
 ** Please review your plan booklet to verify the submission period applicable to you.  

 /&������25����������������������������������������������������������������������  3DJH���RI�8             12/2020

3HUPDQHQW�7RWDO�'LVDELOLW\� �37'�� �
 *5283�/,)(���:DLYHU�RI�3UHPLXP��

'LVDELOLW\�([WHQVLRQ�&ODLP�)orm

(03/2<((¶6�5(63216,%,/,7<���6(&7,21��

��(03/2<(5¶6�5(63216,%,/,7<���6(&7,21��

,I�a covered HPSOR\HH�EHFRPHs�GLVDEOHG�DV�GHILQHG�E\�WKHLU�*URXS�/LIH�SODQ��WKH�:DLYHU�RI�3UHPLXP�EHQHILW��IHDWXUHG�RQ
many of 7KH�+DUWIRUG¶V�*URXS��/LIH��,QVXUDQFH�SROLFLHV��RIIHUV�D�VDIHJXDUG�DJDLQVW�ORVLQJ�YDOXDEOH�*URXS�/LIH�FRYHUDJH�
For employees ZKR�DSSO\�DQG�DUH�DSSURYHG��QR�*URXS�/LIH�SUHPLXPV�DUH�GXH�DIWHU�WKH�:DLYHU�RI�3UHPLXP�ZDLWLQJ�SHULRG
has EHHQ�VDWLVILHG��DQG�FRYHUDJH�FRQWLQXHV�LQ�DFFRUGDQFH�ZLWK�WKH�SROLF\�SURYLVLRQV��
** Note:  Group Life premiums DUH�GXH�DQG�SD\DEOH�GXULQJ�WKH�:DLYHU�RI�3UHPLXP�ZDLWLQJ�SHULRG�XQOHVV�WKH�

             

employee has already conYHUWHG�FRYHUDJH�WR�DQ�LQGLYLGXDO�SROLF\�

:K\�DSSO\�IRU�*URXS�/LIH�:DLYHU�RI�3UHPLXP"
Claim form for *URXS�/LIH�,QVXUDQFH�Waiver of Premium IRU�FRYHUHG�HPSOR\HHV�ZKR�KDYH�EHFRPH�GLVDEOHG and unable to work.
,16758&7,21�3$*(
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1. Detach and complete the Employer Section, sign and date. Without this information, the claim cannot continue.

2. If any portion of the Group Life coverage was elected, please attach a copy of the enrollment history for all
     benefit elections.

3. Attach a copy of the most recent Beneficiary Designation Form.

4.  Give the remaining sections of the form, including the instruction sheet, to your employee.  Ask him/her to complete
the Employee Sections and return the claim form to The Hartford.  (Your employee should detach the Attending
Physician's Statement ­ Initial Report [Attending Physician Statement], pages 1 and 2, and forward to his/her
physician for completion).

5. SUBMIT THE EMPLOYER'S STATEMENT AND ATTACHMENTS DIRECTLY TO THE HARTFORD BEFORE THE
     CLAIM SUBMISSION PERIOD* SPECIFIED UNDER THE POLICY.

** Please verify if the employee qualifies for any other group benefits through The Hartford and submit a claim accordingly.

1. Fully complete Employee Section ­ pages 1 and 2.

2. Read, sign and date Important Notice and Claim Certification, Employee Section ­ page 3.

3. Read, complete, sign and date the Authorization at the bottom, Employee Section 2 ­ pages 4-5.

4. Remove the Attending Physician’s Statement ­ Initial Report ­ pages 1 and 2; and:
a) Complete the Employee information at the top of the Attending Physician's Statement ­ Initial Report.
b) Provide the Attending Physician’s Statement ­ Initial Report, to the physician certifying your disability. Ask your

physician to complete the form and return it within 10 days to The Hartford.  Be advised that you are responsible for
any fees charged by your physician for completion of this form.

5. TO QUALIFY FOR BENEFITS SUBMIT THE FOLLOWING BEFORE THE SUBMISSION PERIOD* SPECIFIED
UNDER YOUR GROUP PLAN:
a) Completed Employee Sections and all attachments. Make a copy to keep with your records;
b) The Attending Physician’s Statement ­ Initial Report, which should be sent separately by your physician;
c) The Employer section, which should be sent separately.

