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INSTRUCTIONS FOR FILING A CLAIM

Voluntary:

EMPLOYER’S/ADMINISTRATOR’S CERTIFICATION
Name of Employer/Association Email Address

Telephone Number

This is to certify that the facts as indicated on this form are true to the best of my knowledge and belief.
Title

Address  (Street)                                                                                City                                                                                    (State)                    (Zip)

DateSignature

Dependent’s Occupation

Name & Address of School (Street)                                                                                   (City)                                                                (State)                   (Zip Code)
Part-time student

Was the Dependent Totally 
Disabled?

Is Child Full-time student

Relationship to Employee/Association Member

TO BE COMPLETED IF CLAIM IS FOR DEPENDENT BENEFITS
Name of Dependent (Last Name)                                                                (First Name)                              (Middle Initial)

School Telephone Number

Date of Birth Social Security No.
F

Sex
M

If yes, Date Disability Began

Dependent’s Employer

Dependent’s Last Day Worked
AD&D

Dependent’s Employer’s Telephone Number

A.   Submit completed form to your assigned Claim Office with a certified Death Certificate and Beneficiary Designation.

SECTION TO BE COMPLETED BY THE EMPLOYER/ADMINISTRATOR FOR EMPLOYEE/MEMBER AND DEPENDENT BENEFITS
Name of Employee/Member (Last Name)                                              (First Name)                     (Middle Initial) Date of Birth

F

Address (Street)                                                                                          (City)                                                          (State)                     (Zip Code)

Date Last Worked

Unpaid Leave of AbsenceDisability (LTD)

Paid Leave of Absence FMLA

THIS FORM IS FOR LIFE INSURANCE OR ACCIDENTAL DEATH PROCEEDS ONLY. COMPLETE THE FORM ACCORDING TO THE INSTRUCTIONS, TO AVOID DELAY OR RETURN 
OF THE FORM. IN BOXES WHICH CONTAIN THE SYMBOL       , ADDITIONAL INFORMATION IS PROVIDED WHEN HOVERING OVER THE FIELD TO BE COMPLETED. 
THIS FEATURE IS ONLY AVAILABLE ON THE FILLABLE VERSION OF THIS FORM.
To The Employer/Administrator:

B.   If claiming voluntary or employee-paid benefits, include enrollment information for the current year and the previous 
       two years (if available).

Sex
M

Policy Class #

Employee’s/Member’s Marital Status

Policy Number(s): List all policies under which benefits are due. Occupation Was insurance issued on the basis of a statement of  
physical condition? (If yes, attach copy)

If the Employee was not actively at work immediately prior to his/her death or Dependent’s death, what was the reason?

Amount of Insurance: If claiming voluntary benefits, please provide enrollment information.

Please provide the most recent beneficiary designation with the claim.

AD&D (Please complete only 
if claiming AD&D  benefits) :

Hrs./Wk.

Part-time
Full-time

Domestic Partner Relationship

Other:

Hourly
Salaried

NoYes

Widow/Widower

Discharged

Single

Minnesota Continuation (Please attach COBRA form.)

Married Separated

ManagementActive Exempt Supervisory Union Local #
Non-Union

Check all of the boxes that apply to the Employee/Member’s employment/membership status and job classification.

Non-SupervisoryNon-ManagementRetired Non-Exempt

Civil Union

BTA:

Life

Vacation

Divorced

Effective Date of Insurance Date of Death Premium Paid Through 
Date

Was the Employee actively at work until the date of the Dependent’s 
death?

Date Hired/Member of 
Assoc.

Resigned

If No, indicate reason below.

Has an assignment been taken? 
(If yes, attach copy)

Employee’s Division/Location

Sabbatical

Was the above Considered an Employee/Association Member until his/her Date of Death?
If No, Please Explain

Disability (STD)

Was coverage still in effect through the Date of Death? If No, Please Explain Is there a Beneficiary Designation on file for this Employee/Member? 

