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SHFWLRQ     , (PSOR\HU
V SWDWHPHQW - to be completed by  the employer's authorized
                        representative.  Be sure to provide any necessary attachments (see Section K).

                 , &� ,QIRUPDWLRQ  IRU *URXS /LIH 3UHPLXP :DLYHU %HQHILWV - to be completed by the
employer's authorized representative if the employer also has a Group Life Insurance
policy with The Hartford that includes a Premium Waiver benefit.  Be sure to provide
any necessary attachments (see Section K)

SHFWLRQ    ,, (PSOR\HH
V SWDWHPHQW - to be completed by the employee who is applying for Long
                        Term Disability benefits.  Please attach a copy of the employee's driver's license.

SHFWLRQ      ,,,    AXWKRUL]DWLRQ  WR OEWDLQ ,QIRUPDWLRQ - to be signed by the employee.

SHFWLRQ    ,9 AWWHQGLQJ 3K\VLFLDQ
V SWDWHPHQW - to be completed by the +ealthcare 3roYider who 
is treatinJ the employee.  

   

Please fax or mail the completed application to:
The Hartford
Attn:  Group LTD Claims
P.O. Box 1430�
Lexington, KY. 40512-430�
Telephone:  (800) 5�������
Fax:  (866) ����5���

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

3/(AS(  S((  7+A7  A//  S(&7,O1S  A5(  )8//<  &O03/(7('  A1'  S,*1('�    )O5:A5'  7+(  &O03/(7('
A33/,&A7,O1  7O  <O85  +A57)O5'  %(1(),7  0A1A*(0(17  S(59,&(  &(17(5�

The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries.

/&��������  (Printed in U.S.A.) 3aJe � of �� �������
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)D[ RU PDLO WKH FRPSOHWHG DSSOLFDWLRQ WR�
7KH +DUWIRUG 
3�O� %R[ 14302
/H[LQJWRQ� .< 40�1�-4302
)D[ 1XPEHU�  ����� 41�-����

SHFWLRQ , - (PSOR\HU
V SHFWLRQ  -  7R EH &RPSOHWHG E\ WKH (PSOR\HU
This claim is for (Employee's Name): Social Security Number: Date of Birth:

Employee's Address: (Street, City, State, Zip) 7elephone Number:

A�  ,QIRUPDWLRQ AERXW WKH (PSOR\HU
Company's Name: Group Policy Number:

Address: (Street, City, State, Zip) Telephone Number: Fax Number:

Name and address of division where employee works:  (if different from above) Class: Location:

%�  ,QIRUPDWLRQ AERXW WKH (PSOR\HH
Date employee was hired: Date employee became insured under this plan: What was the employee's regularly scheduled

work week? hours per week.

Was the employee's LTD insurance issued on the basis of a Personal Health Statement ? Yes No If "Yes," attach copy.

Was the employee insured under your prior LTD policy? Yes No If  "Yes,"please provide the inclusive date of coverage.
From Through Has the employee been terminated? Yes No If  "Yes," date.
Reason:

Was the employee on Qualified Family Leave when disability began? Yes No
Did LTD insurance continue while on Family Leave? Yes No
Date Leave of Absence started under Family  Leave Act:

Is the employee a union member? Yes No
If Yes, name of union and local number:

&� ,QIRUPDWLRQ IRU *URXS /LIH 3UHPLXP:DLYHU %HQHILWV
Does the employee also have Group Life Insurance coverage with The Hartford? Yes No If "Yes," provide the following
information: Basic Amount Supplemental Amount 'ependent $mount
Effective Date of Group Life Insurance coverage:

'�  ,QIRUPDWLRQ 1HHGHG IRU :LWKKROGLQJ DQG 5HSRUWLQJ 7D[HV
What percent  of this employee's  LTD benefits is taxable?
What percentage, if any, do you contribute towards the cost of the LTD premium?

Does the employee contribute towards the cost of the LTD premium? Yes No
If  "Yes," is it on a Pre or Post Tax basis?
(�  ,QIRUPDWLRQ AERXW WKH &ODLP
Were there any changes to the employee's job responsibilities due to the disabling condition before the employee became totally
disabled? Yes No If "Yes," what were the changes, and when were they made?

What was the employee's permanent job on his or her last day at work? How long has the employee been in this job ?

Why did employee stop working? Is the employee's condition work related?
Yes No

Last day employee actually worked: On that day, did the employee work a full day? Yes No
If  "No,"  how many hours were worked?

Has a claim been filed with Workers' Compensation? Yes No
If "Yes," send initial report of illness or injury and award notice.

Date employee is expected/did return to work:
Full time? Yes No

Name and address of your compensation carrier

)�  ,QIRUPDWLRQ AERXW <RXU 3HQVLRQ 3ODQ (Do not complete for maternity claim.)

Do you have a pension plan? Yes No If  "Yes,"  what type? (Check as many as applicable)

Defined contribution Profit Sharing Defined benefit 401 K Other (specify)

Is the employee eligible for your pension plan? Yes No
If "No," why?

