
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 Employee


1. employee’s name
2. social security or certificate number
3. phone number


     
     
     
4. current address
city
state
zip code


     
     
  
     
5. date of birth
6. occupation (list duties of your occupation at the time of disbility)

     
     
7. What Work Duties are You incapable of Perform?
8. Are You Capable of Performing Any Work?

     
     
9. employer’s name
10. initial date of injury or sickness


     
     
11. last day worked
12. If Injury – How and Where Accident Occurred

     
     
13. Is this condition due to a work related injury?
 FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
 FORMCHECKBOX 
Currently Under Review
 FORMCHECKBOX 
Unknown
Has this claim been filed under worker’s compensation coverage?    FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No

14. What types of activities are you capable of performing?

     
15. Have you applied for or are you receiving benefits from?

Social Security:
 FORMCHECKBOX 
Yes
Worker’s Comp:
 FORMCHECKBOX 
Yes
Group Disability Benefit:
 FORMCHECKBOX 
Yes
Medicare:
 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No
 FORMCHECKBOX 
No
 FORMCHECKBOX 
No
 FORMCHECKBOX 
No

If “Yes”, List name(s) and address of organization or companies paying benefits, weekly or monthly benefits and date benefits commenced:

16. Have you ever had same or similar sickness or injury?  FORMCHECKBOX 
Yes  or   FORMCHECKBOX 
No; If yes, Indicate Dates:                  
17. Name(s) and address of attending physicians (in last 2 years):

	Name
	Address
	Treatment Dates

	     
	     
	                 

	     
	     
	                 

	     
	     
	                 

	     
	     
	                 

	     
	     
	                 

	     
	     
	                 

	     
	     
	                 


18. Hospital admission(s) due to disability:

	Hospital Name
	Address
	Date Entered
	Date Discharged

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


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.

Employee Signature:
Date:      


AUTHORIZATION

I, on behalf of myself or the person named above ("Claimant"), authorize any licensed physician, medical practitioner, hospital, clinic, pharmacy or pharmacy benefit manager, records custodians, other medical or medically related facility, insurance or reinsurance company, the Medical Information Bureau ("MIB"), consumer reporting agency, employer, Social Security Administration, Internal Revenue Service, Veterans Administration or other organization or person that has any records or knowledge of me or my health to disclose to Assurity Life Insurance Company ("Company"); its reinsurers and/or consumer reporting agencies and their authorized representatives (provided, however, consumer reporting agencies may not collect information under this authorization from MIB):

· Information as to diagnosis, treatment and prognosis pertaining to medical history, mental or physical condition, pharmacy and/or prescription drug records, or treatment and information pertaining to mode of living (except as maybe related directly or indirectly to sexual orientation), occupation, finances, avocations and other characteristics.
· Information on the diagnosis or treatment of Human Immuno deficiency Virus (HIV) infection and sexually transmitted diseases.
· Information on the diagnosis & treatment of mental illness & the use of alcohol, drugs, and tobacco, excluding psychotherapy notes.
I understand this information maybe released by the Company and/or its reinsurers to their consulting physicians, attorneys, MIB, and to other insurance companies in which the Claimant has policies or to whom claims for benefits have been made or maybe submitted.

By my signature below, I acknowledge that any agreements I have made to restrict protected health information of the Claimant do not apply to this authorization and I instruct any physician, health care professional, hospital clinic, medical facility, or other health care provider to release and disclose the Claimant's entire medical record as described above without restriction. The medical information so acquired will be used to determine eligibility for benefits under a policy. I understand that when information is used or disclosed pursuant to this authorization, it maybe subject to re-disclosure and may no longer be protected by the federal rules governing privacy of health information.

This authorization is valid for twelve (12) months from the date of signature below, and a copy of this authorization is as valid as the original.  I understand that I have the right to revoke this authorization at any time by providing written notice to the Company.  I understand that a revocation is not effective to the extent that action has been taken in reliance on this authorization.  I understand that I may refuse to sign this authorization and that such refusal to sign will not affect the ability of the Claimant to obtain treatment. I further understand that if I refuse to sign this authorization, Company may not be able to make any benefit payments.

I understand that I will receive a copy of this authorization upon request and that a photographic copy of this authorization shall be as valid as the original.