Basic Annual Earnings Effective Date of Earnings

Temporary Layoff

i

i

i

ii

i

i

i

i

i i

i

i

i

i

Social Security No.

i

Basic:

Voluntary:

i

i

Life
Basic:

Voluntary:
Basic:

SIB:

Amount of Dependent Insurance
Voluntary:Basic:

NoYes NoYes

NoYes
NoYes

Yes No

NoYes

Did the Employee have health care coverage with Cigna? NoYes

CAUTION: Any person who, knowingly and with intent to defraud any insurance company or other person: (1) files an  application for insurance or 
statement of claim containing any materially false information; (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 last page of this form: Arizona, California, 
Colorado, District of Columbia, Florida, Kansas, Kentucky, Louisiana, Maryland, Minnesota, New Jersey, Oregon, Pennsylvania, Puerto 
Rico, Rhode Island, Tennessee, Texas, Virginia or Washington.  

NEW YORK FRAUD WARNING: 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 $5000 and the 
stated value of the claim for each such violation. 
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Treatment Period
Please List Any Hospital, Clinics or Physicians That Treated the Deceased During the Past 5 Years.

TO BE COMPLETED IF CLAIM IS FOR ACCIDENTAL DEATH BENEFITS

Email Address

Name

(Street)                          (City)                        (State)         (Zip Code)

Where and How Did the Accident Happen?   Please Describe in Detail Date and Time of 
Accident 

SECTION TO BE COMPLETED BY THE BENEFICIARY

Complete Address

Beneficiary Signature

Date of Birth

Name and Address of Legal Guardian if Beneficiary is A Minor

Did the Deceased Have Other  Insurance 
Coverage?

Identify Insurance Carrier(s)

Relationship to DeceasedAddress

Social Security No.(Last Name)          (First Name)            (Middle Initial) Sex

Date 

During the past 3 years, did the deceased use any form of tobacco product?

Policy Number(s)Type of Insurance

I certify that the foregoing information is true, correct and complete to the best of my knowledge.

Daytime Telephone No.

831492   Rev. 01/2023

Name of Beneficiary
FM

 No Yes

 No Yes
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Disclosure Authorization

Date: 

I AUTHORIZE: any doctor, physician, healer, health care practitioner, hospital, clinic, other medical facility, professional, or provider of 
health care, medically related facility or association, medical examiner, pharmacy, employee assistance plan, insurance company, 
health maintenance organization or similar entity to give the Insurance Company named below (Company) or their  employees and 
authorized agents or authorized representatives, any medical and nonmedical information or records that they  may have concerning 
the deceased’s health condition, or health history, or regarding any advice, care or treatment provided to the deceased. This 
information and/or records may include, but is not limited to: cause, treatment, diagnoses, prognoses, consultations, examinations, 
tests, prescriptions, or advice of the deceased’s physical or mental condition, or other information  concerning the deceased which 
may be needed to determine policy claim benefits with respect to the deceased. This may also  include (but is not limited to) 
information concerning: mental illness, psychiatric, drug or alcohol use and any disability, and also HIV related testing, infection, 
illness, and AIDS (Acquired Immune Deficiency Syndrome), as well as communicable diseases and genetic testing. I understand that I 
may choose whether to receive the results of any laboratory tests or medical examinations  performed. This information may also be 
extracted for use in audits or for statistical purposes.

I AUTHORIZE: any financial institution, accountant, tax preparer, insurance company or reinsurer, consumer reporting agency,
insurance support organization, Insured’s agent, employer, group policyholder, business associate, benefit plan administrator,  family 
members, friends, neighbors or associates, governmental agency including the Social Security Administration or any other 
organization or person having knowledge of the deceased to give the Company or their employees and authorized agents, or 
authorized representatives, any information or records that they have concerning the deceased’s occupation, activities, employee/
employment records, earnings or finances, applications for insurance coverage, prior claim files and claim history, work  history and 
work related activities.

