
For use with policies issued by the following Unum Group [“Unum”] subsidiaries:

Unum Life Insurance Company of America Provident Life and Accident Insurance Company 

OUR COMMITMENT TO YOU

:H�XQGHUVWDQG�DQ�LOOQHVV�RU�LQMXU\�FUHDWHV�HPRWLRQDO��SK\VLFDO�DQG�¿QDQFLDO�FKDOOHQJHV�DQG�ZH�ZDQW�WR�GR�ZKDWHYHU�ZH�FDQ�
to help you. You have our commitment to provide you with responsive service and to be understanding and sensitive to your 
circumstances during the claim process.

INSTRUCTIONS

When should you use this claim form?

8VH�WKLV�FODLP�IRUP�WR�VXEPLW�D�FULWLFDO�LOOQHVV�VSHFL¿HG�GLVHDVH�DQG�RU�FDQFHU�FODLP�WR�8QXP��7KLV�IRUP�VKRXOG�EH�XVHG�IRU�WKH�
following types of claims only:

�� 9ROXQWDU\�%HQH¿WV�&ULWLFDO�,OOQHVV�6SHFL¿HG�'LVHDVH

�� 9ROXQWDU\�%HQH¿WV�&DQFHU

�� *URXS�&ULWLFDO�,OOQHVV�6SHFL¿HG�'LVHDVH

�� *URXS�&DQFHU

If you are covered for more than one of these products, you only have to complete this one form. 

Who is responsible for completing this claim form?

7KH�LQIRUPDWLRQ�SURYLGHG�RQ�WKLV�FODLP�IRUP�ZLOO�EH�XVHG�WR�HYDOXDWH�\RXU�HOLJLELOLW\�IRU�FULWLFDO�LOOQHVV�VSHFL¿HG�GLVHDVH�DQG�RU�
FDQFHU�EHQH¿WV��,QFRPSOHWH�RU�LOOHJLEOH�DQVZHUV�PD\�UHVXOW�LQ�D�GHOD\�RI�EHQH¿W�FRQVLGHUDWLRQ��3OHDVH�HQFORVH�DQ\�DGGLWLRQDO�
information you feel will assist us in the evaluation of your claim.

�� Insured/Patient Statement (pages 4-6): Please complete this section of the claim form and fax it to 1-800-447-2498. If you 
SUHIHU��\RX�PD\�PDLO�LW�WR�WKH�DGGUHVV�QRWHG�DERYH��,I�\RX�DUH�DSSO\LQJ�IRU�9ROXQWDU\�%HQH¿WV�&DQFHU�RU�*URXS�&DQFHU�EHQH¿WV��
SOHDVH�DWWDFK�LWHPL]HG�ELOOV�LQGLFDWLQJ�WKH�,&'�GLDJQRVLV�FRGH��WKH�&37���SURFHGXUH�FRGH��DQG�WKH�GDWHV�RI�WUHDWPHQW��DORQJ�
ZLWK�D�FRS\�RI�WKH�SDWKRORJ\�UHSRUW��,I�\RX�DUH�DSSO\LQJ�IRU�WKH�+HDOWK�6FUHHQLQJ�:HOOQHVV�%HQH¿W�RQO\��SOHDVH�FRPSOHWH�
VHFWLRQV�$��%��&��DQG�*�

�� 3OHDVH�FRPSOHWH�WKH�QDPH�DQG�GDWH�RI�ELUWK�¿HOGV�DW�WKH�WRS�RI�HYHU\�SDJH�IRU�HDV\�LGHQWL¿FDWLRQ�SXUSRVHV�LQ�FDVH�WKH�SDJHV�
become separated.

�� Authorization to Share Information with Third Parties (page 7): If you wish to give us permission to share the details of your 
claim with a third party (such as your spouse, son, daughter, friend, etc.), please sign and date this form and fax it to 1-800-447-
2498. If you prefer, you may mail it to the address noted above.

�� $WWHQGLQJ�3K\VLFLDQ�6WDWHPHQW��SDJHV������ Please complete Part I of this statement, then give this section of the claim form 
to the physician or treating provider primarily responsible for your care and ask him/her to complete Part II. Your physician or 
treating provider should fax the completed form to 1-800-447-2498 or mail it to the address noted above. If you are applying for 
WKH�+HDOWK�6FUHHQLQJ�:HOOQHVV�%HQH¿W��WKLV�VWDWHPHQW�LV�QRW�UHTXLUHG��8QXP�LV�QRW�UHVSRQVLEOH�IRU�H[SHQVHV�DVVRFLDWHG�ZLWK�WKH�
completion of this form.