If eligible, does the employee participate? Yes No
 If "No," why?

If the employee is participating, when is he or she eligible for benefits under the plan?

At  what point does the employee qualify for a full  pension?

Is there a Disability Retirement Option available to this employee? Yes No
/&�������� Page 2 of 10 ��/201�



*� ,QIRUPDWLRQ AERXW <RXU 5HKLUH RU 5HWXUQ-WR-:RUN 3ROLFLHV
Does your company have a rehire or return-to-work policy for disabled employees?  Yes No
What is the name and title of the manager we should contact if we identify a rehabilitation or return-to-work option?

+� ,QIRUPDWLRQ AERXW WKH (PSOR\HH
V SDODU\
 Basic Salary or wage immediately prior to cessation of work because of disability: (exclude bonuses, overtime, pay, etc.)
$  Annually Monthly   Bi-Weekly     Weekly Hourly Number of Hours/Week:

Is this employee eligible for salary continuation?                                  Yes No
 $
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or Sick Pay? Yes No

               

    
 

      

 
 
 

�
 

  

                        
  

                  

  
     �  

                                 

 
     

               

                                                                                            )reTuency:eiJht&arryinJ 

�

 

 

  

       

               

����� ������

                                              

  

 

 
 

  

  
 �
  
�

�
     

     

     
�

� 

�
     

    

    
�

� 

 

 

�   
    

   

  
�

� 

� 
 

 

   

  

   
�

 �

�
 
 
 

                 

   or
   

           

                   

          or

    

   

�

�               

           

       
                                                                

     

 

                         
        

 
  

     

   

   
  

  

 
  

   

  

 

 �
1

1

 

  

  
  

  

    

 
 

   
  

2
2

2 

  
 

    

   

  
3 
3

3 

 
  
  
  

 
 

   

  
 

 4

4

 

  

4  
  

  

  
  
 

  

 
5

� 

5

   

 

 

  

  
 

 �

 
6 

 

6 

  

 

 

  

  

  �

 �

7 

   

    

    

   8 

 

 

�

 8
    

    

  

 
 

 

  

  

 

 

  

   

    

   

   

                       

 
    

                

    

��

                       

    

                  

         

�

    
                     

   

 

           

 
  

 
       

  
 
 

   
  

  

    

 

  

 

 

                      
  
  
 
 

    

 
 
             

�
�
�

     
 lbs
  lbs
 lbs

          
lbs�
lbs�
lbs�

                   
lbs�
lbs�
lbs�

�� ��
�� ���
     

     

     

     

 

�

� � � � �
�

   
��

 
����                  

 
 

���

     

 

     

         

                   
    

  
       

 
 
        
        

  

 
    

 
 

 

 

 

 

  
�

� 

1
     

     

     
  �

 �

 �
 

    

  

 

  �
 

 

 �  

� 
   
   

   
              

                           

                

If  "Yes,"  what is the bi-weekly amount? When do benefits begin? End?
Will the employee file for Short Term 'isability? Yes No or State Disability benefits? Yes No
If  "Yes," what is the weekly amount? When do benefits begin? End?
List any other sources of income to which the employee is entitled as a result of this disability:

,� ,QIRUPDWLRQ AERXW WKH 3K\VLFDO AVSHFWV RI WKH (PSOR\HH
V -RE
Check the items below that relate to the employee's job and complete the information requested.
6elect either maMority of ZorNday or sporadically�

Sit

$ctiYity
0aMority of 
ZorNday   

�Zith standard breaNs� 

Stand

Walk

or

6poradically     throuJhout day
If sporadically circle time for each section beloZ

+ours at one time 7otal hours�� hour

&an the Mob be performed alternatinJ sittinJ and standinJ? Yes No
$ctiYity

Driving

Never Occasionally
(1-33%)

Frequently
(34-67%)

Constantly
(68-100%)

Balancing

%endinJ at :aist
.neelinJ�&rouchinJ
Crawling
Climbing
/LIW�&DUU\�3XVK�3XOO���7DVN�'HVFULSWLRQ��'HVFULEH�REMHFW�PRYHG�DQG�DQ\�PHFKDQLFDO�DVVLVWDQFH�LQ�WKH�ODVW�FROXPQ�

/iftinJ
&arryinJ
3ushinJ�3ullinJ
8SSHU� ([WUHPLW\ $FWLYLW\ �QRW�ORDG�EHDULQJ�6SHFLI\�U LJKW��5��RU OHIW��/��LI�QRW�ELODWHUDO�
)ine manipulation �finJerinJ, Neyboard�

'HVFULEH�WDVN�SHUIRUPHG

*ross manipulation �Jrip�Jrasp, handle�

5each �e[tend arms� aboYe shoulder
5each �e[tend arms� beloZ shoulder
at desN or ZorNbench leYel

-� ,QIRUPDWLRQ AERXW WKH -RE DV LW 5HODWHV WR WKH 'LVDELOLW\
Can the job be modified to accommodate the disability either temporarily or permanently? Yes No If   "Yes,"  explain:

Is it possible to offer the employee assistance in doing the job? (e.g., through the use of technology or personal assistance)
Yes No If  "Yes," explain:

.� 5HTXLUHG AWWDFKPHQWV DQG SLJQDWXUH

�
Please attach a copy of the employee's job description.