I UNDERSTAND: the information obtained will be included as part of the proof of claim and will be used by the Company to  determine 
eligibility for claim benefits, any amounts payable and to administer any other feature described in the plan with  respect to the 
deceased. This authorization shall remain valid and apply to all records, information and events that occur over the  duration of the 
claim, but not to exceed 24 months. A photocopy of this form is as valid as the original and I or my authorized  representative may 
request one. I or my representative may revoke this authorization at any time as it applies to future disclosures  by writing the 
Company. The information obtained will not be released to anyone EXCEPT: a) reinsuring companies; b) the Medical  Information 
Bureau, Inc., which operates Health Claim Index (HCI); c) fraud or overinsurance detection bureaus; d) anyone  performing business, 
medical or legal functions with respect to the claim; e) for audit or statistical purposes; f) as may be required  or permitted by law; g) as 
I may further authorize. A valid authorization or court order for information does not waive other privacy rights.

Signature of Claimant or 
Claimant’s Authorized Representative: 

"Company" refers to:

Relationship, 
 if other than Claimant:

I hereby represent that I am authorized to execute this Disclosure Authorization for the release of this information.  

If the medical information contains information regarding drug or alcohol abuse, I understand that the deceased’s records may be 
protected under federal (42 CFR Part 2) and some state laws. To the extent permitted under law, I can ask the party that disclosed 
information to the Company to permit me to inspect and copy the information it disclosed. I understand that I can refuse to sign this 
disclosure authorization; however, if I do so, Company may deny my claim for benefits pursuant to the plan. The use and further 
disclosure of information disclosed hereunder may not be subject to the Health Insurance Portability and Accountability  Act (HIPAA).

Life Insurance Company of North America 
Connecticut General Life Insurance Company 
New York Life Group Insurance Company of NY

© 2020-2021, New York Life Insurance Company, New York, NY. All rights reserved. NEW YORK LIFE and the New York Life box logo are 
registered trademarks of New York Life Insurance Company. Life Insurance Company of North America and New York Life Group Insurance 
Company of NY are subsidiaries of New York Life Insurance Company.  Connecticut General Life Insurance Company is not affiliated with 
New York Life Insurance Company.

Life Insurance Company of North America 
Connecticut General Life Insurance Company 
New York Life Group Insurance Company of NY

Deceased’s Name:

Claimant’s Date of Birth:

Deceased’s Date of Birth:



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

District of Columbia Residents: WARNING: 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.

IMPORTANT CLAIM NOTICE

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.

Oregon Residents: Any person who includes any false or misleading information on an application for an insurance policy, may be guilty of fraud 
and may be subject to civil or criminal penalties if intentional and material to the risk assumed. 

Virginia Residents: Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits application or 
files a claim containing a false or deceptive statement may have violated state law.

Rhode Island 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 fines and confinement in prison.

Texas Residents: Any person who 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.

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

Kentucky Residents: Any person who 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.

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.

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 subjects such person to criminal and civil penalties.

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 include imprisonment, fines and denial of insurance benefits.

California Residents: For your protection California law requires the following to appear on this form: Any person who knowingly presents false 
or fraudulent information to obtain or amend insurance coverage or to make a claim for the payment of a loss is guilty of a crime and may be 
subject to fines and confinement in state prison. 

Maryland Residents: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who 
knowingly or willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement 
in prison.

Kansas Residents: Any person who knowingly and with intent to defraud any insurance company or other person: (1) files an application 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, may be guilty of insurance fraud determined by a court of law.

Louisiana 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 fines and confinement in prison.

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.

Puerto Rico Residents: Caution: Any person who knowingly and with the intention of defrauding presents false information in an insurance 
application, or presents, helps, or causes the presentation of a fraudulent claim for the payment of a loss or any other benefit, or presents more 
than one claim for the same damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each violation by a fine of not less 
than five thousand dollars ($5,000) and not more than ten thousand dollars ($10,000), or a fixed term of imprisonment for three (3) years, or both 
penalties. Should aggravating circumstances be present, the penalty thus established may be increased to a maximum of five (5) years, if 
extenuating circumstances are present, it may be reduced to a minimum of two (2) years.