6. Please follow up to make sure that this claim form, all attachments, and the Attending Physician’s Statement ­
     Initial Report, are received by The Hartford within the submission period* specified under your Group Life plan.

SEND THE CLAIM FORM TO:                      For questions about how
      THE HARTFORD             to complete this form call
      P.O. BOX 14296               The Hartford Toll­free at:
      Lexington, KY 40512­4296         

FAX TO:
    (877) 467-3037
    E-MAIL TO:            
    gbclaimcslife@thehartford.com             1­800­445­9057

The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries, including underwriting companies Hartford Life and Accident Insurance 
Company and Hartford Fire Insurance Company. Home Office is Hartford, CT. The Hartford is the administrator for certain group benefits business 
written by Aetna Life Insurance Company and Talcott Resolution Life Insurance Company (formerly known as Hartford Life Insurance Company). The 
Hartford also provides administrative and claim services for employer leave of absence programs and self-funded disability benefit plans.

LC61610




'DWH�HPSOR\HH�LV�H[SHFWHG�WR��RU�GLG�UHWXUQ�WR�ZRUN�

Signature of Employer Representative 

�/&������25������� ��������������������������������(PSOR\HU�6HFWLRQ������3DJH�� 12/2020

)RU�9ROXQWDU\�*URXS�/LIH�,QVXUDQFH�FRYHUDJH��DWWDFK�D�FRS\�RI�WKH�HQUROOPHQW�IRUP�KLVWRU\��DQG�RU�FRSLHV�RI�WKH�(OHFWURQLF
%HQHILWV��VFUHHQ��SULQWV����,�KHUHE\�FHUWLI\�WKDW�WKH�LQIRUPDWLRQ�SURYLGHG�LQ�WKH�(PSOR\HU¶V�6HFWLRQ�LV�WUXH�DQG�FRPSOHWH�WR�WKH
records RI�WKH�(PSOR\HU���,�DJUHH�WKDW�WKLV�LQIRUPDWLRQ�LV�VXEMHFW�WR�DXGLW�E\�+DUWIRUG�/LIH�,QVXUDQFH�&RPSDQ\�RU�+DUWIRUG�/LIH�DQG�
Accident ,QVXUDQFH�&RPSDQ\�RU�+DUWIRUG�/LIH�*URXS�,QVXUDQFH�&RPSDQ\�DQG�RU� LWV�UHSUHVHQWDWLYHV�

&RPSDQ\�1DPH

$GGUHVV��6WUHHW��&LW\��6WDWH��=LS�&RGH�

��'DWH�KLUHG������������)XOO�WLPH

'����5(48,5('��$77$&+0(176��$1'��6,*1$785(

�3HUPDQHQW�7otal Disability Benefits:
($WWDFK�HQUROOPHQW� IRUPV�	�EHQHILFLDU\� IRUP��

���'R�HDUQLQJV�LQFOXGH�FRPPLVVLRQV��ERQXVHV�RU�RYHUWLPH"���������<HV��������1R����,I��³<HV�´�SOHDVH�VSHFLI\�

1DPH�(Please print or type) 7LWOH

$GGUHVV��6WUHHW��&LW\��6WDWH��=LS�&RGH��������������������������������������������������������������������������������������������7HOHSKRQH�1XPEHU

�����������'DWH ��������������7HOHSKRQH�1XPEHU

+DV�HPSOR\PHQW�EHHQ�WHUPLQDWHG�UHWLUHG"�������������<HV����������1R���,I�³<HV�´�GDWH�

:RUNHUV¶�&RPSHQVDWLRQ����������6RFLDO�6HFXULW\

������)XOO�WLPH"�����������<HV�����������1R

1DPH�DQG�DGGUHVV�RI�GLYLVLRQ�ZKHUH�HPSOR\HH�ZRUNV�� LI�GLIIHUHQW�IURP�DERYH�

%����,1)250$7,21���$%287���<285���(03/2<((

:KDW�ZDV�WKH�HPSOR\HH¶V�SHUPDQHQW�MRE�RU�RFFXSDWLRQ�WLWOH�RQ�KLV�RU�KHU�ODVW�GD\�DW�ZRUN"

