
Group Marketing Services, Inc.

P.O. BOX 19040 • Kalamazoo MI 49019-0040 • (269)343-2611

WEEKLY INDEMNITY BENEFITS CLAIM FORM

Employee’s statement
claimant’s name
social security or certificate number
phone number

     
     
     

claimant’s address
city
state
zip code


     
     
  
     

claimant’s date of birth
height
weight
occupation


     
 ‘
  “
   
#
     
employer’s name
initial date of injury or sickness

     
     

last day worked
current weekly earnings
date of last paycheck
amount


     
$
     
(gross);
$
     
(net)
     
$
     


1. Do you expect any other Paycheck(s) from your employer before you return to work?     FORMCHECKBOX 
 Yes    or     FORMCHECKBOX 
 No

If Yes; Amount(s): $      
Date(s):      
2. Do you have any other income?     FORMCHECKBOX 
 Yes    or     FORMCHECKBOX 
 No;  If yes, Amount and source:      
3. Is this condition due to a work related injury?     FORMCHECKBOX 
 Yes,     FORMCHECKBOX 
 No,     FORMCHECKBOX 
 Currently Under Review    or     FORMCHECKBOX 
 Unknown

Has this claim been filed under worker’s compensation coverage?    FORMCHECKBOX 
 Yes   or    FORMCHECKBOX 
 No
if filing claim under worker’s compensation, social security, state disability, retirement, pension or auto insurance please indicate carrier:

4. Do you have other disability or hospital insurance?    FORMCHECKBOX 
 Yes   or    FORMCHECKBOX 
 No

if yes, give company name, address, policy number and amount:      
5. Is this claim due to an    FORMCHECKBOX 
 Injury,    FORMCHECKBOX 
 Sickness,    FORMCHECKBOX 
 Pregnancy   or    FORMCHECKBOX 
 Other, explain;      
6. Describe Sickness or how and where injury occurred:

     
7. Have you ever had same or similar sickness or injury?  FORMCHECKBOX 
 Yes  or   FORMCHECKBOX 
 No; If yes, Indicate Dates:                  
complete the Treating physician(s) section;

Physician:      
Address:
     

     
Treatment Dates

                          

Physician:      
Address:
     

     
Treatment Dates

                          

 Physician:      
 Address:
     

     
Treatment Dates

                          

If hospital confined, complete the following section;

Hospital:
     
Address:
     

     
Confinement Dates

From:      
Thru:      

Hospital:
     
Address:
     

     
Confinement Dates

From:      
Thru:      

Hospital:
     
Address:
     

     
Confinement Dates

From:      
Thru:      

The following is required in certain states:  Any person who, knowingly and with intent to defraud or deceive any insurance company, files statement of claim containing any materially false, incomplete or misleading information is guilty of committing a fraudulent insurance act which is a crime and subject to criminal prosecution.

Signed: X

Dated:


AUTHORIZATION TO RELEASE INFORMATION

I hereby authorize any hospital, physician, medical practitioner, clinic, other medical or medically related facility, pharmacy, insurance company or government agency to disclose or furnish to Assurity Life Insurance Company, its subsidiaries or representatives, any and all information with respect to any illness including mental illness, drug/alcohol abuse, injury, medical history, consultations, prescriptions, treatment or benefits, and copies of all applicable records that may be requested.  A photostatic copy of this authorization shall be considered as effective and valid as the original.

Signed: X

Dated:


Group Marketing Services, Inc.

P.O. BOX 19040 • Kalamazoo MI 49019-0040 • (269)343-2611

WEEKLY INDEMNITY BENEFITS

Employer’s statement

employer’s name:      
employee’s name:      
position:      
full time hire date:      
last day worked:      
gross weekly compensation: $      
net weekly compensation: $      
does compensation include:


Bonus:
 FORMCHECKBOX 
 No  or   FORMCHECKBOX 
 Yes;  Amount: $      
Profit Sharing:
 FORMCHECKBOX 
 No  or   FORMCHECKBOX 
 Yes; Amount: $      

Overtime:
 FORMCHECKBOX 
 No  or   FORMCHECKBOX 
 Yes;  Amount: $      
Commissions:
 FORMCHECKBOX 
 No  or   FORMCHECKBOX 
 Yes; Amount: $      

