(29 CLAIM FORM AND INSTRUCTIONS
Allstate.

Benefits

The furnishing of this form, or its acceptance by the Company as proof, must not be construed as an admission of any
liability on the part of the Company, nor a waiver of any of the conditions of the insurance contract.

INSTRUCTIONS FOR FILING ACCIDENT INCLUDING POLICY RIDERS/ DISABILITY/ WAIVER
OF PREMIUM CLAIMS

. To avoid delays in processing please fill out the sections which apply to your spacific claim.

. Include your policy number(s). To obtain your policy number call 1-800-348-4489,

*  You may fax your claim to us at 1-866-424-8482. Please be assured that your claim will receive our prompt attention. You will usually receive a
response from us in the mail within 10 business days following the receipt of your claim. The length of time in the mail will depend on your location,

* _ You may mail your claim to: American Heritage Life Insurance Company

P.0. Box 43067 SICKMESS Dreas ntry
* _ Additional claim forms are available on o:: jv?bosg: Ialte \lpv':\::riacl';t:tzezazw&gr?(‘.;gom. CM,” 0”
If you are filing a claim within the firsT 22 ACC’ AENT
Employer Name (Company/Address): Occupation;
1. Policyholder's Name: First; Middte: Last:
Policy Number(s}): 1) 2)
Social Security Number: Date of Birth: { / D Male D Female
2. Home Number: ) Avg. Monthly Earnings: E-mail:
PATIENT'S INFORMATION
3. Name: First: Middle: Last;
4. Date of Birth: ! / Age: Social Security Number: O mate [ Femate
5. This person is your; (ex: self, wife, son, etc.} Is he/she a full-time student? D Yes E] No

R
Btk i etsslihisl 2 ’geg;%aklmwﬁhi ] hat
&ACCIDENTID SABILITY Palicy No.(s): /
Accident D Outpatient Physicians Rider l:| Waiver of Pramium D Benefit Enhancement Rider
ﬂ Disability D Hospital Rider D Routine Pregnancy
INSTRUCTIONS FOR FILING ACCIDENT CLAIMS

We need:

(For Puerto Rico residents only) A copy of the Explanation of Benefits (EOB) from your health insurance carrier, if applicable, if this claim is for
an emergency room visit.

O a copy of the hospital bill. Please make sure the bill includes your diagnosis and the number of days you were in the hospital. If you were
treated in the emergency room or a doctor’s office, please include a copy of these bills also.

D Attending Physician’'s Statement should be completed and signed by your doctor Pﬂ", C‘/ PA V.s ﬁ” ”M’ 77’”‘""
We mayalso neeg 3 laybﬁf PR

e accident report if the accident was investigated by the police or sheriff.

- . N ~HOSPITH.
he biood alcohol report or drug screening if the patient was tested for alcohol or drugs. T
ay of the death certificata if the patient is deceased. CoNFINVEM

xz S .i... ég

Please attach iternized bill(s), including date(s) of service, diagnosis code(s}), prétedure codes(s} and charge(s).
DATE OF ACCIDENT: / Time of accident: Oam Opm.

Where did it happen? \ Teli us exactly how your accident/injury happened:

Did your injuries occur while you were working fer'pay or profit?
Have you ever had a similar injury?
IF you are claiming disability due t& your accident, please have your physic

employer complete the EMP ER’'S STATEMENT.
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ves L1 No [J onthejob [ off the job

If s0, please tell us when: { /
omplete the ATTENDING PHYSICIAN STATEMENT and your




Life Insurance Company send benaﬁtsto'someone other, har

I request that American He| me. Please send beneﬂts avallabra fo the name and

address shown below:

Name

Provider's Tax |dentification NUHV
Relationship /

Signature,efFolicy Owner T~ Date

INSTRUCTIONS FOR FILING FIRST CLAIM FOR DISABILITY (due to Accident or Sickness)} AND WAIVER OF PREMIUM: We need:
Attending Physician’s Statement should be completed and signed by your doctor.

Employer’s Statement should be completed, including your monthly salary and pre-tax information, and signed by your employer. If you are

self-employed, also send us a copy of your current business license and your most recent quarierly tax records. Additional information may be
required.

Address

City State Zip

Please submit a copy of your payment statement with this form. Please have your treating physician complete the ATTENDING PHYSICIAN
STATEMENT and your employer complete the EMPLOYER'S STATEMENT.,

INJURY OR ILLNESS YOU ARE CLAIMING:
Date you were first treated for your illness or injury: i / Date you were last treated for your illness or injury: / i

Date of your accident or the date you first noticed the symptoms of your illness: / /

If you are claiming an injury, did your injury oceur at work? D Yes D No
Uist all physicians seen in the past five (5) years:

Name Address Phone Specialty Dates Consulted Reason for Cansult

List all hospital confinements in the past five (5) years:
Name . Address From/To Reason Confined

List all pharmacies used in the past five (5) years: (include address and phane number)

I have been unable to work since: ! ! | returned ta wark on a D part-time I:l full-time basis: ! /
MOIDAYIYR MO/DAYIYR

Describe why you are unable to work:

Are you recewmg Disability Benefits (Salal)f iﬁntmuatmn Sick Pay, Social Security Disability Income, or Workers' Compensation) from any other
saurce? If “yes,” from whom?