Arizona Residents: For your protection Arizona law requires the following statement to 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.
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INSTRUCTIONS FOR FILING A CLAIM
Voluntary:
EMPLOYER’S/ADMINISTRATOR’S CERTIFICATION
Name of Employer/Association
Email Address
Telephone Number
This is to certify that the facts as indicated on this form are true to the best of my knowledge and belief.
Title
Address  (Street)                                                                                City                                                                                    (State)                    (Zip)
Date
Signature
Dependent’s Occupation
Name & Address of School (Street)                                                                                   (City)                                                                (State)                   (Zip Code)
Part-time student
Was the Dependent Totally
Disabled?
Is Child
Full-time student
Relationship to Employee/Association Member
TO BE COMPLETED IF CLAIM IS FOR DEPENDENT BENEFITS
Name of Dependent (Last Name)                                                                (First Name)                              (Middle Initial)
School Telephone Number
Date of Birth
Social Security No.
F
Sex
M
If yes, Date Disability Began
Dependent’s Employer
Dependent’s Last Day Worked
AD&D
Dependent’s Employer’s Telephone Number
A.   Submit completed form to your assigned Claim Office with a certified Death Certificate and Beneficiary Designation.
SECTION TO BE COMPLETED BY THE EMPLOYER/ADMINISTRATOR FOR EMPLOYEE/MEMBER AND DEPENDENT BENEFITS
Name of Employee/Member (Last Name)                                              (First Name)                     (Middle Initial)
Date of Birth
F
Address (Street)                                                                                          (City)                                                          (State)                     (Zip Code)
Date Last Worked
Unpaid Leave of Absence
Disability (LTD)
Paid Leave of Absence
FMLA
THIS FORM IS FOR LIFE INSURANCE OR ACCIDENTAL DEATH PROCEEDS ONLY. COMPLETE THE FORM ACCORDING TO THE INSTRUCTIONS, TO AVOID DELAY OR RETURN OF THE FORM. IN BOXES WHICH CONTAIN THE SYMBOL       , ADDITIONAL INFORMATION IS PROVIDED WHEN HOVERING OVER THE FIELD TO BE COMPLETED. THIS FEATURE IS ONLY AVAILABLE ON THE FILLABLE VERSION OF THIS FORM.
To The Employer/Administrator:
B.   If claiming voluntary or employee-paid benefits, include enrollment information for the current year and the previous
       two years (if available).
Sex
M
Policy Class #
Employee’s/Member’s Marital Status
Policy Number(s): List all policies under which benefits are due.
Occupation
Was insurance issued on the basis of a statement of  physical condition? (If yes, attach copy)
If the Employee was not actively at work immediately prior to his/her death or Dependent’s death, what was the reason?
Amount of Insurance: If claiming voluntary benefits, please provide enrollment information.
Please provide the most recent beneficiary designation with the claim.
AD&D (Please complete only if claiming AD&D  benefits) :
Hrs./Wk.
Part-time
Full-time
Domestic Partner Relationship
Other:
Hourly
Salaried
No
Yes
Widow/Widower
Discharged
Single
Minnesota Continuation (Please attach COBRA form.)
Married
Separated
Management
Active
Exempt
Supervisory
Union Local #
Non-Union
Check all of the boxes that apply to the Employee/Member’s employment/membership status and job classification.
Non-Supervisory
Non-Management
Retired
Non-Exempt
Civil Union
BTA:
Life
Vacation
Divorced
Effective Date of Insurance
Date of Death
Premium Paid Through Date
Was the Employee actively at work until the date of the Dependent’s death?
Date Hired/Member of Assoc.
Resigned
If No, indicate reason below.
Has an assignment been taken?
(If yes, attach copy)
Employee’s Division/Location
Sabbatical
Was the above Considered an Employee/Association Member until his/her Date of Death?
If No, Please Explain
Disability (STD)
Was coverage still in effect through the Date of Death? If No, Please Explain
Is there a Beneficiary Designation on file for this Employee/Member? 
Basic Annual Earnings
Effective Date of Earnings
Temporary Layoff
i
i
i
i
i
i
i
i
i
i
i
i
i
i
i
Social Security No.
i
Basic:
Voluntary:
i
i
Life
Basic:
Voluntary:
Basic:
SIB:
Amount of Dependent Insurance
Voluntary:
Basic:
No
Yes
No
Yes
No
Yes
No
Yes
Yes
No
No
Yes
Did the Employee have health care coverage with Cigna?
No
Yes
CAUTION: Any person who, knowingly and with intent to defraud any insurance company or other person: (1) files an  application for insurance or statement of claim containing any materially false information; (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 last page of this form: Arizona, California, Colorado, District of Columbia, Florida, Kansas, Kentucky, Louisiana, Maryland, Minnesota, New Jersey, Oregon, Pennsylvania, Puerto Rico, Rhode Island, Tennessee, Texas, Virginia or Washington.  