�
If the employee  contributes to the premiums for LTD or Group Life Insurance coverage, attach a copy of the enrollment form and�or

�
copies of the last two Flexible Benefits Election forms.

�
If salary is based on a W-2, K-1, 1099, or a similar document, attach a copy of the document.
If you have medical information from the employee's file relating to this disability, please attach copies.
If a Workers' Compensation claim is filed, send initial report     of injury or illness and award notice.
Please verify if the employee qualifies for any other group benefits through The Hartford and submit  the claim accordingly.
Name of person completing this form (if this claim is approved     for disability benefits, the benefit check will be sent to the employee 
with a copy to you).

Name (Please print or type) Title

Signature Date
LC-����-�� Page 3 of 10 ���201�
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3OHDVH ID[ RU PDLO WKH FRPSOHWHG DSSOLFDWLRQ WR� 
7KH +DUWIRUG 

 3�O� %R[ 14302 
/H[LQJWRQ� .<� 40�1�-4302
)D[ 1XPEHU� �66-411-�613
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SHFWLRQ  ,, - (PSOR\HH
V SWDWHPHQW
7R EH FRPSOHWHG E\ WKH (PSOR\HH (%( S85( 7O A1S:(5 A// 48(S7,O1S  -   )A,/85( 7O 'O SO 0A< '(/A< <O85 &/A,0 �
A�  ,QIRUPDWLRQ DERXW \RX
Last  Name: First Name: 0iddle Initial       : Date of Birth: Social Security Number:

Address: (Street, City, State & Zip Code) Gender:
Male Female

E-Mail Address:
E-Mail is used to provide The Hartford At Work registration instructions and important status updates.
Personal Cell Telephone Number: Alternate Telephone Number:
May we have your authorization to leave confidential medical and benefit information on your personal cell phone? Yes No

Signature Date
Marital Status:

Married Single Divorced Widowed
Your employer: (include division, if applicable) Occupation:

When your disability began, did you have more than one employer (includes self-employment)? Yes No If  "Yes," please
provide the name, address and phone number of that employer. Indicate the dates when you worked (or were self-employed).

Please indicate the extent of your formal education: (Check one)
HS/GED Trade School/Certification Program AA/AS BA/BS Masters Doctorate Some college

Other List all licenses, certifications, majors
Have you served in the military? Yes No

Briefly describe your past work experience for the last 20 years (Begin with your most recent job.)
'DWHV (PSOR\HG (PSOR\HU -RE 7LWOH 'XWLHV

Now, or at some time in the future, would you be interested in seeking rehabilitation to some other kind of work? Yes No

Have you contacted your State Department of Vocational Rehabilitation? Yes No If "Yes," please include the name,
address and telephone number of your counselor.

%� ,QIRUPDWLRQ AERXW \RXU )DPLO\  (required to determine your eligibility for Social Security Benefits)
Legal Spouse's Name: (Last, First)

Legal Spouse's Social Security Number: Date of Birth: (Month/Day/Year)  Is your  legal spouse employed?
Yes N o

Retired?
Yes No

Do you have any children under Age 19? Yes No If  "Yes," please provide the information requested below for each child.
Name: Date of Birth: Social Security Number:

Name: Date of Birth: Social Security Number:

Name: Date of Birth: Social Security Number:

Do you have any children with disabilities  (regardless of age)? Yes No If  "Yes," please provide the information requested
below for each child
Name: Date of Birth: Social Security Number:

Name: Date of Birth: Social Security Number:

&� ,QIRUPDWLRQ AERXW WKH &RQGLWLRQ &DXVLQJ <RXU 'LVDELOLW\
1D�  )RU LOOQHVV� DQVZHU WKH IROORZLQJ TXHVWLRQV�
What were your first symptoms?

When did you first notice them? Have you had this illness before? Yes No If so, when?

LC-����-�� Page 4 of 10 ��/201�



&� ,QIRUPDWLRQ AERXW WKH &RQGLWLRQ &DXVLQJ <RXU 'LVDELOLW\  �FRQW
G����
1E� Next to any Activity of Daily Living (ADL), please place the number shown next to the statement that most accurately reflects your
ability/inability to perform each:  1 =  I can perform this activity independently;  2 =  I can perform this activity with the use of equipment
or adaptive devices;  3 = I cannot perform this activity.

Bathe (tub, shower, or sponge)   
  )
  )  

  
Transfer from Bed to Chair

Dress
(    )
(
(
    )
   )  

 
 

        (    )
  (  
  (       

Voluntary bladder and bowel control or ability to maintain a reasonable level of personal hygiene.
Toilet Feed yourself with food that has been prepared and made available to you.

If you indicated  �3� for any of the above activities, please describe the impairment and restrictions to your functionality that preclude you from
performing this activity.

