Short-Term Disability Claim Form

United Transportation Union

IMPORTANT NOTICE TO EMPLOVEE - PLEASE READ CAREFULLY: You or someons acting on your behalf should
compiete Section 1 and then have your employer complete Section 2. Have your physician complete
Section 3 within ten days. After all three sactions are completed, submit the form to us at the address or fax
number listed below. Your cooperation will facilitate payments promptly when they are dus.

Any person who knowingly, and with intent {o defraud any insurance company, files a statemeni of
claim containing any falss, Incomplete or misleading information may be subject to criminal penalties.

Anthemi Life

Anthem Life Insurance Company

Disahility Claims Service Center

P.0.Box 108428

Atlanta, GA 30348-5428

Phone: 800-813-5682  Fax: 800-850-0017
Email: lifeanddisabilityclaims @ anthem.com

('

1 Member name {last, first, ML)

SECTION 1. TO BE COMPLETED BY MEMBER

2 Social Security no. 3 Birth date

Cm [IF

~

5Member street address

5aGity

5q State |5c71P code

g Phane na.

7 Cell phane no. & Email address

g Disahility due to
Clliness Clinjury

10Date you last worked due to your disability {11 Date you returned to work

1z i not yet returned, date your expect to retumn

1311 disability due to injury, what type? Please provide complete details to accident, date and time (atfach a separate sheet if necessary)

14 Group name

United Transportation Union

{ITHER BENEFITS
1515 claim being made for FELA? Cves [Ino
Is claim being made for Worker's Gompensation? Clves [no
Are you covered hy a sponsored retirement plan? Clyes [Cwo
Daes the retirement plan contain a disability pravision? Cves [Ino
Are you eligible or will be eligible for a disability or retirement benefit? Clves [no
16 Deseribe other income you are receiving? Amaunt Date began (MM/BD/YYYY) Date ended (MM/DD/YYYY)

Clves o state disability

C3ves [ING  Retirement

[dves [ING  Worker's compensation

Cives [Inc  FeLA

Cdves [CINO  Other (describe)

{ authorize the release to or by Anthem Life Insurance Company {Anthem Life) any medical or insurance infarmation required to process my claim. | understand
that any information oblained pursuant to this autharization will be used only to evaluate my claim and may be transferred to any organization or person
employed by or representing Anthem Life to assist with this purpose. This authorization is valid for the duration of my claim. f understand | have aright to
reguest and receive a copy of this authorization. A photocopy of this authorization is as valid as the original.

The ahove statements are true and complete to the best of my knowledge and belief. (Your signature is required for henefit consideration.)

Member signaturs Date (MM/DDIYYYY)
X

St usted nacesita ayuda en Espafiol para entender este documente, puede solicitario sin ningun costo adicional lamanda
al nlimera de servicia al clientas que se enctantra en aste doctiments,

(1272800 UMEN}
20532MUEENLIC Rev. 12/11




Anthemi Life

Anthem Life Insurance Company

Disahility Claims Service Center

P.0.Box 108428

Atlanta, GA 30348-5428

Phone: 800-813-5682  Fax: 800-850-0017
Email: lifeanddisabilityclaims @ anthem.com

('

~

SECTION 2: 10 BE COMPLETED BY A LOCAL OFFIGER

17 Group policy na.

ALOO0O02625

18 Date emplayed (MM/DD/YYYY)

19 Effective date of insurance

20 ocupation/jeb title

71 Member's Sacial Security no. 22 Member no. (if applicabie)

22 Member benefit class

(101 Raifroad {102 Field Supervisor

24 Standard no, of hours worked per week

NA

25a Date member iast worked 256 No. of hours

25¢ Date member scheduled to return to wark | 254 Date member returned fo work

26 Amaunt of weekly benefits
§7% Base weekly earnings to MAX of $348

77 Member's wage

$ per (lhour [week Tyear [l Hourly [ Salaried

28 Member status on the last day warked

26 Current member status

30 Did injury or illness arise out of, or in course cf, employment for wages or profit?

Clves [ao

31 Name of railroad employer (name of company}

3z Location of raifroad employment {city, state)

33 Insured group name
United Transportation Union

34 Loeal officer phone no.

352 Branch or division address

350 Gity

35¢ State | 354 ZiP code

36 Printed name of local officer

37 Title

Local afficer signature

X

Date (MM/DD/YYYY)




Anthemi Life

Anthem Life Insurance Company

Disahility Claims Service Center

P.0.Box 108428

Atlanta, GA 30348-5428

Phone: 800-813-5682  Fax: 800-850-0017
Email: lifeanddisabilityclaims @ anthem.com

the form; if a section is non-applicable, please enter N/A in the response area.