NEW YORK FRAUD WARNING: 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 $5000 and the stated value of the claim for each such violation. 
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Treatment Period
Please List Any Hospital, Clinics or Physicians That Treated the Deceased During the Past 5 Years.
TO BE COMPLETED IF CLAIM IS FOR ACCIDENTAL DEATH BENEFITS
Email Address
Name
(Street)                          (City)                        (State)         (Zip Code)
Where and How Did the Accident Happen?   Please Describe in Detail
Date and Time of Accident 
SECTION TO BE COMPLETED BY THE BENEFICIARY
Complete Address
Beneficiary Signature
Date of Birth
Name and Address of Legal Guardian if Beneficiary is A Minor
Did the Deceased Have Other  Insurance Coverage?
Identify Insurance Carrier(s)
Relationship to Deceased
Address
Social Security No.
(Last Name)          (First Name)            (Middle Initial)
Sex
Date 
During the past 3 years, did the deceased use any form of tobacco product?
Policy Number(s)
Type of Insurance
I certify that the foregoing information is true, correct and complete to the best of my knowledge.
Daytime Telephone No.
831492   Rev. 01/2023
Name of Beneficiary
F
M
 No
 Yes
 No
 Yes
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Disclosure Authorization
Date: 
I AUTHORIZE: any doctor, physician, healer, health care practitioner, hospital, clinic, other medical facility, professional, or provider of health care, medically related facility or association, medical examiner, pharmacy, employee assistance plan, insurance company, health maintenance organization or similar entity to give the Insurance Company named below (Company) or their  employees and authorized agents or authorized representatives, any medical and nonmedical information or records that they  may have concerning the deceased’s health condition, or health history, or regarding any advice, care or treatment provided to the deceased. This information and/or records may include, but is not limited to: cause, treatment, diagnoses, prognoses, consultations, examinations, tests, prescriptions, or advice of the deceased’s physical or mental condition, or other information  concerning the deceased which may be needed to determine policy claim benefits with respect to the deceased. This may also  include (but is not limited to) information concerning: mental illness, psychiatric, drug or alcohol use and any disability, and also HIV related testing, infection, illness, and AIDS (Acquired Immune Deficiency Syndrome), as well as communicable diseases and genetic testing. I understand that I may choose whether to receive the results of any laboratory tests or medical examinations  performed. This information may also be extracted for use in audits or for statistical purposes.
I AUTHORIZE: any financial institution, accountant, tax preparer, insurance company or reinsurer, consumer reporting agency,  insurance support organization, Insured’s agent, employer, group policyholder, business associate, benefit plan administrator,  family members, friends, neighbors or associates, governmental agency including the Social Security Administration or any other organization or person having knowledge of the deceased to give the Company or their employees and authorized agents, or authorized representatives, any information or records that they have concerning the deceased’s occupation, activities, employee/employment records, earnings or finances, applications for insurance coverage, prior claim files and claim history, work  history and work related activities.
I UNDERSTAND: the information obtained will be included as part of the proof of claim and will be used by the Company to  determine eligibility for claim benefits, any amounts payable and to administer any other feature described in the plan with  respect to the deceased. This authorization shall remain valid and apply to all records, information and events that occur over the  duration of the claim, but not to exceed 24 months. A photocopy of this form is as valid as the original and I or my authorized  representative may request one. I or my representative may revoke this authorization at any time as it applies to future disclosures  by writing the Company. The information obtained will not be released to anyone EXCEPT: a) reinsuring companies; b) the Medical  Information Bureau, Inc., which operates Health Claim Index (HCI); c) fraud or overinsurance detection bureaus; d) anyone  performing business, medical or legal functions with respect to the claim; e) for audit or statistical purposes; f) as may be required  or permitted by law; g) as I may further authorize. A valid authorization or court order for information does not waive other privacy rights.
Signature of Claimant or Claimant’s Authorized Representative: 
"Company" refers to:
Relationship,  if other than Claimant:
I hereby represent that I am authorized to execute this Disclosure Authorization for the release of this information.  