+HLJKW� :HLJKW�

Have you suffered a severe Cognitive Impairment that renders you unable to perform common tasks, such as using the phone,
money management, or medication management? Yes No If  "Yes," describe:

�� )RU DQ LQMXU\� DQVZHU WKH IROORZLQJ TXHVWLRQV�
When, where and how did the injury occur?

3� )RU ,OOQHVV� ,QMXU\ RU 3UHJQDQF\� DQVZHU WKH IROORZLQJ TXHVWLRQV�

 (    )
 (       )

 ( )

Date you were first treated by a +ealthcare  
3roYider?

(Month/Day/Year)

Name of +ealthcare 3roYider:

Address of +ealthcare 3roYider:

Before you stopped working, did your condition require you to change your job, or the way you did your job? Yes No
If "Yes," explain:

What aspect of your condition made you unable to work?

Is your condition related to work activities or your workplace? Yes No If  "Yes," explain:

Have you filed, or do you intend to file a Workers' Compensation claim? Yes No

'� ,QIRUPDWLRQ AERXW WKH 'LVDELOLW\
Last day you worked before the disability:

  (Month/Day/Year)
Did you work a full day? Yes No If  "No," explain.

Since that date, have you done any work? Yes No If  "Yes,"  please indicate dates worked, name of employer, and amount
earned.

Date you were first unable to work:
  (Month/Day/Year)

 If you have not returned to work, do you expect to? Yes No Part time
 (date)

Full time
(date)

(� ,QIRUPDWLRQ AERXW +HDOWKFDUH�3URYLGHUV DQG +RVSLWDOV
)LUVW PHGLFDO DWWHQWLRQ IRU WKH FXUUHQW GLVDELOLW\ ZDV JLYHQ E\ �FRPSOHWH EHORZ�

+ealthcare 3roYider's Name:  
 

Telephone:
Fax:

Specialty:

Address: (Street, City, State & Zip) Dates seen:
WR

/LVW DOO +HDOWKFDUH�3URYLGHUV DQG +RVSLWDOV \RX KDYH VHHQ IRU WKLV FRQGLWLRQ  �DWWDFK VHSDUDWH VKHHW� LI QHHGHG�
 

 (   )
  

 

     

+ealthcare 3roYider's Name: Telephone:
Fax:

Specialty:

Address: (Street, City, State  & Zip) Dates seen:
WR

Hospital:

Address: (Street, City, State  & Zip) Dates of Confinement:
WR

LC-����-�� Page 5 of 10 ��/201�
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__  $ ________ / ______

_

________________ / 

_____

______

_____

___________ / _____

______

______

______

______

________________ / $

$

$_

$_

$_

$_

(�  ,QIRUPDWLRQ  AERXW  +HDOWKFDUH�3URYLGHUV DQG +RVSLWDOV �&RQW����
+DYH  \RX FRQVXOWHG DQ\ RWKHU +HDOWKFDUH�3URYLGHU RU EHHQ KRVSLWDOL]HG LQ WKH SDVW WKUHH \HDUV"       <HV        1R
,I �<HV�� FRPSOHWH WKH IROORZLQJ FRQFHUQLQJ \RXU SDVW WUHDWPHQW  �DWWDFK VHSDUDWH VKHHW� LI QHHGHG�

 

 

 (        )

+ealthcare 3roYider's Name: Telephone        ) (   

 
Fax:

Specialty

Address (Street, City, State, Zip) Dates seen
WR

Hospital

Address (Street, City, State, Zip)   Dates of Confinement

WR
)�  OWKHU ,QFRPH

__________ / ______

&KHFN�WKH�RWKHU�LQFRPH�EHQHILWV�\RX�KDYH�UHFHLYHG�DUH�UHFHLYLQJ��RU�DUH�HOLJLEOH�WR�UHFHLYH�GXULQJ�\RXU�GLVDELOLW\��FRPSOHWH�WKH
LQIRUPDWLRQ�UHTXHVWHG��

    

Social Security: Disability�5etirement

__________ / 

__________ / 

__________ / _

$_

$___________ / 

$___________ / 

$___________ / 

$___________ / 

  $            .00.      

�����������   ��������� �����

 

SRXUFH RI ,QFRPH             ���������APRXQW �ZHHN �PRQWK �    'DWH &ODLP ZDV ILOHG        'DWH 3D\PHQWV EHJDQ      'DWH 3D\PHQWV HQGHG

Social Security: :idoZ
s�:idoZer
s

Sick Pay or Salary continuation

Income from Work

Workers' Compensation

State Disability

Pension: 'isability/Retirement

Public (mployee�6tate 7eacher:
5etirement/Disability

Short Term Disability

Unemployment

No-Fault Insurance

Other (include individual Group
Benefits or Veteran's Benefits�

$UH�\RX�SD\LQJ�IRU�0HGLFDUH�3DUW�'" <HV 1R ,I���<HV����SOHDVH�HQWHU�DPRXQW�

*� ,QIRUPDWLRQ DERXW 7D[ :LWKKROGLQJ

Federal law requires us to withhold federal income tax from your check if you request us to do so.  We are also required to send a
report to your employer at the end of each calendar year showing your name, total amount of benefits paid to you, total amount
withheld, if any, and your social security number.  If you want us to withhold tax, please indicate on the line below the dollar amount
to be withheld per benefit check. Whole dollars only (minimum is $88.00 per month): ,03O57A17�  If you pay the
entire cost of the LTD premium, but on a Post-tax basis per Section I, Part D of the Employer's Statement, you will not be able to 
request any federal income tax withholding from your check.  Puerto Rico residents may not request withholding.