:K\�GLG�HPSOR\HH�VWRS�ZRUNLQJ"

+RZ�ORQJ�KDG�WKH�HPSOR\HH�EHHQ�LQ�WKLV�MRE"

(PSOR\HH¶V�1DPH ���������������6RFLDO�6HFXULW\�1XPEHU ���'DWH�RI�%LUWK

($WWDFK�:���� LI� DSSOLFDEOH�

$����,1)250$7,21��$%287��<285��&203$1<

&KLOG¶V�1DPH� �'DWH�RI�%LUWK� ������������&RYHUDJH��$PRXQW�

6SRXVH¶V�1DPH� �����������������'DWH�RI�%LUWK� ������������&RYHUDJH��$PRXQW�

5DWH�RI�$QQXDO�%DVLF�(DUQLQJV�RQ�GDWH�ODVW�ZRUNHG���� SHU��������+RXU��������:HHN����������0RQWK����������� <HDU

&����,1)250$7,21���$%287���7+(���',6$%,/,7<

,V�WKH�FDXVH�RI�HPSOR\HH¶V�FRQGLWLRQ�ZRUN�UHODWHG"�����������<HV��������1R

&KLOG¶V�1DPH� �'DWH�RI�%LUWK� ������������&RYHUDJH��$PRXQW�

�*URXS�/LIH���,QVXUDQFH�FRYHUDJH�DPRXQW��%DVLF�/LIH���������������������������� 6XSSOHPHQWDO�/LIH��
��(PSOR\HH�'LYLVLRQ��������������������������������������������������������������������������������������������������������([HPSW������������1RQ�H[HPSW�����������6DODULHG����������+RXUO\

���$PRXQW�RI��%DVLF�/LIH�,QVXUDQFH��������������������������������$PRXQW�RI�6XSSOHPHQWDO�/LIH�,QVXUDQFH��

$PRXQW�RI�3HUPDQHQW�7RWDO�'LVDELOLW\�UHTXHVWHG� �       Number of hours scheduled to work weekly

$UH�HPSOR\HH¶V�HOLJLEOH�GHSHQGHQWV�FRYHUHG�E\�:DLYHU�RI�3UHPLXP�RU�'LVDELOLW\�([WHQVLRQ�EHQHILWV"���������<HV��������1R��

%HIRUH� WKH�HPSOR\HH�EHFDPH�WRWDOO\�GLVDEOHG��ZHUH�DQ\�FKDQJHV�PDGH� WR� WKH�HPSOR\HH¶V� MRE�UHVSRQVLELOLWLHV�EHFDXVH�RI� WKH
GLVDEOLQJ�FRQGLWLRQ"����������<HV��������1R���,I��³<HV�´�ZKDW�ZHUH�WKH�FKDQJHV�DQG�ZKHQ�ZHUH�WKH\�PDGH"

�:DV�DQ�DSSOLFDWLRQ�IRU�FRQYHUVLRQ�RIIHUHG"������������<HV����������1R

��,I�DSSOLFDEOH��SURYLGH�QDPH�DQG�DGGUHVV�RI�LQVXUDQFH�FDUULHU��

���*URXS�3ROLF\�1XPEHU����7HOHSKRQH�1XPEHU��������������������)D[�1XPEHU����������������(�0DLO�DGGUHVV
�������������������������������������������������������������������������������������

�������3DUW�WLPH
'DWH�*URXS�/LIH�,QVXUDQFH�EHFDPH�HIIHFWLYH����������������������/DVW�GD\�ZRUNHG�

,I�³<HV´��SOHDVH�SURYLGH�DPRXQWV�RI�*URXS�/LIH�FRYHUDJH�DQG�HQUROOPHQW�KLVWRU\�

,V�\RXU�HPSOR\HH�UHFHLYLQJ�LQFRPH�IURP�RWKHU�VRXUFHV"�H�J����������6KRUW�7HUP�'LVDELOLW\���������/RQJ�7HUP�'LVDELOLW\

������������

�����������������������������������������������������������������������������������������������������������

3HUPDQHQW�7RWDO�'LVDELOLW\� �37'�� �
 *5283�/,)(���:DLYHU�RI�3UHPLXP��

'LVDELOLW\�([WHQVLRQ�&ODLP�)RUP
(03/2<(5���6(&7,21���
7KLV�LV�D�WLPH�VHQVLWLYH�GRFXPHQW, please review the plan booklet to verify the submission period applicable.