If the medical information contains information regarding drug or alcohol abuse, I understand that the deceased’s records may be protected under federal (42 CFR Part 2) and some state laws. To the extent permitted under law, I can ask the party that disclosed  information to the Company to permit me to inspect and copy the information it disclosed. I understand that I can refuse to sign this disclosure authorization; however, if I do so, Company may deny my claim for benefits pursuant to the plan. The use and further disclosure of information disclosed hereunder may not be subject to the Health Insurance Portability and Accountability  Act (HIPAA).
Life Insurance Company of North America
Connecticut General Life Insurance Company
New York Life Group Insurance Company of NY
© 2020-2021, New York Life Insurance Company, New York, NY. All rights reserved. NEW YORK LIFE and the New York Life box logo are registered trademarks of New York Life Insurance Company. Life Insurance Company of North America and New York Life Group Insurance Company of NY are subsidiaries of New York Life Insurance Company.  Connecticut General Life Insurance Company is not affiliated with New York Life Insurance Company.
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Minnesota Residents: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.
District of Columbia Residents: WARNING: 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.
IMPORTANT CLAIM NOTICE
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.
Oregon Residents: Any person who includes any false or misleading information on an application for an insurance policy, may be guilty of fraud and may be subject to civil or criminal penalties if intentional and material to the risk assumed. 
Virginia Residents: Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits application or files a claim containing a false or deceptive statement may have violated state law.
Rhode Island 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 fines and confinement in prison.
Texas Residents: Any person who 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.
New Jersey Residents: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.
Kentucky Residents: Any person who 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.
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.
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 subjects such person to criminal and civil penalties.
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 include imprisonment, fines and denial of insurance benefits.
California Residents: For your protection California law requires the following to appear on this form: Any person who knowingly presents false or fraudulent information to obtain or amend insurance coverage or to make a claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison. 
Maryland Residents: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly or willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinementin prison.
Kansas Residents: Any person who knowingly and with intent to defraud any insurance company or other person: (1) files an application 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, may be guilty of insurance fraud determined by a court of law.
Louisiana 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 fines and confinement in prison.
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.
Puerto Rico Residents: Caution: Any person who knowingly and with the intention of defrauding presents false information in an insurance application, or presents, helps, or causes the presentation of a fraudulent claim for the payment of a loss or any other benefit, or presents more than one claim for the same damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each violation by a fine of not less than five thousand dollars ($5,000) and not more than ten thousand dollars ($10,000), or a fixed term of imprisonment for three (3) years, or both penalties. Should aggravating circumstances be present, the penalty thus established may be increased to a maximum of five (5) years, if extenuating circumstances are present, it may be reduced to a minimum of two (2) years.
Arizona Residents: For your protection Arizona law requires the following statement to 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.
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	: 
	ClaimantAddress: 
	ClaimantSSN: 
	ClaimantDOB: 
	These fields (name, date of birth, social security number, sex, address, marital status and occupation) are used to identify the employee/member and to determine eligibility.: 
	These fields (name, date of birth, social security number, sex, address, marital status and occupation) are used to identify the employee/member and to determine eligibility.: 
	These fields (name, date of birth, social security number, sex, address, marital status and occupation) are used to identify the employee/member and to determine eligibility.: 
	WEEKLY_HRS: 
	PARTTIME: 0
	FULLTIME: 0
	hourly: 0
	salaried: 0
	local_no: 
	NonUnion: 0
	Union: 0
	Nonsuper: 0
	super: 0