1RWH WR UHVLGHQWV RI ,RZD DQG WKH 'LVWULFW RI &ROXPELD : Should you choose federal income tax withholding, your state requires us
to withhold state income tax. We must withhold at a state mandated rate (which may be higher than you need) until we receive a
signed state Tax Withholding Certificate from you. Please contact your employer or state Tax Department to obtain the proper
withholding form.

1RWH WR UHVLGHQWV RI 1HEUDVND� 5KRGH ,VODQG DQG SRXWK &DUROLQD: Should you choose federal income tax withholding, your state
requires us to withhold state income tax. We must withhold at a state mandated rate (which may be higher than you need) until we
receive a signed federal Form W-4, Employee’s Withholding Allowance Certificate, from you. You may go to www.irs.gov to obtain
the proper withholding form.

LC-������� Page � of 10 ��/201�



6LJQDWXUH��� 3OHDVH�UHDG�WKH�VWDWHPHQW�WKDW�DSSOLHV�WR�\RXU�VWDWH�RI�UHVLGHQFH�DQG�VLJQ�WKH�ERWWRP�RI�WKH�SDJH�
:ith the e[ception of any source�s� of income reported aboYe in this form, I certify by my siJnature that I haYe not receiYed and am not
eliJible to receiYe any source of income, e[cept for my disability benefits from this plan� )urther, I understand that should I receiYe 
income of any Nind or perform ZorN of any Nind durinJ any period 7he +artford has approYed my disability claim, I must report all details
to 7he +artford, immediately�  If I receiYe disability income benefits Jreater than those Zhich should haYe been paid, I understand that
I Zill be reTuired to proYide a lump sum repayment to the 3lan� 7he +artford has the option to reduce or eliminate future disability 
payments in order to recoYer any oYerpayment balance that is not reimbursed� 
)RU�UHVLGHQWV�RI�DOO�VWDWHV�(;&(37�$UL]RQD��&DOLIRUQLD��&RORUDGR��)ORULGD��.HQWXFN\��0DLQH��0DU\ODQG��1HZ�-HUVH\��1HZ�
<RUN��2UHJRQ��3HQQV\OYDQLD��3XHUWR�5LFR��7HQQHVVHH��9LUJLQLD�DQG�:DVKLQJWRQ��$ny person Zho NnoZinJly presents a false
or fraudulent claim for payment of a loss or benefit or NnoZinJly presents false information in an application for insurance is Juilty 
of a crime and may be subMect to fines and confinement in prison��
)RU�5HVLGHQWV�RI�$UL]RQD��)or your protect ion $ri]ona laZ reTuires the folloZinJ 
statement to appear on this form� $ny person Zho NnoZinJly presents a false or 
f raudulent claim for payment of a loss is subMect to criminal and ciYi l  penalties� �
)RU�5HVLGHQWV�RI�&DOLIRUQLD��)or your protection, &alifornia laZ reTuires the folloZinJ to appear on this form: $ny person Zho 
NnoZinJly presents false or fraudulent claim for the payment of a loss is Juilty of a crime and may be subMect to fines�and�confinement 
in state prison� 
)RU�UHVLGHQWV�RI�&RORUDGR��It is unlaZful to NnoZinJly proYide false, incomplete, or misleadinJ facts or information to an insurance
company for the purpose of defraudinJ or attemptinJ to defraud the company� 3enalties may include imprisonment, fines, denial of  
insurance, and ciYil damaJes� $ny insurance company or aJent of an insurance company Zho NnoZinJly proYides false, incomplete,  
or misleadinJ facts or information to a policyholder or claimant for the purpose of defraudinJ or attemptinJ to defraud the policyholder 
or claimant Zith reJard to a settlement aZard payable from insurance proceeds shall be reported to the &olorado 'iYision of 
Insurance Zithin the 'epartment of 5eJulatory $Jencies��
)RU�UHVLGHQWV�RI�)ORULGD��$ny person Zho NnoZinJly and Zith intent to inMure, defraud, or deceiYe any insurer files a statement of 
claim or an application containinJ any false, incomplete, or misleadinJ information is Juilty of a felony of the�third deJree� 
)RU�UHVLGHQWV�RI�.HQWXFN\���$ny person Zho NnoZinJly and Zith intent to defraud any insurance company or other person files a 
statement of claim or an application for insurance containinJ any materially false information or conceals, for the purpose of 
misleadinJ, information concerninJ any fact material thereto commits a fraudulent insurance act, Zhich is a crime��
)RU�UHVLGHQWV�RI�0DLQH��7HQQHVVHH��DQG�:DVKLQJWRQ��It is a crime to NnoZinJly proYide false, incomplete or misleadinJ
information to an insurance company for the purpose of defraudinJ the company� 3enalties may include imprisonment, fines
and denial of insurance benefits��
)RU�5HVLGHQWV�RI�0DU\ODQG��$ny person Zho NnoZinJly or Zillfully presents a false or fraudulent claim for payment of a loss or  
benefit and Zho NnoZinJly or Zillfully presents false information in an application for insurance is Juilty of a crime and may be
subMect to fines and confinement in prison��
)RU� UHVLGHQWV� RI� 1HZ� -HUVH\�� $ny person  Zho NnoZinJly files a statement of claim containinJ any false or misleadinJ 
information is subMect to criminal and ciYil penalties� $ny person Zho includes any false or misleadinJ information on an 
application for insurance policy is subMect to criminal and ciYil penalties��
)RU�UHVLGHQWV�RI�1HZ�<RUN��$ny person Zho NnoZinJly and Zith intent to defraud any insurance company or other person files an 
application for insurance or statement of claim containinJ any materially false information, or conceals for the purpose of misleadinJ, 
information concerninJ any fact material thereto, commits a fraudulent insurance act, Zhich is a crime, and shall also be subMect to a 
ciYil penalty not to e[ceed fiYe thousand dollars and the stated Yalue of the claim for each such Yiolation� 
)RU�UHVLGHQWV�RI�2UHJRQ�� $ny person Zho NnoZinJly and Zith intent to defraud any insurance company or other person files an 
application for insurance or statement of claim containinJ any materially false information or conceals for the purpose of misleadinJ, 
information concerninJ any fact material thereto that the insurer relied upon is subMect to a denial�and�or reduction in insurance benefits 
and may be subMect to any ciYil penalties aYailable� 