Other:
 FORMCHECKBOX 
 No  or   FORMCHECKBOX 
 Yes;  Amount: $      
Description:
     
has employee collected any wages since disability began (i.e. vacation, sick or personal pay):  FORMCHECKBOX 
 yes  or   FORMCHECKBOX 
 no;
Amount: $      
Description:      
Amount: $      
Description:      
Amount: $      
Description:      
Amount: $      
Description:      
Amount: $      
Description:      
Amount: $      
Description:      
percentage of disability premium employee contributes:
   
%; 
is contribution deducted on a pre-taxed basis:   FORMCHECKBOX 
 yes  or   FORMCHECKBOX 
 no

employee’s duties:      
employee can perform job duties:
 FORMCHECKBOX 
 with no restrication
 FORMCHECKBOX 
 with restrictions
 FORMCHECKBOX 
 cannot perform

explain restrictions:      
what job duties can this employee not perform due to their condition?      
does employee’s responsibilities include heavy lifting or heavy manual labor? 
 FORMCHECKBOX 
 yes
or
 FORMCHECKBOX 
 no

is there a position available for this employee if they can return to work under restricted or light duty? 
 FORMCHECKBOX 
 yes
or
 FORMCHECKBOX 
 no

is the disabling condition due to, or related to, the employee’s employment?
 FORMCHECKBOX 
 yes
or
 FORMCHECKBOX 
 no

was a worker’s compensation claim filed for this disability:
 FORMCHECKBOX 
 yes
or
 FORMCHECKBOX 
 no; if yes, attach workers comp carriers determination

total disability dates:
from:      
to:      
has this employee been offered:
fmla extension:   FORMCHECKBOX 
 yes    or     FORMCHECKBOX 
 no
cobra extension:  FORMCHECKBOX 
 yes    or     FORMCHECKBOX 
 no

has this employee elected: 
fmla extension:  FORMCHECKBOX 
 yes    or     FORMCHECKBOX 
 no
cobra extension:  FORMCHECKBOX 
 yes    or     FORMCHECKBOX 
 no

The following is required in certain states:  Any person who, knowingly and with intent to defraud or deceive any insurance company, files statement of claim containing any materially false, incomplete or misleading information is guilty of committing a fraudulent insurance act which is a crime and subject to criminal prosecution.

name:
     

title:
     


(print)

signature:

date:


Group Marketing Services, Inc.

P.O. BOX 19040 • Kalamazoo MI 49019-0040 • (269)343-2611

WEEKLY INDEMNITY BENEFITS

physician’s statement
patient’s name:      
patient’s birthdate:      
1. nature of condition:
 FORMCHECKBOX 
 sickness
or
 FORMCHECKBOX 
 injury
or
 FORMCHECKBOX 
 Pregnancy
or
 FORMCHECKBOX 
 Other; Explain      
2. is the disabling condition due to, or related to, the employee’s employment?
 FORMCHECKBOX 
 yes
or
 FORMCHECKBOX 
 no
3. diagnosis:      
4. when did symptoms first appear or accident occur?      
5. when did patient first consult you for this condition?      
6. describe any other disease or infirmity affecting present condition:      
7. nature of surgical or obstetrical procedure if any:      
8. dates of treatment and nature of treatment other than surgical:      
9. if hospitalization occurred, provide name and address of facility:      
10. has patient ever had same or similar conditions?  if yes, please describe:      
11. is patient still under your care for this condition:
 FORMCHECKBOX 
 yes
or
 FORMCHECKBOX 
 no
12. how long was or will patient be continuously totally disabled (unable to work)?      
please provide dates:
from:      
to:      
13. patient can return to work on:
               
 FORMCHECKBOX 
 with restrictions
or
 FORMCHECKBOX 
 with no restrictions

restrictions:      
i authorize the release to assurity life insurance company of any and all medical records pertaining to the above patient.

date:
signed:

individual practitioner’s ss/tin/npi #:
degree:

(
)

phone number





(city / state / zip)

WICF – EE (Rev 1/1/07)