3OHDVH�YHULI\�LI�WKH�HPSOR\HH�TXDOLILHV�IRU�DQ\�RWKHU�JURXS�EHQHILWV�WKURXJK�7KH�+DUWIRUG�DQG�VXEPLW�WKH�FODLP�DFFRUGLQJO\�

���3UHPLXPV�SDLG�WR�GDWH"
������������<HV��������1R



6KRUW�7HUP���/RQJ
7HUP�'LVDELOLW\ �             �

6HOI�HPSOR\PHQW� RU
3DUW�WLPH�ZRUN               �

� �������� ���������
� �

%H�VXUH�WR�DQVZHU�DOO�TXHVWLRQV���PLVVLQJ�LQIRUPDWLRQ�PD\�GHOD\�\RXU�FODLP�

 

'HVFULEH�\RXU�ODVW�IRXU�MREV���%HJLQ�ZLWK�\RXU�PRVW�UHFHQW�MRE��

���� ��

3OHDVH�LQGLFDWH�\RXU�HGXFDWLRQDO�KLVWRU\���&KHFN�RU�&LUFOH�ODVW�\HDU�FRPSOHWHG��

7UDGH�RU�WHFKQLFDO�VFKRRO���'HVFULEH�FRXUVH�RI�VWXG\��

&RPSDQ\ �����������-RE�7LWOH ��'XWLHV ����������������<HDUV

�D�

�E�

 �F�

 (d)
 

 

 
$UH�\RX�UHFHLYLQJ�DQ\�LQFRPH�IURP�RWKHU�VRXUFHV"

$PRXQW���������������1DPH �������$GGUHVV ������������������������������������������3KRQH

1DPH� Male
Female

$GGUHVV�

Personal Cell Phone Number: (        )                           Alternate Telephone Number: (        )                          E­Mail address:

Group Policy Number:
(PSOR\HU��1DPH�
 

A.   INFORMATION ABOUT YOU

(GXFDWLRQ� WKURXJK�+LJK�6FKRRO ������&ROOHJH ������������������0DVWHUV���������������� 3K�'�
1    2    3    4  1   2   3   4          Are you now attending school?          Yes            No

���:RUNHUV¶�&RPSHQVDWLRQ���

���,QGLYLGXDO�'LVDELOLW\�������������

���������������������������������������������������������������������������������������������������
�������

�������

�������

����(03/2<((���6(&7,21��2
�����7KLV�LV�D�WLPH�VHQVLWLYH�GRFXPHQW


Please review your plan booklet to verify the submission period applicable to you�

�

May  we  have  your  authorization  to  leave  confLdential  medical  and  benefit  information  on  your  personal  cell  phone?��                  Yes                      No
 

 
 
 
 
 
At the time of your TOTAL disability began, were you working more than one job (including self­employment)?                  Yes           No
If "Yes". provide the name, address and phone number of other employers and indicate when you worked (or were self­employed).   �

Signature:    Date:�

If your Policy contains a Permanent and Total Disability provision and you are eligible and would like to apply, please complete below: 
Amount of Permanent Total Disability (PTD) requested*: $
*Note:  The amount requested may not exceed the percentage of the Employee/Insured's Life Insurance Amount set forth in the policy and is 
subject to the minimum and maximum amounts contained in the Policy.  As a result of electing the Permanent Total Disability benefit, the
total face amount of your group life insurance coverage will be reduced by the amount of the Permanent Total Disability benefit. 