)RU�UHVLGHQWV�RI�3HQQV\OYDQLD��$ny person Zho NnoZinJly and Zith intent to defraud any insurance company or other person 
files an application for insurance or statement of claim containinJ any materially false information or conceals for the purpose 
of misleadinJ, information concerninJ any fact material hereto commits a fraudulent insurance act, Zhich is a crime and subMects 
such person to criminal and ciYil penalties��
)RU�UHVLGHQWV�RI�3XHUWR�5LFR��$ny person Zho NnoZinJly and Zith the intention of defraudinJ 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 damaJe or loss, shall incur a felony and, upon conYiction, shall be 
sanctioned for each Yiolation by a fine of not less than fiYe thousand dollars ���,���� and not more than ten thousand dollars 
����,����, or a fi[ed term of imprisonment for three ��� years, or both penalties� 6hould aJJraYatinJ circumstances be present, 
the penalty thus established may be increased to a ma[imum of fiYe ��� years, if e[tenuatinJ circumstances are present, it may 
be reduced to a minimum of tZo ��� years�
)RU�UHVLGHQWV�RI�9LUJLQLD��$ny person Zho, Zith the intent to defraud or NnoZinJ that he is facilitatinJ a fraud aJainst an insurer,
submits an application or files a claim containinJ a false or deceptiYe statement may haYe Yiolated the state laZ�

7he statements contained in this form are true and complete to the best of my NnoZledJe and belief�

6iJnature  'ate
(lectronic )unds 7ransfer �()7� is our standard method of payment.  When making our claim decision we may contact you 

  to obtain your banNinJ information�

/&�������� 3aJe � of �� �������



 

 

           

  
   
                                             

 

 

  
     

                  
 

         

 

SHFWLRQ ,,, $87+25,=$7,21�72�2%7$,1�$1'�',6&/26(�,1)250$7,21

7R��$ny health care proYider, pharmaceutical proYider, pharmacy benefits manaJer, employer, benefit plan, insurer,    
serYice proYider, financial institution, educational institution, or )ederal, 6tate, or /ocal *oYernment $Jency, includinJ the   

   
  

6ocial 6ecurity $dministration and 9eterans $dministration� ,�$87+25,=(�you to disclose to 7he +artford��a complete copy
of, and to communicate telephonically or electronically Zith 7he +artford¶s representatiYes about, any and all of the folloZinJ
personal, priYate, or priYileJed information, records, or documents relatiYe to:

Insured¶s Name �Please print� 'ate of %irth /ast � 'iJits of 6ocial 6ecurity Number