	Nonmanage: 0
	manage: 0
	nonexempt: 0
	exempt: 0
	These fields are used to indicate the employee's current work status and may help to determine if the employee/member meets the eligibility requirement in the policy.  Please check off as many boxes as apply to the employee/member. If the employee/member is part of a union, please indicate the local union number. The hours worked information should include the number of hours the employee worked on a weekly basis while he/she was an active employee. This information should correspond with the information pertaining to your employee as seen in the classes of eligible employees under the Schedule of Benefits. Note:  An employee is considered active if he/she is using a continuation option in an eligible class while out of work for an extended period of time.: 0
	These fields are used to indicate the employee's current work status and may help to determine if the employee/member meets the eligibility requirement in the policy.  Please check off as many boxes as apply to the employee/member. If the employee/member is part of a union, please indicate the local union number. The hours worked information should include the number of hours the employee worked on a weekly basis while he/she was an active employee. This information should correspond with the information pertaining to your employee as seen in the classes of eligible employees under the Schedule of Benefits. Note:  An employee is considered active if he/she is using a continuation option in an eligible class while out of work for an extended period of time.: 0
	Please indicate the employee/member's eligible class as seen under the Schedule of Benefits in the policy.: 
	This is the location or division of where the employee worked.  This may be needed to determine the eligible class as per the policy.: 
	This is the date of the employee's most recent change in Annual Compensation.  Refer to the definition of "Annual Compensation" in the policy. You may also wish to refer to the "Effective Date of Insurance" and "Automatic Increase Option" provisions to determine whether a recent salary increase has become effective.: 
	This field is required if the benefit is based on the employee's annual salary.  Refer to the definition of "Annual Compensation" in the policy.: 
	OCCUPATION: 
	POL_NOS: 
	ADD_BTAMT: 
	ADD_VAMT: 
	ADD_BAMT: 
	Please include enrollment forms or screen prints for voluntary life insurance for the prior three calendar years (including the current year).  Please provide the original enrollment years ago and he/she was not required to re-enroll on a year-to-year basis.: 
	Please include enrollment forms or screen prints for voluntary life insurance for the prior three calendar years (including the current year).  Please provide the original enrollment years ago and he/she was not required to re-enroll on a year-to-year basis.: 
	This is the amount of insurance (in dollars) coverage for the employee/member. It should be broken out by basic life, voluntary life and accidental death, if applicable.: 
	Please indicate the date through which the employee/member's premiums for all insurance coverages were paid.: 
	DOD: 
	This is the last day your employee was physically at work performing his/her normal duties. If this is a dependent life claim, this field would be completed with the employee's last day physically at work prior to the dependent's death. If the employee is still working, enter current in this field.: 
	This is the date the Employee satisfied the eligibility waiting period for his/her class. If the employee has voluntary life insurance, please enter the effective date of the employee's most recent election to increase or decrease coverage.: 
	This information is needed to ensure that the employee satisfied the eligibility waiting period for the policy. It may also pertain to certain employee class requirements.: 
	emp_ass_member: 
	WORK_REAS: 
	prior_reason: 
	If the employee/member's coverage was not in effect at the time of death, please complete this field and indicate the reason why.: 
	dep_relate: 
	DEP_SSN: 
	dep_dob: 
	dependent_Mname: 
	dependent_Fname: 
	dependent_Lname: 
	SCHL_PHONE: 
	school_add: 
	DEMP_PHONE: 
	dep_emplyr: 
	dep_lastday: 
	began_dis: 
	dep_occ: 
	addvamt_ins: 
	vamt_ins: 
	addbamt_ins: 
	bamt_lins: 
	Date_sign: 
	title: 
	phone_no: 
	EMAIL: 
	employer_add: 
	employer_name: 
	Click here to clear fields before completing the next request.: 
	IntSex1: 
	BeneSSN: 
	BeneDOB: 
	BeneName: 
	BeneRTD: 
	BeneDTP: 
	BeneAdd: 
	BeneEmail: 
	GuardAdd: 
	TypeIns: 
	InsCarr: 
	BenPolNos: 
	HospName1: 
	HospAdd1: 
	TrtmtPeriod1: 
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	TimeAcc: 
	SignDate2: 
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	Signature_Auth: 
	Deceased_Name: 
	Format required for this field is: mm/dd/yyyy. Please enter date as required.: 
	Format required for this field is: mm/dd/yyyy. Please enter date as required.: 
	Format required for this field is: mm/dd/yyyy. Please enter date as required.: 