GROUP LIFE - Waiver of Premium /
Permanent Total Disability (PTD) /
Disability Extension Claim Form

 Employee Section 2 - page 1���������������������� 12/2020LC-3763-25



/DVW�GD\�\RX�SK\VLFDOO\�UHSRUWHG�WR�ZRUN� ������6LQFH�WKDW�GDWH��KDYH�\RX�GRQH�DQ\�ZRUN"�������<HV���������1R

/LVW�DOO�SK\VLFLDQV�\RX�KDYH�VHHQ�IRU�WKLV�FRQGLWLRQ�(attach a separate sheet if needed)

'RFWRU¶V�1DPH 6SHFLDOW\ ������� 'DWHV�VHHQ

�$GGUHVV

City/State/Zip Code �����������������������������7HOHSKRQH�1XPEHU ���������)$;�1XPEHU

'RFWRU¶V�1DPH 6SHFLDOW\ ��������'DWHV�VHHQ

�$GGUHVV

City, State, Zip Code �������������7HOHSKRQH�1XPEHU ���������)$;�1XPEHU

'RFWRU¶V�1DPH 6SHFLDOW\ ��������'DWHV�VHHQ

 $GGUHVV

������������7HOHSKRQH�1XPEHU ����������)$;�1XPEHU

    '����,1)250$7,21��$%287��<285��3+<6,&,$16

1DPH�RI�0HGLFDO�3URYLGHU�
'DWH�\RX�ZHUH�ILUVW�WUHDWHG�E\�D�0HGLFDO�3URYLGHU�IRU�WKH�GLVDEOLQJ�LOOQHVV�RU�LQMXU\�

,I�FDXVHG�E\�DQ�LQMXU\��ZKHQ��ZKHUH�DQG�KRZ�GLG�WKH�LQMXU\�RFFXU"

,I�FDXVHG�E\�DQ�LOOQHVV��KDYH�\RX�KDG�WKLV�LOOQHVV�EHIRUH"  ����������<HV��������1R���,I�³<HV�´�ZKHQ"

:K\�GLG�\RX�VWRS�ZRUNLQJ"

'HVFULEH� \RXU�PHGLFDO� FRQGLWLRQ�

:KDW�DVSHFW�RI��\RXU�FRQGLWLRQ�PDGH�\RX�XQDEOH�WR�ZRUN"

,I�³<HV�´�SOHDVH�LQGLFDWH�GDWHV�ZRUNHG��QDPH�DQG�DGGUHVV�RI�HPSOR\HU�DQG�DPRXQW�HDUQHG�

City, State, Zip Code 

�/&������25��� ���������(PSOR\HH�6HFWLRQ������SDJH�� 12/2020

$UH�\RX�QRZ�HQJDJHG�LQ�WKH�GXWLHV�RI�DQ\�RFFXSDWLRQ�RU�HQGHDYRU�IRU�ZDJHV��SURILW��FRPSHQVDWLRQ�RU�YROXQWHHULVP"������<HV�������1R

:KDW�LPSRUWDQW�GXWLHV�RI�\RXU�MRE�DUH�\RX�XQDEOH�WR�SHUIRUP"

,I��³<HV�´�SDUW�WLPH�(date)����������������������������������IXOO�WLPH�(date)

+DYH�\RX�UHWXUQHG�WR�ZRUN�LQ�DQ\�FDSDFLW\"���������<HV�����������1R��� ,I�\RX�KDYH�QRW�UHWXUQHG to work, do you expect to?         Yes        No

&����,1)250$7,21��$%287��<285��',6$%,/,7<

,V�WKH�FDXVH�RI��\RXU�FRQGLWLRQ�UHODWHG�WR�\RXU�MRE"����������� <HV���������1R����,I��³<HV�´�H[SODLQ�

%HIRUH�\RX�VWRSSHG�ZRUNLQJ��GLG�\RXU�FRQGLWLRQ�UHTXLUH�\RX�WR�FKDQJH�\RXU�MRE�RU�WKH�ZD\�\RX�GLG�\RXU�MRE" ����������<HV��������1R
,I�³<HV�´�H[SODLQ�

����   %����,1)250$7,21��$%287��7+(��&21',7,21��&$86,1*��<285��',6$%,/,7<

� � � �

��������������������������������������������������

���������������������������������������������������

��������������������������������������������������



 

       
    

   
   

    
     

   

       
     

 

  

    
 

    
   

      
   

     
  

  

     
     

    
     

 

       
 

 

      
   

  

       
  

      
  

                        
                   
                     

                 
                    

            