$ny and all medical information or records, includinJ medical histories, physical, mental, or diaJnostic e[aminations, 
pharmaceutical records, and treatment notes, and includinJ information reJardinJ +I9�$I'6, communicable diseases, 
alcohol or druJ abuse, and mental health� ZorN and performance information and history, includinJ Mob duties and earninJs� 
information on any insurance coYeraJe and claims filed, includinJ all records and information related to such coYeraJe and 
claims� financial information, includinJ pension benefits and banN records� business transaction billinJ  and payment records� 
academic transcripts� and any and all information concerninJ 6ocial 6ecurity benefits, includinJ monthly benefit amounts, 
monthly payment amounts, entitlement dates, and information from my 0aster %eneficiary 5ecord� 7he information obtained 
by use of this $uthori]ation Zill be used by 7he +artford �includinJ subsidiaries and affiliates� for the purpose of eYaluatinJ 
and administerinJ my claim�s� for benefit s and�or leaYe reTuest and�or reTuest for accommodation� 6uch information shall be 
referred to herein collectiYely as ³0y Information�´ I understand I haYe the riJht to reYoNe this $uthori]ation for future 
disclosures, e[cept to the e[tent action has been taNen in reliance upon this $uthori]ation� I must reYoNe this $uthori]ation in 
ZritinJ directly to 7he +artford�

,�81'(567$1'�that once 0y Information has been disclosed to 7he +artford as permitted under this $uthori]ation, it may 
be re�disclosed by 7he +artford as permitted by laZ or my further authori]ation� I authori]e 7he +artford to use or disclose 
0y Information �i� to my employer for a� functions related to accommodatinJ my restrictions�limitations, includinJ in 
accordance Zith laZ� b� respondinJ to claims related to accommodation or adYerse or discriminatory treatment related to my 
claim or condition� c� respondinJ to complaints by me or my representatiYe relatinJ to benefits or leaYe or accommodation� 
d� respondinJ to any litiJation, aJency or reJulatory proceedinJ, or laZful subpoena �includinJ reJardinJ employment 
claims�� e� federal, state, or other leaYe administration� f� fulfillinJ fiduciary obliJations under my benefit plan� or �J� claim or 
other audits or reYieZs� �ii� to the administrator or other serYice proYiders, includinJ health and Zellness Yendors, of my 
employer¶s benefit plan�s� and�or proJrams, includinJ leaYe manaJement, for plan, benefit, or proJram related functions or 
data aJJreJation and analysis� �iii� to any electronic claim systems or proJrams or third party Yendors used for claims 
administration or processinJ or to any insurance broNer to carry out functions related to my benefit plan or claim� �iY� to any 
health care professional Zho has treated or eYaluated me or Zho may do so� �Y� to other persons or  entities performinJ 
business, medical, or leJal serYices related to my claim� �Yi� for other insurance or reinsurance purposes, includinJ ZorNers¶ 
compensation insurance, 6ocial 6ecurity 'isability insurance, or subroJation or reimbursement purposes� �Yii� as may be 
laZfully reTuired� �Yiii� as may be reasonably necessary to protect the personal safety of others� �i[� as may be reasonably 
necessary to respond to reJulatory complaints� and �[� as may be reasonably necessary to preYent or detect perpetration 
of a fraud� 

,�$/62�81'(567$1'�that information disclosed pursuant to this $uthori]ation may be subMect to re�disclosure by the 
recipient� I understand that I haYe the riJht to reYoNe this $uthori]ation for future disclosures 7he +artford may maNe, 
unless 7he +artford has taNen action in reliance upon this $uthori]ation� I must reYoNe this $uthori]ation in ZritinJ directly 
to 7he +artford� I understand that my medical treatment or payment for medical benefits cannot be conditioned on my 
alloZinJ 7he +artford to re�disclose 0y Information� 7he authori]ations set forth herein e[pire tZo years from the date 
listed beloZ, or upon my reYocation, if earlier, but Zill not e[ceed the term of my coYeraJe under the policy�ies� or benefit 
plan or proJram, e[cept as may be reasonably necessary to preYent or detect perpetration of a fraud, respond to reJulatory 
complaints, or protect the personal safety of others� I understand that I am entitled to receiYe a copy of this $uthori]ation 
upon reTuest� $ photocopy or facsimile of this $uthori]ation shall be as Yalid as the oriJinal� If there is a conflict betZeen a 
prior reTuest for restriction on the disclosure of 0y Information and this $uthori]ation, this $uthori]ation Zill control� 

6iJnature of Insured or
$uthori]ed 5epresentatiYe 'ate �9alid for � years� 5elationship to Insured

�if signed by Authorized Representative�

� 7he +artford� is 7he +artford )inancial 6erYices *roup, Inc� and its subsidiaries and their affiliates
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$77(1',1*�3+<6,&,$1
6�67$7(0(17���,1,7,$/ 5(3257             

  

  

   

                

            

    

3OHDVH ID[ WKH FRPSOHWHG IRUP WR�
)D[ 1XPEHU� �66-411-�613 
7KH +DUWIRUG
3�O�%R[ 14301
/H[LQJWRQ� .< 40�1�-4301
(PDLO��$36XSORDG#WKHKDUWIRUG�FRP
To  be  completed  by  the  Employee

     Patient Name:                              Date of Birth:
  

             

 

     Insured ID Number:   

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

                          

                               

                   

       

          

            

       

   

    

 

 

      

 (        )

