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Group Long Term Disability CIGNA Group Insurance

Life = Accident = Dhzability

MAIL OR FAX TQ:  CIGMA Group Insurance Intake Service Center Connecticut General Life Insurance Company
12225 Greenville Ave., Suite 1000 Life Insurance Company of North America
Dallas, TX 75243 CIGMNA Life Insurance Company of New York
Facsimile (800) 642-8553 CIGNA

FRAUD WARNING: Any person who, knowingly and with intent to defraud any insurance company
or other person: (1) files an %[j)pﬁcation for insurance or statement of claim containing any
materially false information; or (2) conceals for the purpose of misleading, information concerning
any material fact thereto, commits a fraudulent insurance act. For residents of the following states,
please see the reverse side of this form: California, Colorado, District of Columbia, Florida,
Kentuckyv Maryland, Minnesota, New Jersey, New York, Oregon, Pennsylvania, Tennessee,

Texas or irgfm’a,
TO BE COMPLETED BY THE EMPLOYEE

PLEASE TYPE OR PRINT BE SURE TO ANSWER ALL QUESTIONS - FAILURE TO DO SO MAY DELAY YOUR CLAIM
USE SEPARATE PIECE OF PAPER TO COMPLETE ANSWERS IF NECESSARY

NAME (Last, First, M.J.) SOCIAL SECURITY NO. SEX DATE OF BIRTH
Om OF
MAILING ADDRESS (Adress where you may be reached during the next six monihs) 12ip Code) PHONE NUMBER (Includes Area Cods)

Are you married, or do you have a domestic partner or civil union pariner? [Jves [ Mo
Do you have any children under age 257 Oves One

Do you have any handicapped children (regardless of age)? [Oves Mo

If you answered "Yes" to any of the above questions, please list below.,

MAME | RELATIONSHIP GENDER | DATE OF BIRTH SOCIAL SECURITY NO.
1. Ow_ OF

S Om OF | - N

3. ) Owm OF

4. e Om 0OFf

5, Ow OF

LIST STATES IN WHICH YOU MaY BE LIABLE FOR FILING TAX RETURNS

DATE OF ACCIDENT OR BEGINNING OF SICKMNESS FIRST DATE YOU WERE UNABLE TO WORK DATE ¥YOU PLAN TO RETURN TO WORK

PLEASE DESCRIBE IN YOUR OWN WORDS WHAT 1S WRONG WITH YOU (IF ACCIDENT, OR WORK-RELATED, DESCRIBE CIRCUMSTANCES)

MAMES OF ALL ATTEMDING PHYSICIANS CONSULTED FOR THE DISABILITY COMPLETE ADDRESS AND PHOME MUMBER DATE FIRST COMSULTED
MAMES OF HOSPITALS COMPLETE ADDRESS DATE ENTERED-DATE DISCHARGED
Have you applied for Social Security Benefits? L—.I Yes Mo

It yas, pleasa attach a copy of your Social Sacurity notice for you and your dependants or & copy of your Social Security denial, If you have not applied, please do so as
goon a& possible. If you hewe not received a determination, pleasa attach a copy of your receipt for application,

Are you receiving or eligible to recehe: § AmountFraquency Drate Bagan Cate Paid Thru
Oves OMe Salary Continuance

Oves OMo State Disability Benefits

Oves OMe Group Disability Benefits

Oves OMe Workers' Compensation

OYes ONo  Pension Benefits

Oves OONo MNo-Fault Auto Disability Insurance

Oves Mo  Any other Disability Income (please identify)
Oves ONa Veterans' Benefits

Are you coverad under a life insurance policy provided by a CIGMA underwriting comparny? O ves Mo
If yes, does this ife Inswance policy contain a waiver of premium provision? O ves Owe

| CERTIFY THAT THE FOREGOING INFORMATICN IS TRUE AND CORRECT.