- ~\
SECTION 3: T0 BE COMPLETED BY PHYSICIAN

Note to Physician: Completion of this form will assist your patient in presenting claim for group and/ar individual disability benefils. Please complete all areas of

1 Patient's name {last, first, M.1)

2 Birthdate (MM/DD/YYYY)

3 Current diagnosis

4160-9/ICD-10/DSM IV

§ Subjective complaints

6 Objective findings

7 Has patient ever had same or
simifar condition? TYes [INa

7t I yes, please spacify date of treatment

4 Did injury or ifiness arise out of ar in course of, employment for wages or profit?
[lYes [TINs [Clunknown  If yes, please explain;

3 |s Disahility due o pregnancy? ElVes WMiNo

sh EDC (MM/DD/YYYY) gc Type of delivary

[Cvaginal [ C-section

10aWas patient hospitalized?
Lives LINo

105 [f yes, please provide date of confinement

16¢ Name of hospital/facility

11a Nature of surgical procedure, if any. (Describe in full)

110 Date performed (MM/DD/YYYY)

12 ate patient first unable to work 13 Date of first visit

14 Bate of last visit 15 Patient’s present condition
[ Recovered [ Improved

] Unchanged O Regressed

18 Frequency of visits
ClWeekly Tl Monthly Tl 0ther;

17 Treatment plan

18 Functional impairments

19 Gurrent medications and dosages

20s Palient released to return Lo work? [l Yes [lNo

ifyes: ] Full-time, na restrictions
] Light duty (Specify restrictions, limitations, hours, graduated return
o work schedule, ete.)

24 1s patient a suitable candidate for a rehabilitation program? [l Yes [1No

20t Dale able to return to full duty 20c Date able to return Lo light duty

72 |5 this patient competent to endorse checks and direct the progeeds thereof? [TlVes [No

if no, please altach supporting documentation,

23 Physician printed name

24 Physician specialty

25a Physician street address

258 Gity 25¢ State {254 ZIP code

26 Physician phone no. 27 Physician fax no.

28 Physician email address

Physician signature

X

late




Anthemi Life

Anthem Life insurance Company

Disahility Claims Service Center

P.0.Box 108428

Atlanta, GA 30348-5428

Phane: 800-813-3682  Fax: 800-830-0017
Email: lifeanddisabilityclaims @anthem.com

The laws of some states require us to provide you with the following information:

('

Alaska: A person who knawingly and with intent to injure, defraud, or
deceive an insurance company files a claim confaining false, incomplets,
or misleading information may be prosecuted under state law.

Arizona: For your protection Arizona law requires the following statement
1o appear on this form. Any person who knowingly presents a false

or fraudulent claim for payment of a loss is subject to criminal and

civil penalties.

Arkansas, Louisiana, and West Virginia: 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 fo fines and confinement in prison.

Galifornia: For your protection California law requires the following
statement to appear on this form. Any person who knowingly presents a
faise or fraudulent claim for payment of 3 loss is guilty of a crime and may
be subject to fines and confinement in state prison.

Golorade: It is unlawful to knowingly provide false, incomplete, or misieading
facits or information to an insurance company for the purpose of defrauding
or attempting te defraud the company. Penalties may include imprisonment,
fines, denial of insurance, and civil damages. Any insurance cempany or
agent of an insurance company wha knowingly provides false, incemplete,

or misleading facts or information to a policyhslder 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.

Delaware and idaho: Any person who knowingly, and with intent to injure,
defraud or deceive any insurer, files a statement of claim containing any
false, incomplete or misleading information is guilty of a felony.

District of Columbia: WARNING: [t is a crime fo provide false ar 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 materiaily
related io a claim was provided by the applicant.

Florida: Any person who knowingly, and with intent te injure, defraud
ar deceive any insurer, files a statement of claim containing any false,
incemplete or misleading information is guilly of a felony of the third degree.

indiana: A person who knowingly and with intent to defraud an insurer files
a statement of claim containing false, incomplete, or misleading informatian
commits a felony.

Kentucky: Any person whe knowingly and with intent to defraud any
insurance company or other person files a 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.

Maine, Tennessee, Virginia, and Washington: itis a crime to knowingly
pravide false, incomplete or mislsading information te an insurance
company for the purpose of defrauding the company. Penalties may include
imprisonment, fines or denial of insurance benefits,

Minnesota: A person who files a claim with intent o defraud or helps to
commit a fraud against an insurer is guilty of a crims.

New Hampshire: Any persan who, with a purpose o injure, defraud, or
deceive any insurance company, files a statement of claim containing any
false, incomplete or misieading information is subject to prosecution and
punishment for insurance fraud, as provided in N.H. Rev. Stat. Ann. §638:20.

New lersey: A person who knowingly files a statement of claim containing
any false or misleading information is subject to criminal and civil penalties.

New Mexico: A 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: Any parsaon who knowingly and with intent to defraud any
insurance company or other person files an application for insurance or
siatement of claim containing any materially false informatian, or conceals
for the purpose of misleading, information cancerning any fact materials
therete, commits a fraudulent insurance act, which is a crime, and shall alse
be subject to a civil penalty not to exceed five thousand doflars and the
stated value of the claim for each violation.

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

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

Pennsylvania: Any person who knowingly and with inlent 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 subjects
such person to criminal and civil penalties.

Texas: Any person wha knowingly presents a false or fraudulent claim for
the payment of a loss is guilty of a crime and may be subject to fines and
confinement in state prison.




