release any information regarding the medical, dental, mental,
alcohol or drug abuse history, treatment of benefits payable including disability or employment related information concerning this claim to the Plan Administrator or its authorized
agent for the purpose of validating and determining benefits payable in connection with this claim. This date may be extracted for use in audit or statistical purposes. | understand
that | or my authorized representative will receive a copy of this authorization upon request.”

SIGN HERE )

(Employee’s signature) (Date)



MERITAIN HEALTH
GROUP DISABILITY INCOME CLAIM FORM

PART A TO BE COMPLETED BY THE EMPLOYEE
Patient’s name and address Date of Birth
Name

Employer's Phone Number

Address

AUTHORIZATION TO RELEASE INFORMATION:
| HEREBY AUTHORIZE THE UNDERSIGNED PHYSICIAN
TO RELEASE ANY INFORMATION ACQUIRED IN THE
COURSE OF MY EXAMINATION OR TREATMENT.

Signed (Patient, or parent if minor) Date
PART B ATTENDING PHYSICIAN’S STATEMENT
Diagnosis (ICD-9 code) and concurrent conditions -
Hospitalization Date(s) Surgery Performed Surgery Date
Is condition due to injury or sickness arising out of patient’'s employment? Pregnancy? If yes, estimated due date
4 Yes 4 Yes
4 No 4 No

Dates of service — include date of next appointment (if previous form submitted to this carrier, you need show only dates since last report).

Date symptoms first appeared or accident happened. Date patient first consulted you for this condition.
Patient ever had same or similar condition? Patient still under you care for this condition?
dVYes O No If “yes”, when and describe O Yes

d No

Patient was continuously totally disabled — (Unable to work)

From Thru
If still disabled, date patient should be able to return to work. Patient was housed confined.
From Thru

REMARKS: We are interested in any information that would be helpful to your patient for evaluation of this claim.

Date Physician’s Name (Print) Signature

Degree Soc. Sec. No. Tax Identification No.

Street Address City or Town State or Province Zip Code Telephone