    Important Notice - Please read the statement that applies to your state of residence and sign the bottom of the page.
For residents of all states EXCEPT Arizona, Alabama, California, Colorado, Florida, Kentucky, Maine, Maryland, New 
Jersey, New York, Ohio, Oklahoma, Oregon, Pennsylvania, Puerto Rico, Tennessee, Virginia and Washington: 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. 
For Residents of Arizona: 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. 
For Residents of Alabama: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or 
who knowingly presents false information in an application for insurance is guilty of a crime and may be subject to restitution fines 
or confinement in prison, or any combination thereof. 
For Residents of California: For your protection, California law requires the following to appear on this form: Any person who 
knowingly presents 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. 
For residents of Colorado: 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 award payable from insurance proceeds shall be reported to the 
Colorado Division of Insurance within the Department of Regulatory Agencies. 
For residents of Florida: 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. 
For residents of Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files a 
statement of claim or an application for insurance 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. 
For residents of Maine, Tennessee, and Washington: 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 and 
denial of insurance benefits. 
For Residents of Maryland: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or 
benefit and 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. 
For residents of New Jersey: Any person who knowingly files a statement of claim containing any false or misleading information 
is subject to criminal and civil penalties. Any person who includes any false or misleading information on an application for 
insurance policy is subject to criminal and civil penalties. 

For residents of Ohio: Any person who, with intent to defraud or knowing 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. 
For residents of Oklahoma: 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. 
For residents of Oregon: 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 that the insurer relied upon is subject to a denial and/or reduction in 
insurance benefits and may be subject to any civil penalties available. 
For residents of Pennsylvania: 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 hereto commits a fraudulent insurance act, which is a crime and 
subjects such person to criminal and civil penalties. 

     

     

      

For residents of Puerto Rico: 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. 

   

For residents of Virginia: Any person who, with the 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 may have violated the state law. 

  The statements contained in this application for Group Life Waiver of Premium / Permanent Total Disability/ Disability Extension 
Application are true and complete to the best of my knowledge and belief. 

Signature Date
Employee Section 2 - Page 3 12/2020

For residents of New York: 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. 
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AUTHORIZATION TO OBTAIN AND DISCLOSE INFORMATION 

I allow all doctors, hospitals, other health care providers, pharmacy, pharmacy benefit managers, government agencies 
(including, but not limited to, Federal, State or Local, and the Social Security Administration and Veterans 
Administration), insurers, employers, financial institutions, educational institutions, health plans, health insurance 
carriers, policyholders, contract holders, vendors, health and benefit insurers and administrators or their successors 
("Records Holders") to give to and discuss with The Hartford and its representatives, the following personal, private, or 
privileged information, records, or documents related to:

 

Insured's Name (Please Print) Date of Birth Employer/Policyholder's Name:

Any and all medical information or records, including medical histories, physical, mental, or diagnostic examinations, 
pharmaceutical records, and treatment notes, and including information regarding HIV/AIDS, communicable diseases, 
alcohol or substance abuse, and behavioral or mental health (but excluding psychotherapy notes); work and 
performance information and history, including job duties and earnings; information on any insurance coverage and 
claims filed, including all records and information related to such coverage and claims; financial information, including 
pension benefits and bank records; business transaction billing and payment records; academic transcripts; and any and 
all information concerning Social Security or other government benefits, including monthly benefit amounts, monthly 
payment amounts, entitlement dates, and information from my Master Beneficiary Record. The information obtained by 
use of this Authorization will be used by The Hartford (including subsidiaries and affiliates) for the purpose of evaluating 
and administering my claim(s) for benefits and /or leave request(s) and/or request(s) for accommodation. Such 
information shall be referred to herein collectively as “My Information.”

