[image: image1.png]THE UNITED STATES UIFE Insurance Company

An American General Company
DISABILITY BENEFITS-ASSOCIATION PLANS

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON
FILES AN APPLICATION FOR INSURANCE OR 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, AND FOR OCCURRENCES IN THE STATE

OF NEW YORK, SHALL ALSO BE SUBJECT TO A CIVIL PENALTY NOT TO EXCEED FIVE THOUSAND DOLLARS AND THE
STATES VALUE OF THE CLAIM FOR EACH SUCH VIOLATION.

PLEASE ANSWER ALL QUESTIONS FULLY. THIS WILL HELP AVOID UNNECESSARY CORRESPONDENCE.
INSTRUCTIONS: INSURED COMPLETE PART I, HAVE PHYSICIAN COMPLETE PART I, AND RETURN TO ADMINISTRATOR.

MAIL TO: | Pearl Insurance

1200 E. Glen Avenue
Peoria Heights, IL 61616

PART | — INSURED'S STATEMENT

NAME OF ASSOGIATION POLICY NO CERTIFICATE NO Q) MEMBER
(O EMPLOYEE
NAME OF INSURED MARITAL STATUS 0 MALE DATE OF BIRTH
O FEMALE

INSURED'S ADDRESS STREET & NO cry STATE P SOCIAL SECURITY NC TELEPHONE NO
EMPLOYED BY OCCUPATICN SPECIALTY
AVERAGE MONTHLY EARNED INCOME DURING THE  GROSS ATTACH A COPY OF PAY STUB TO REFLECT SALARY AT TIME OF DISABILITY
TWELVE (12) MONTHS PRIOR TO DISABILITY $
DATE ACCIDENT OR SICKNESS BEGAN DATE LAST WORKED DATE FIRST TREATED BY PHYSICIAN IN PRESENT DISABILITY
NATURE OF SICKNESS OR INJURY DID DISABILITY ARISE OUT OF EMPLOYMENT? [ YES

QOno
IF INJURED, HOW. WHEN AND WHERE DID ACCIDENT HAPPEN? DATE TOTAL DISABILITY COMMENCED

IF RECOVERED, GIVE DATE OF RECOVERY

DATE OF YOUR RETURN TO WORK. FULL-TIME PART-TIME IF PART-TIME, HOURS PER DAY

NAME AND ADDRESS OF ALL PHYSICIANS ATTENDING YOU FOR THIS CONDBITION.

Are you entitied to Benefits from any of the following for this disability? O Local, State or National Association or

O Worker's Compensation O Salary Continuance Society Disability Income Plan

O Social Security Q Any Government Agency Q Other

If “Yes" insert policy number, name and address of insurance company or organization providing such benefits or services and
amount of payment.

PCLICY NO NAME AND ADDRESS AMOUNT CF PAYMENT

AUTHORIZATION i
TO PHYSICIANS OR PRACTITIONERS, HOSPITALS, CLINICS, PHARMACISTS, INSURANCE COMPANIES, MEDICAL INFORMATION BUREAU, EMPLOYERS
AND OTHER PERSONS OR INSTITUTIONS. This authorizes you to give THE UNITED STATES LIFE Insurance Company, or its authorized representative who
15 employed to assist in the evaluation of my claim, any information, data or records you may have regarding me, my employment, my benefits or my
condition (including records pertaining to psychiatric; drug or alcohol use history, and any disability | may have had). | understand that any information
obtained pursuant to this authorization will be used to evaluate my claim and may be transferred to an agency or person employed by THE UNITED

STATES LIFE Insurance Company to assist with this purpose | understand | have the right to request a copy of this autharization and that a copy will
be sent to me If requested. A photocopy of this authcrization may be accepted by you.

Date Signature af [nsured
ADMINISTRATOR'S STATEMENT
NAME OF INSURED i CATE INSURED EFF DATE OF DEPENDENT'S INS. l BENEFIT AMOUNT
l MO ’ DAY | YEAR MO DAY YEAR l
] DATE

PRINT NAME AND TITLE OF OFFiCIAL REPRESENTATIVE ‘ SIGNA‘TURE
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[image: image2.png]PART Il — ATTENDING PHYSICIAN'S STATEMENT
THE PATIENT IS RESPONSIBLE FOR THE COMPLETION OF THIS FORM WITHOUT EXPENSE TO THE COMPANY

NAME OF PATIENT TATE OF BIRTH

1. HISTORY
(a) When did symptoms first appear or accident happen? Mo Day Year
(b) Date patient was unable t0 work because of disability Mo Day Year
(c) Has patient ever had same or similar condition? O Yes o No

If "YES" state when and describe:
(d) Names and addresses of other treating physicians.