Signature of Insured or Personal Representative
Date

Description of Personal Representative’s Authority or Relationship to Insured:

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:


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 Physician

	1. Patient’s Name:      
	2. Patient’s Birth date:      

	3. History

(a) When did symptoms first appear or accident occur?
Month
     

Day
  

Year
    

(b) Date patient ceased work because of disability
Month
     

Day
  

Year
    

(c) Has patient ever had same or similar condition?
 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no
(d) Is condition due to injury or sickness arising from patient’s employment?
 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no
 FORMCHECKBOX 
Unknown

	4. diagnosis
(a) Date of last examination 
Month
     

Day
  

Year
    

(b) Diagnosis (including any complications):
     

(c) Nature of condition:
 FORMCHECKBOX 
sickness
 FORMCHECKBOX 
injury
 FORMCHECKBOX 
Other; Explain      
(d) Subjective symptoms
     

(e) Objective findings (Including current X-rays, EKG’s, Laboratory Data and any clinical findings)     

     


	5. Dates of Treatment
(a) Date of first visit
Month
     

Day
  

Year
    

(b) Date of last visit
Month
     

Day
  

Year
    

(c) Frequency
 FORMCHECKBOX 
Weekly
 FORMCHECKBOX 
Monthly
 FORMCHECKBOX 
Other (Specify)      
(d) Is patient still under your care for this condition?
 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no

	6. Nature of Treatment (Including surgery and medications prescribed, if any)

     

	7. Progress
(a) Has patient
 FORMCHECKBOX 
Recovered
 FORMCHECKBOX 
Improved
 FORMCHECKBOX 
Unchanged
 FORMCHECKBOX 
Unchanged
(b) Is patient
 FORMCHECKBOX 
Ambulatory
 FORMCHECKBOX 
House Confined
 FORMCHECKBOX 
Bed Confined
 FORMCHECKBOX 
Hospital Confined
(c) Has patient been hospital confined
 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no

	8. Cardiac (If applicable)
(a) Functional Capacity 
 FORMCHECKBOX 
Class 1 (No limitation)
 FORMCHECKBOX 
Class 2 (Slight limitation)
 FORMCHECKBOX 
Class 3 (Marked limitation)
 FORMCHECKBOX 
Class 4 (Complete limitation)

Blood Pressure (last visit)
(American Heart Ass’n)
     
(Systolic/Diastotic)

	9. Physical Impairment (*as defined in Federal Dictionary of Tides)
 FORMCHECKBOX 

Class 1 – No limitation of functional capacity: capable of heavy work* No restriction. (0 – 10%)
 FORMCHECKBOX 

Class 2 – Medium manual activity* (15 – 30%)
 FORMCHECKBOX 

Class 3 – Slight limitation of functional capacity: capable of light work* (35 – 55%)
 FORMCHECKBOX 

Class 4 – Moderate limitation of functional capacity: capable of clerical/administrative (sedentary*) activity. (60 – 70%)
 FORMCHECKBOX 

Class 5 – Severe limitation of functional capacity: incapable of minimum (sedentary*) activity. (75 – 100%)
Remarks:      

	10. Mental / Nervous Impairment (if applicable)
(a) Define “Strees” as it applies to this claimant:
(b) What stress and problems in interpersonal relations has claimant had on job?
 FORMCHECKBOX 

Class 1 – Patient is able to function under stress and engage in interpersonal relations (no limitations)
 FORMCHECKBOX 

Class 2 – Patient is able to function in most stress situations and engage in most interpersonal relations (slight limitations)
 FORMCHECKBOX 

Class 3 – Patient is able to engage in only limited stress situations and engage in only limited interpersonal relations (moderate limitations)
 FORMCHECKBOX 

Class 4 – Patient is unable to engage in stress situations or engage in interpersonal relations (marked limitations)
 FORMCHECKBOX 

Class 5 – Patient has significant loss of psychological, physiological, personal and social adjustment (severe limitations)
Remarks:      
(c) Do you believe the patient is competent to endorse checks and direct the use of the proceeds thereof?
 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no

	11. Prognosis
(a) Is patient now totally disabled?

	
Patient’s Job

 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no 
	
Any Other Work

 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no

	(b) What duties of patient’s job is he/she incapable of performing?


	(c) Do you expect a fundamental of marked change in the future?

	 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no
	 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no

	(1) If Yes, when will patient recover sufficiently to perform duties?

	                         


Mo.        Day       Year
	 FORMCHECKBOX 
1 mo.
 FORMCHECKBOX 
3-6 mos

 FORMCHECKBOX 
1-3 mos.
 FORMCHECKBOX 
Never
	                         


Mo.        Day       Year
	 FORMCHECKBOX 
1 mo.
 FORMCHECKBOX 
3-6 mos.

 FORMCHECKBOX 
1-3 mos.
 FORMCHECKBOX 
Never

	(2) If No, please explain

	

	12. Rehabilitation

(a) Is patient a suitable candidate for further rehabilitation services? (i.e. cardio pulmonary program, speech therapy, etc.)

	
Patient’s Job

 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no
	
Any Other Work


 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no

	(b) Can present job be modified to allow for handling with impairment?

	 FORMCHECKBOX 
yes
 FORMCHECKBOX 
no
	

	(c) When could trial employment commence?

	                         


Mo.        Day       Year
	 FORMCHECKBOX 
Full Time
 FORMCHECKBOX 
Part Time
	                         


Mo.        Day       Year
	 FORMCHECKBOX 
Full Time
 FORMCHECKBOX 
Part Time


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

(
)

phone number





(city / state / zip)[image: image1.jpg]
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