Group Marketing Services, Inc.

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

WAIVER OF PREMIUM (LIFE) CLAIM FORM
	To Be Completed By Employer

	1. Employee’s Name

     
	2. social security or certificate number

     
	3. Full Time Hire Date

     

	4. Employer’s Name

     
	5. Occupation at Time of Disability


     
	6. Reason for Stopping Work


     

	7. Return To Work On:


     
	8. Basic Monthly Earnings:
$     
 FORMCHECKBOX 
Hourly   FORMCHECKBOX 
Salaried
	9. Was Employee Covered for Life Benefits on Last Day Worked?
 FORMCHECKBOX 
Yes            FORMCHECKBOX 
No
	10. Last Day Worked

     

	11. employee’s duties:      

	12. employee can perform job duties:
 FORMCHECKBOX 
 with no restrication
 FORMCHECKBOX 
 with restrictions
 FORMCHECKBOX 
 cannot perform

explain restrictions:      

	13. what job duties can this employee not perform due to their condition?      

	14. Did Employee Cease Work Because of Disability? 
 FORMCHECKBOX 
 yes
or
 FORMCHECKBOX 
 no

	15. does employee’s responsibilities include heavy lifting or heavy manual labor? 
 FORMCHECKBOX 
 yes
or
 FORMCHECKBOX 
 no

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

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

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

	19. total disability dates:
from:      
to:      

	20. has this employee been offered:
fmla extension:   FORMCHECKBOX 
 yes    or     FORMCHECKBOX 
 no
cobra extension:  FORMCHECKBOX 
 yes    or     FORMCHECKBOX 
 no

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


By furnishing this blank and investigating the claim, the Company shall not be held to admit the validity of any claim or waive the breach of any condition of the Policy.

Any person who knowingly, and with intent to injure, defraud or deceive any insurance company, files a statement of claim containing any false, incomplete or misleading Information may be guilty of a criminal act punishable under law.  I hereby agree to reimburse Assurity Life Insurance Company (Assurity) to the extent of any overpayment which is in excess of the amounts payable under any Assurity insurance policy(ies).  I hereby certify the statements above are complete and accurate to the best of my knowledge.

name:
     

title:
     


(print)

signature:

date:
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