2. DIAGNOSIS
(a) Diagnosis (including any complications):
(b) Subjective symptoms.

(c) Objective findings {including current X-rays. EKG's, Laboratory Data and any clinical findings)

3. ALL DATES OF TREATMENT Date of first visit Date of last visit Frequency

4. NATURE OF TREATMENT (Including Surgery and medications prescribed, if any):

5. PROGRESS
(a) Has patient ... 0 Recovered? Q Improved? 0 Unchanged? 0 Retrogressed?
(b) Is patient.......wmrerrssscesnnss 0 Ambulatory? 0O House confined? 0 Bed confined? 0 Hospital confined?
(c) Has patient been hospital confined? Q Yes o No

If "Yes” give Name and Address of Hospital:

Confined from: through:

6. FOR PREGNANCY DISABILITY ONLY
Are there any present complications or anticipated difficulties in connection with:

(a) Pregnancy aYes alNo
(b) Delivery nYes alNo
(¢} Post Partum oYes aNo

If yes to any of the above, please specify in detail:

7. IN YOUR OPINION, IS THIS DISABILITY THE RESULT OF INJURY ARISING OUT OF AND IN THE COURSE OF
EMPLOYMENT OR OCCUPATIONAL DISEASE? O Yes aNo
Remarks (Attach additional sheet, if necessary):

8. REHABILITATION

(a) Is patent a suitable candidate for further rehabilitaton services? oYes aNo
(i.e., cardiopulmonary program, speech therapy, etc.)
NAME (ATTENDING PHYSICIAN) PRINT DEGREE TELEPHONE
STREET ADDRESS CITY OR TOWN STATE OR PROVINCE ZIP CODE
SIGNATURE DATE

PLEASE RETURN THIS FORM TO THE INSURED OR TO THE ADMINISTRATOR

0030401-1082-0699 (Back}




[image: image3.png]ADMINISTRATOR’S STATEMENT

Name of Deceased: Address of Deceased:

This claim is being made for: Name and Address of Member:

[JMember []Spouse of Member or
[] Dependent Child of Member

Date of Deceased’s Group Policy Number: | Certificate Number: | Effective Date of Deceased’s
Birth: Death: Insurance
Deceased’s Social Security Number Amount of Insurance: To what date has Deceased’s premium been paid?
$ Amount of Premium:
If Death was due to illness, were disability benefits paid? [JYes [[JNo If “Yes,” benefits were paid from: to:
Name of Insurer: Address:
Name of Association: Name and Address of Administrator:
Name of Beneficiary: Relationship: Age:
Residence of Beneficiary: {(Number and Street) (City) (State and Zip Code)
Date: Signature of Administrator’s: Telephone Number:

Official Representative: ( )

INSTRUCTIONS

TO AVOID UNNECESSARY DELAY IN PROCESSING CLAIMS, PLEASE COMPLETE ALL BLANK
AREAS AND SIGN FORM.

ADMINISTRATOR

1.

On the death of an insured, complete the Administrator’s Statement. Send the form to the beneficiary to
complete the requirements listed in the Claimant’s instructions.

2. When the completed form and other requirements are returned, forward them to the AIG member
Company’s Claims Office. Include all applications for insurance and beneficiary/title changes if you
maintain these records.

CLAIMANT

1. The Claimant’s Statement should be completed and signed by the beneficiary. Anyone other than a family
member may sign as witness to the beneficiary s signature.

2. Ifan Executor, Administrator, Guardian or other legal representative is entitled to receive the benefit, please
furnish an authenticated certificate of appointment.

3. Obtain a certified copy of the death certificate (with an official seal). If death occurred in a foreign country
and a death certificate has been issued by such country, it should be authenticated by an official of the
American Consulate.