To be FRPSOHWHG E\ WKH 3URYLGHU  -   8VH FXUUHQW LQIRUPDWLRQ IURP \RXU SDWLHQW
V PRVW UHFHQW RIILFH YLVLW RU�H[DPLQDWLRQ
WR FRPSOHWH WKLV IRUP�  �7KH SDWLHQW LV UHVSRQVLEOH IRU WKH FRPSOHWLRQ RI WKLV IRUP ZLWKRXW H[SHQVH WR WKH &RPSDQ\��   

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 inMury that is related to:  

       

:orN $ctiYity 

        

         0otor 9ehicle $ccident 

               

 

0HGLFDO�&RQGLWLRQV�,PSDFWLQJ�$FWLYLW\

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

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

Subjective symptoms:

2bMectiYe Physical Findings �3lease      include      office notes for date�s�: to                                           

Pertinent Test Results (OLVW�DOO�UHVXOWV�RU�DWWDFK�WHVW�UHVXOWV):

Test:  Date: Results:

Test: Date:  Results:

Condition�s� 6pecific Medications, Dosage and Frequency:  

TUHDWPHQWV

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:

            

 (        )  

 (        )  

&urrent 7reatment 3lan:  

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:

7he +artford� is underZritinJ companies +artford /ife and $ccident Insurance &ompany and +artford /ife Insurance &ompany�  
The Hartford® is The Hartford Financial Services Group, Inc. and its subsidiaries.
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below.

 

estrictions          

QWO\

      No R

�����

ently    

Yes         N

     

 

  

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

or                                              �    �    �    �    �    �    �    �        �    �   �    �    �    �    �    �
�����������������

or 

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

 

  

  

  

       

                                   

                      

                 

           

      
d

    

 
 

 (        )
 

(          )
 

 

Patient Name:                                  Date of Birth: Insured ID Number:   

                                                              lbs�           lbs�          lbs�

���
�� �

��� ��

�
� ��

���
���
������

�
�
�
���
���� �� ������� �

�
�
���������

 �

        

������ ��������� ������� ���� 

          

&omplete this section to the best of your ability� *enerali]ed comments such as ³unable to ZorN´ may delay your patient¶s disability benefits�  

%ased on your medical findinJs and opinion,��  address the full range of restrictions/limitations at the time �� patient stopped working, reduced
their ZorN schedule or initially Yisited your office for this condition, noting that we will conclude there are no restrictions on function unless   

   specified beloZ�  
5estrictions�/imitations based on office Yisit dated:

In an � hour period the patient is able to:  �select either continuous or intermittent� 
&RQWLQXRXVO\�
ZLWK�VWDQGDUG�

EUHDNV��
6it

6tand
:alN

or 

,QWHUPLWWHQWO\
ZLWK�VWDQGDUG��
�����EUHDNV�   

,I�LQWHUPLWWHQW�FLUFOH�WLPH�IRU�HDFK�VHFWLRQ�EHORZ
+RXUV�DW�RQH�WLPH���� �7RWDO�KRXUV���KRXUV

3roYide medical findinJs�rationale for your opinion if patient is unable to continuously sit, stand or ZalN:

$FWLYLW\�$ELOLW\
�ZLWK�QRUPDO�EUHDNV�

1HYHU���
��KRXUV

2FFDVLRQDOO\�
XS�WR�2��
KRXUV��

)UHTXHQWO\
2���WR����
KRXUV

&RQVWDQWO\
����WR���
KRXUV

%end at Zaist 

.neel�cr ouch

&limb
%alance

'r iYe
/ift  � Indicate
ZeiJht in  pounds
2ther 5estrictions 
�if any�

3OHDVH�LQGLFDWH�GLDJQRVLV��V\PSWRPV��H[DP�
ILQGLQJV��DQG�RU�LPDJLQJ�WKDW�VXSSRUWV�WKH�
UHVWULFWLRQV�OLPLWDWLRQV

+and 'ominance: 5iJht /eft

8SSHU� ([WUHPLW\�$FWLYLW\��QRW�ORDG�EHDULQJ�   � 6SHFLI\�ULJKW��5��RU�OHIW��/ ��LI �QRW�ELODWHUDO��
)ine manipulation
�finJerinJ, Neyboard�
*ross manipulation 
�Jrip�Jrasp, handle�
5each �e[tend arms� 
aboYe shoulder
5each �e[tend arms� 
beloZ shoulder at desN 
or ZorNbench leYel

3lease attach copies of imaJinJ results�tests 
Expected duration of any restriction(s) or limitation(s) listed above: 
&urrent 6tatus (Please check one):  Recovered Improved Unchanged Retrogresse
Additional Comments �If Necessary�:

'oes the patient haYe a psychiatric � coJnitiYe impairment? Yes No If  �Yes,�  please describe the e[tent of the impairment 
and its etioloJy:

In your opinion is the patient competent to endorse checNs and direct the use of the proceeds? Yes No 
3roYider's Name: (please print or type) EIN Number: License Number:

Telephone Number:   Fax Number: Degree: Specialty:

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

2ffice &ontact and 7elephone Number :

3roYider
s Signature:  Date signed:

           LC-����-��
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