I understand that once My Information has been disclosed to The Hartford as permitted under this Authorization, it may 
be re-disclosed by The Hartford as permitted by law or my further authorization. Without limiting the foregoing, I authorize 
The Hartford to use or disclose My Information (i) to my employer for: a) functions related to accommodating my 
restrictions/limitations, including in accordance with law; b) responding to claims related to accommodation, adverse or 
discriminatory treatment related to my claim or condition; c) responding to complaints by me or my representative relating 
to benefits, leave or accommodation; d) responding to any litigation, agency or regulatory proceeding, grievance, 
alternative dispute resolution, or lawful subpoena (including regarding employment claims); e) federal, state, or other 
leave administration; f) fulfilling fiduciary obligations under my benefit plan; or (g) claim, other audits or benefit program 
reviews; (ii) to administrators or other service providers, including health and wellness vendors, of my employer’s benefit 
plan(s) and/or programs, including leave management, for plan, benefit, or program related functions or data aggregation 
and analysis; (iii) to any electronic claim systems or programs or third party vendors used for claims administration or 
processing or to any insurance broker to carry out functions related to my benefit plan/program or claim; (iv) to any health 
care professional who has treated or evaluated me or who may do so; (v) to other persons or entities performing 
business, medical, or legal services related to my claim; (vi) for other insurance, reinsurance or analytical purposes, 
including workers’ compensation insurance, Social Security Disability insurance, or subrogation or reimbursement 
purposes ; (vii) as may be lawfully required; (viii) as may be reasonably necessary to protect the personal safety of 
others or myself; (ix) as may be reasonably necessary to respond to regulatory or similar complaints; and (x) as may be 
reasonably necessary to prevent or detect perpetration of a fraud. I understand that My Information disclosed to The 
Hartford and re-disclosed to others could include information regarding alcohol and substance abuse, HIV/AIDS, other 
communicable diseases, and behavioral and mental health records.

The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries, including underwriting companies Hartford Life and Accident Insurance Company 
and Hartford Fire Insurance Company. Home Office is Hartford, CT. The Hartford is the administrator for certain group benefits business written by Aetna Life 
Insurance Company and Talcott Resolution Life Insurance Company (formerly known as Hartford Life Insurance Company). The Hartford also provides administrative 
and claim services for employer leave of absence programs and self-funded disability benefit plans.

(Continue to next page)
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I understand that once my Information is given out as allowed in this form, federal privacy laws may not protect it and 
it may be re-disclosed by The Hartford. I also understand that information disclosed pursuant to this Authorization may 
be subject to re-disclosure by the recipient. The Authorizations set forth herein expire two years from the date listed 
below, or upon my written revocation, if earlier, except as may be reasonably necessary to prevent or detect 
perpetration of a fraud, adjudicate a benefits claim, respond to regulatory or similar complaints, or protect the personal 
safety of others or myself. I understand that if The Hartford is the administrator of my employer’s self-insured disability 
program or leave program that my employer is entitled to receive my records without this Authorization. I understand 
that a revocation of this Authorization is not effective to the extent that any of my Record Holders or The Hartford has 
relied on this Authorization or to the extent that the Hartford has a legal right to contest a claim for benefits or to 
contest the policy. If I do not sign this Authorization, The Hartford may not be able to review my claim and determine 
whether I am eligible for benefits. This may result in a delay or denial of my request for benefits.

The Information released under this Authorization can be submitted to The Hartford electronically, by phone or fax, or by 
mail. I agree that a copy of this Authorization may be treated as a signed original. I understand that I am entitled to 
receive a copy of this Authorization upon request. If there is a conflict between a prior request for restriction on the 
disclosure of My Information and this Authorization, this Authorization will control.

NOTICE TO INFORMATION PROVIDERS: 
The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other entities covered by GINA 
Title II from requesting or requiring genetic information of an individual or family member of the individual, except as 
specifically allowed by this law. To comply with this law, we are asking that you not provide any genetic information 
when responding to this request for medical information. 'Genetic information' as defined by GINA, includes an 
individual's family medical history, the results of an individual's or family members genetic tests, the fact that an 
individual or an individuals' family member sought or received genetic services, and genetic information of a fetus 
carried by an individual or an individual's family member or an embryo lawfully held by an individual or family member 
receiving assistive reproductive services. Please note that it is appropriate under GINA to provide family medical 
history when an employee is requesting leave to care for a family member.

Signature of Claimant or Legal Representative Date 

Name and Relationship to Claimant  (if signed by Legal Representative)

Form must be signed and dated.
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ATTENDING PHYSICIAN'S STATEMENT 

   

Please fax the completed form to: 
Fax Number: 877-467-3037
The Hartford
P.O.Box 14296
Lexington, KY 40512-4296

To  be  completed  by  the  Employee
Patient Name: Date of Birth: Insured ID Number:

Patient Address:  (Street, City, State & Zip Code)            

  

 

      

 (        )

To be completed by the Provider  -   Use current information from your patient's most recent office visit or examination
to complete this form.  (The patient is responsible for the completion of this form without expense to the Company.)   