4. Send the completed claim form, death certificate, the original policy or Certificate of Insurance and any

other pertinent papers to the administrator:

00304201-1097 R03/03 (Back)
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Name of Deceased: Address of Deceased:

This claim is being made for: Name and Address of Member:

[JMember []Spouse of Member or
[] Dependent Child of Member

Date of Deceased’s Group Policy Number: | Certificate Number: | Effective Date of Deceased’s
Birth: Death: Insurance
Deceased’s Social Security Number Amount of Insurance: To what date has Deceased’s premium been paid?
$ Amount of Premium:
If Death was due to illness, were disability benefits paid? [JYes [[JNo If “Yes,” benefits were paid from: to:
Name of Insurer: Address:
Name of Association: Name and Address of Administrator:
Name of Beneficiary: Relationship: Age:
Residence of Beneficiary: {(Number and Street) (City) (State and Zip Code)
Date: Signature of Administrator’s: Telephone Number:

Official Representative: ( )

INSTRUCTIONS

TO AVOID UNNECESSARY DELAY IN PROCESSING CLAIMS, PLEASE COMPLETE ALL BLANK
AREAS AND SIGN FORM.

ADMINISTRATOR

1.

On the death of an insured, complete the Administrator’s Statement. Send the form to the beneficiary to
complete the requirements listed in the Claimant’s instructions.

2. When the completed form and other requirements are returned, forward them to the AIG member
Company’s Claims Office. Include all applications for insurance and beneficiary/title changes if you
maintain these records.

CLAIMANT

1. The Claimant’s Statement should be completed and signed by the beneficiary. Anyone other than a family
member may sign as witness to the beneficiary s signature.

2. Ifan Executor, Administrator, Guardian or other legal representative is entitled to receive the benefit, please
furnish an authenticated certificate of appointment.

3. Obtain a certified copy of the death certificate (with an official seal). If death occurred in a foreign country
and a death certificate has been issued by such country, it should be authenticated by an official of the
American Consulate.

4. Send the completed claim form, death certificate, the original policy or Certificate of Insurance and any

other pertinent papers to the administrator:
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[image: image5.png]AMERICAN PROOF OF DEATH CLAIM FOR
I(E;I}EINERAL GROUP ASSOCIATION

The United States Life Insurance Company in the City of New York
New York, New York

American General Assurance Company*
Schaumburg, lllinois

American General Life Insurance Company*

Houston, Texas

Members of American International Group, Inc.

Administrative Office: Pearl Insurance

1200 E. Glen Avenue, Peoria Heights, IL 61616 *This company does not solicit business in New York.

AS REQUIRED BY LAW, 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
MATERIALTHERETO, COMMITS A FRAUDULENT INSURANCE ACT, WHICH IS A CRIME.

y Please answer all questions completely.
CLAIMANT'S STATEMENT A certified copy of the death certificate must be attached.
The original policy or certificate of insurance should also be returned, if available.

This claim is being made for: [_] Member, Name of Deceased: Date of Birth: Date of Death:

[JSpouse of Member or [] Dependent Child of Member

Address of Deceased: Marital Status: []Single Social Security No.: Date Last Worked:
[JWidowler) []Married [ ] Divorced

Name and Address of Employer: Occupation at Death:

Cause of Death: Place of Death:

When did Deceased first give indications of his/her last illness? When did Deceased first consult a physician for his/her last illness?

Was Death due to Accident? []Yes [INo If “Yes, describe briefly giving date and place of Accident:

List name and address of physicians, hospitals and institutions, if any, the Deceased visited during his/her last illness and during the five
years prior to that illness. Also list date of visit and condition(s) treated.

Name Address Date of Visit Condition(s)

Give the following information concerning any other insurance the Deceased had.

Insurance Company Policy Dated Amount of Insurance

In what capacity do you claim this insurance? (If administrator, executor or guardian, attach copy of court order of appointment.)

Your Date of Birth: [ Social Security/Taxpayer ID # Estate Tax ID/Trust ID (Provide if claim made by Estate or Trust.)

These statements are true and complete to the best of my knowledge and belief. | understand that furnishing of forms by the Company does not
constitute an admission that there is any insurance in force. | hereby authorize and request any hospital, physician, pharmacist, employer, insurance
company or other person or entity to whom this is presented to furnish the Company or its representative, any and all information and records (or
copies thereof) it may desire, specifically to include testing and/or treatment of Human Immunodeficiency (HIV) or AIDS, concerning the patient and
further agree that such information or records shall constitute and are hereby made a part of the Proofs of Death. A photostatic copy of this
authorization shall be as valid as the original.

Under penalty of perjury, | certify that the Social Security/Tax ID number provided on this form is true, correct and complete. |
unde[sﬁanfdghat failure to furnish this number can subject me to back-up withholding. | certify that | am not now subject to back-
up withholding.

DATE SIGNATURE
WITNESS ADDRESS
ADDRESS TELEPHONE NUMBER
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