"'l.

i disabled due to compllcatlons of pregnancy, before or after dehvery. please complete Policyholder, Attendlng Phys:clan s Statement, and

Employer's Statement sections.

Date of Delivery: / { First Date of Treatment: / i Type of delivery: D Vaginal [ c-section
Date of Hospital Confinement: f ! Name of Hospital: Phone No.: { )
Physician's Name: Phone: ( )

Address: ' Fax: ( )

Treating Physician’s Signature: Date: ! / Tax Identification No.;

Referring Physician: : Phone No.: ( )

Mailing Address:
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Patient's Name: Policy Number:;

1.  Diagnosis:

2. If condition is due to pregnancy, what is expected delivery date? Date ! !
MODAYIYR
3. When did symptoms first appear or accident happen? Date ! /
MO/DAYIYR
4. When did patient first consuit vou for this condition? Date / !
MO/DAYYR

5. Has patient ever had same or similar condition? (If “yes,” state when and describe.) D Yes D No

6. Describe any other diseases or infirmity affecting present condition.

7. Nature of surgical or ohstetrical procedure, if any (describe fully).

8. Is patient unable to perform job duties? D Yes D No  If yes, from : through

9a. What specific job duties is patient unable to perform?

9b. Specific RESTRICTIONS (What the patient should not do and why). Please quantify in hours, weight, etc. .

9c. Specific LIMITATIONS (What the patient cannot do and why),

10. I retired or unemployed which activities of daily living (ADLs) is patient unable to perform?

11. Date patient last examined by you: Frequency of visits: Dweekly L__l monthly D other,

12. s patient; D ambukatory [l bed confined D house confined D other

13. If patient is hospitalized, give name and address of hospital,

Hospital; City: State:
144, Date admitted: ! / Date discharged: : / !
. MO/DAYIYR MO/DAYYR
14b. When do you expect patient to resume partial duties? / ! Full duties? { i
MO/DAYYR MO/DAYIYR
14c. If patient is unemployed or retired, on what date would you expect a person of like age, gender and good health to resume his/her normal and
necessary activities? / !

MOMDAYAR :
15. Is candition due to injury or sickness arising out of patient's employment? D Yes |:| No

16. I “yes,” explain.

17. Referring Physician: Phene: )

Mailing Address:

Signed: , MD Date: - IM e é' Phone: { )
Street Address:

City/Town:

State/Province: Zip Code:
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Remember, it is a crime to fill out this form with facts you know are false or to leave out facts you know are relevant and important. Check to
be sure that all information is correct before signing. Please refer to page 2 for notices specific to your state.

Policy Number:

-

I hereby certify that did not perform any part of hisfher work from, through,

2. Did insured work light duty or part-time? D Yes D Ne  If yes, give dates

3. Prior to inability to work, he/she worked hours per week and is considered D A’lékxt or D non-exempt.
4. When recovered, will hefshe resume work? |:| Yes D No if not why?
5. s this a Workers’ Compensation case? O ves D No Date Workers' Compensation benefits bagan ! /

MO/DAY/YR
Name of Warkers' Compensation Company M _/ A

6. Section 125; Were the premiums for our disability income policy paid with pre-tax dollars under a Section 125 Plan? D Yes D No
7. 1s the employee receiving or has hefshe received continued pay? D Yes D No If yes, please complete the following:

Saurce of Inceme

AN
AN

8. Current Salary or Hourly Rate:

9. Name of Employer: Date: ! !
MO/DAYIYR

Address:

By: Official Position: Telephone number: ( )
10. The employee's job title or position is:
11. Is the employee covered under any other disability policy through the company? N / A

1
12. Has employee returned to work? D Yes D No If yes, give date: { {
MO/DAY/YR

13. Remarks:

1. Section 125: Were the premiums for your disabllity income policy paid with pre-tax dollars under a Section 125 Plan? D Yes Na {if in
doubt, please ask your employer.)

I authorize any physician, medical practitioner, hospital, clinic or other medical facllity, insurance company, the Medical Information Bureau or other
organization, institution or person, that has records or knowledge of me or my health to give to American Heritage Life Insurance Company {AHL) its
subsidiaries or its reinsurers any information relating to my claim. A copy of this authorization is as valid as the original. This authorization applies to any
dependent on whom a claim is filed. This authorization is valid for a pericd of 24 months from the date sigred. | understand that { may revoke this
authorization at any time by notifying AHL in writing of my desire to do so. | or my representative may receive a copy of this authorization by supplying
policy number(s) and Insured's name in a written request to the company. (in MAINE — | understand that revocation of this authorization may be a basis
for denying insurance benefits. Failure to sign an authorization statement may impair the ability of a regulated insurance agency to evaluate ciaims and
may be a basis for denying a claim for benefits.)

Sign here: Date: D Check here if address is new
Claimant

Mailing Address: City: State: Zip: Phone Ne:. { )
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