Patient's condition is the result of: Sickness                    Injury               Pregnancy

 

If pregnancy, what is the expected date of delivery? 
Month   Day Year

Is condition due to illness or an injury that is related to:  

       

 Work Activity 

  

 Motor Vehicle Accident 

               

Medical Conditions Impacting Activity

Primary condition: 
ICD-9 Code:
ICD- 10 Code:

Secondary condition(s): ICD-9 Code:
ICD-10 Code(s):

Subjective symptoms:

Objective Physical Findings (Please      include      office notes for date(s):  to 

Pertinent Test Results (list all results or attach test results):

Test:  Date: Results:

Test: Date:  Results:

  

Condition(s) Specific Medications, Dosage and Frequency:  

Treatments

Date your patient reported stopping work: Date of disability: Expected Return to Work Date:

Date you first treated this patient: Date you first treated this patient for this condition:

Date of reported onset of this condition:  Date of most recent treatment:

How often has patient been seen/treated for this condition?     Date of next office visit:

    

 (        )  

 (        )  

Current Treatment Plan:  

Has surgery been performed?         Yes          No  Is surgery planned?         Yes         No If "Yes,"  Date:
Proc  edure: CPT Code:

Was patient hospitalized for this condition?       Yes  No If "Yes," Date(s) admitted:

 

Date(s) Discharged:

Name of Hospital:    Telephone Number of Hospital: 

  

Has patient been referred to any other physician? Yes No If  "Yes,"  Date(s) of Referral:

Other Physician Name: Phone Number: Specialty:

Other Physician Name Phone Number: Specialty:

12/2020LC-3763-25
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 (        )

 
(          )

 

 

Patient Name:                       
Date of Birth:  Insured ID Number:   

lbs.   lbs.   lbs.

Complete this section to the best of your ability. Generalized comments such as “unable to work” may delay your patient’s disability benefits.  

Based on your medical findings and opinion,   address the full range of restrictions/limitations at the time   patient stopped working, reduced
their work schedule or initially visited your office for this condition, noting that we will conclude there are no restrictions on function unless 
specified below. 

Restrictions/Limitations based on office visit dated:

In an 8 hour period the patient is able to:  (select either continuous or intermittent) 
Continuously 
with standard 

breaks  
Sit
Stand
Walk

or 

Intermittently
with standard 
     breaks 

If intermittent circle time for each section below
Hours at one time     Total hours/8 hours

Provide medical findings/rationale for your opinion if patient is unable to continuously sit, stand or walk:

Activity Ability      
(with normal breaks) 

  Never    
0 hours  

 Occasionally  
   up to 2.5   

hours          

Frequently
    2.5 to 5.5
     hours     

Constantly
5.5 to 8 

    hours

Please indicate diagnosis, symptoms, exam 
findings, and/or imaging that supports the 
restrictions/limitations

Bend at waist 

Kneel/cr ouch

Climb
Balance

Dr ive
Lift  - Indicate
weight in  pounds   
Other Restrictions 
(if any)

Hand Dominance: Right  Left

Upper Extremity Activity (not load bearing)    Specify right (R) or left (L ) if  not bilateral  
Fine manipulation
(f ingering, keyboard)
Gross manipulation 
(grip/grasp, handle)
Reach (extend arms) 
above shoulder
Reach (extend arms) 
below shoulder at desk 
or workbench level

Please attach copies of imaging results/tests 
Expected duration of any restriction(s) or limitation(s) listed above: 
Current Status (Please check one):  Recovered Improved Unchanged Retrogressed
Additional Comments (If Necessary):

Does the patient have a psychiatric / cognitive impairment? Yes No If  "Yes,"  please describe the extent of the impairment 
and its etiology:

In your opinion is the patient competent to endorse checks and direct the use of the proceeds? Yes  No 
Provider's Name: (please print or type) EIN Number: License Number:

Telephone Number:   Fax Number: Degree: Specialty:

Street Address (Street, City, State & Zip Code):

Office Contact and Telephone Number :

 Date signed:Provider's Signature:
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