SIGNATURE OF EMPLOYEE: DATE:
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TO BE COMPLETED BY THE EMPLOYER
PLEASE COMPLETE IN FULL

NAME OF EMFLOYEE (Last, Efl'sf, M.} SOCIAL SECURITY MO ACCOUNT NUMBER
DATE HIRED EFFECTIVE DATE OF EMPLOYEE'S WAS EMPLOYEE'S LTD INSURAMNCE ISSUED ON THE BASIS
LTD COVERAGE WITH CIGHA CO. OF A STATEMENT OF PHYSICAL COMNDITIONY
Oves [Oho IF YES, ATTACH COPY
BASIC EARNINGS DATE OF LAST CHANGE IN EARNINGS | LAST DATE(S) WORKED DATE(S) RETURMED TO WORK
Wik MO, # Hra.
PLEASE CHECK THE AFPPROPRIATE BLOCKS:
[ Exempt O Managemeant 0 Supervisory Ounionlocal# [ Salaried O Full Time [ Pan Time
[ Non-Exempt [] Mon-Management  [] Mon-Supendsory  []MNon-Union [0 Hourly Hirs/wk:
HAS EMPLOYEE BEEN TERMINATED? IF YES, DATE REASOMN
Oves [OMo
PERCENTAGE OF EMPLOYEE CONTRIBUTION TOWARD EMPLOYEE'S COMNTRIBUTICNS WERE FREMIUM PAID THRLU DATE
DISABILITY PREMIUM(zes Internal Revenue Code MADE O: )
Section 105(a) and Regulstions thersunder) % [ Pre-ce [ Post-tax basis
WAS SALARY CONTINUED BEYOND LAST DAY WORKED? IF YES, WEERLY AMOUNT PAID THAU
Oves [Onols
HAS EMPLOYEE AECEIVED SHOHT TEAM BEMEFITST IF YES, WEEKLY AMOUNT FROM THRL
Oves [Onel$
HAS EMPLOYEE RECEIVED STATE DISABILITY BENEFITS? IF YES, WEEKLY AMOUMNT FROM THRU
Oves Ono|$ -
HAS EMPLOYEE FILED A WORKERS' COMPENSATION CLAIMT| IF YES, WEEKLY AMOUNT FROM THRLU
i yes, [ approved or [ panding® Oves DOrol%

MAME AND ADDRESS OF WC CARRIER AND WC CLAIM NUMBER

IS EMPLOYEE ELIGIELE FOR  IF YES, MONTHLY AMOUNT EMPLOYEE % CONTRIEUTION EFFECTIVE | ISTHIS A
GROUP PENSION ) DISABILITY [ EARLY NORMAL
Oves Ono|® Ta Pension % O PEnsion - O ReriremenT O ReTIREMENT

LIST ANY OTHER SOURGCE OF INCOME TO WHICH THE EMPLOYEE IS ENTITLED AS A RESULT OF THIS DISABILITY

OCCUPATION (ATTACH JOB DESCRIPTION IF AVAILABLE: IF NOT, DESCRIBE JOB DUTIES BELOW)

Was employee’s job primarily [] sedentary or [ did it involve considerable physical activity?
AS CLOSELY AS POSSIELE, PLEASE ESTIMATE THE PERCENT OF TIME SPENT (TOTAL PERCENTAGE MUST EQUAL 100%):

Sitting _ Walking — Stooping — Pushing — Carying"
Standing — __ Climbing _____ Bending — Liftng

*Ii job duties require lifting or carrying, indicate average and maximurm weights handied.

Is this individual covered under a life insurance polcy providad by a CIGMA underwriting company? Oves One
If yes, does this lifs insurance policy contain a waiver of premium provision? Oves [ONa

REMARKS

EMPLOYER DIVISION

ADDRESS TELEPHOME NUMBER

AUTHORIZED REPRESENTATIVE DATE
PRIMT: SIGNATURE:

HAVE ALL PAGES OF THE FORM BEEN COMPLETED IN FULL?
ATTACH THE ATTENDING PHYSICIAN'S STATEMENT OF
DISABILITY AND ANY OTHER DOCUMENTATION. Page 3 of &