�� Insured/Patient Authorization (last page): Please sign and date this form, provide a copy to your attending physician, and fax 
LW�WR�����������������,I�\RX�SUHIHU��\RX�PD\�PDLO�LW�WR�WKH�DGGUHVV�QRWHG�DERYH��7KLV�IRUP�DXWKRUL]HV�WKH�UHOHDVH�RI�PHGLFDO�DQG�
other types of information needed to evaluate your claim.

Questions?

,I��DW�DQ\�WLPH��\RX�KDYH�TXHVWLRQV�DERXW�WKH�FODLP�SURFHVV�RU�QHHG�KHOS�WR�FRPSOHWH�WKLV�IRUP��SOHDVH�FDOO�WKH�DERYH�WROO�IUHH�
QXPEHU��2XU�&RQWDFW�&HQWHU�LV�VWDIIHG�ZLWK�H[SHULHQFHG�SURIHVVLRQDOV�ZKR�FDQ�EH�FRQWDFWHG�IURP���D�P��WR���S�P��(DVWHUQ�7LPH��
Monday through Friday.
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CANCER CLAIM FORM
CRITICAL ILLNESS/SPECIFIED DISEASE CLAIM FORM

7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������

7ROO�IUHH����������������� )D[����������������
&DOO�WROO�IUHH�0RQGD\�WKURXJK�)ULGD\����D�P��WR���S�P��(DVWHUQ�7LPH�



 IInstructions (continued) / Claim Fraud Statements

Fraud Warning
)RU�\RXU�SURWHFWLRQ��WKH�ODZV�RI�VHYHUDO�VWDWHV��LQFOXGLQJ�$ODVND��$UL]RQD��$UNDQVDV��'HODZDUH��,GDKR��
,QGLDQD��/RXLVLDQD��0DLQH��0DU\ODQG��1HZ�0H[LFR��2KLR��2NODKRPD��5KRGH�,VODQG��7HQQHVVHH��7H[DV��
9LUJLQLD��:DVKLQJWRQ��DQG�:HVW�9LUJLQLD�UHTXLUH�WKH�IROORZLQJ�VWDWHPHQW�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

Any person who knowingly and with the intent to injure, defraud or deceive an insurance company presents 
D�IDOVH�RU�IUDXGXOHQW�FODLP�IRU�SD\PHQW�RI�D�ORVV�RU�EHQH¿W�RU�NQRZLQJO\�SUHVHQWV�IDOVH�LQIRUPDWLRQ�LQ�DQ�
DSSOLFDWLRQ�IRU�LQVXUDQFH�LV�JXLOW\�RI�D�FULPH�DQG�PD\�EH�VXEMHFW�WR�¿QHV�DQG�FRQ¿QHPHQW�LQ�SULVRQ�

Fraud Warning for Alabama Residents
)RU�\RXU�SURWHFWLRQ��$ODEDPD�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

$Q\�SHUVRQ�ZKR�NQRZLQJO\�SUHVHQWV�D�IDOVH�RU�IUDXGXOHQW�FODLP�IRU�SD\PHQW�RI�D�ORVV�RU�EHQH¿W�RU�ZKR�NQRZLQJO\�SUHVHQWV�IDOVH�
LQIRUPDWLRQ�LQ�DQ�DSSOLFDWLRQ�IRU�LQVXUDQFH�LV�JXLOW\�RI�D�FULPH�DQG�PD\�EH�VXEMHFW�WR�UHVWLWXWLRQ�¿QHV�RU�FRQ¿QHPHQW�LQ�SULVRQ��RU�

any combination thereof. 

Fraud Warning for California Residents
)RU�\RXU�SURWHFWLRQ��&DOLIRUQLD�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to 
¿QHV�DQG�FRQ¿QHPHQW�LQ�VWDWH�SULVRQ�

Fraud Warning for Colorado Residents
)RU�\RXU�SURWHFWLRQ��&RORUDGR�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose 
RI�GHIUDXGLQJ�RU�DWWHPSWLQJ�WR�GHIUDXG�WKH�FRPSDQ\��3HQDOWLHV�PD\�LQFOXGH�LPSULVRQPHQW��¿QHV��GHQLDO�RI�LQVXUDQFH��DQG�FLYLO�
damages. Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading 
facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or 
FODLPDQW�ZLWK�UHJDUG�WR�D�VHWWOHPHQW�RU�DZDUG�SD\DEOH�IURP�LQVXUDQFH�SURFHHGV�VKDOO�EH�UHSRUWHG�WR�WKH�&RORUDGR�'LYLVLRQ�RI�
,QVXUDQFH�ZLWKLQ�WKH�'HSDUWPHQW�RI�5HJXODWRU\�$JHQFLHV�

Fraud Warning for District of Columbia Residents
)RU�\RXU�SURWHFWLRQ��WKH�'LVWULFW�RI�&ROXPELD�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any 
RWKHU�SHUVRQ��3HQDOWLHV�LQFOXGH�LPSULVRQPHQW�DQG�RU�¿QHV��,Q�DGGLWLRQ��DQ�LQVXUHU�PD\�GHQ\�LQVXUDQFH�EHQH¿WV��LI�IDOVH�LQIRUPDWLRQ�
materially related to a claim was provided by the applicant.

Fraud Warning for Florida Residents
)RU�\RXU�SURWHFWLRQ��)ORULGD�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

$Q\�SHUVRQ�ZKR�NQRZLQJO\�DQG�ZLWK�LQWHQW�WR�LQMXUH��GHIUDXG�RU�GHFHLYH�DQ\�LQVXUHU��¿OHV�D�VWDWHPHQW�RI�FODLP�RU�DQ�DSSOLFDWLRQ�
containing false, incomplete or misleading information is guilty of a felony of the third degree.

Fraud Warning for Kentucky Residents
)RU�\RXU�SURWHFWLRQ��.HQWXFN\�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

$Q\�SHUVRQ�ZKR�NQRZLQJO\�DQG�ZLWK�LQWHQW�WR�GHIUDXG�DQ\�LQVXUDQFH�FRPSDQ\�RU�RWKHU�SHUVRQ�¿OHV�D�VWDWHPHQW�RI�FODLP�FRQWDLQLQJ�
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.

Fraud Warning for Minnesota Residents
)RU�\RXU�SURWHFWLRQ��0LQQHVRWD�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

$�SHUVRQ�ZKR�¿OHV�D�FODLP�ZLWK�LQWHQW�WR�GHIUDXG�RU�KHOSV�FRPPLW�D�IUDXG�DJDLQVW�DQ�LQVXUHU�LV�JXLOW\�RI�D�FULPH�

Fraud Warning for New Hampshire Residents
)RU�\RXU�SURWHFWLRQ��1HZ�+DPSVKLUH�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

$Q\�SHUVRQ�ZKR��ZLWK�D�SXUSRVH�WR�LQMXUH��GHIUDXG��RU�GHFHLYH�DQ\�LQVXUDQFH�FRPSDQ\��¿OHV�D�VWDWHPHQW�RI�FODLP�FRQWDLQLQJ�DQ\�
IDOVH��LQFRPSOHWH��RU�PLVOHDGLQJ�LQIRUPDWLRQ�LV�VXEMHFW�WR�SURVHFXWLRQ�DQG�SXQLVKPHQW�IRU�LQVXUDQFH�IUDXG��DV�SURYLGHG�LQ�56$�
�������

CANCER CLAIM FORM
CRITICAL ILLNESS/SPECIFIED DISEASE CLAIM FORM
7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
7ROO�IUHH����������������� )D[����������������
&DOO�WROO�IUHH�0RQGD\�WKURXJK�)ULGD\����D�P��WR���S�P��(DVWHUQ�7LPH�
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 IInstructions (continued) / Claim Fraud Statements

Fraud Warning for New Jersey Residents
)RU�\RXU�SURWHFWLRQ��1HZ�-HUVH\�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

$Q\�SHUVRQ�ZKR�NQRZLQJO\�DQG�ZLWK�LQWHQW�WR�GHIUDXG�DQ\�LQVXUDQFH�FRPSDQ\�RU�RWKHU�SHUVRQV��¿OHV�D�VWDWHPHQW�RI�FODLP�
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, subject to criminal prosecution and civil penalties. 

Fraud Warning for New York Residents
)RU�\RXU�SURWHFWLRQ��1HZ�<RUN�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

$Q\�SHUVRQ�ZKR�NQRZLQJO\�DQG�ZLWK�WKH�LQWHQW�WR�GHIUDXG�DQ\�LQVXUDQFH�FRPSDQ\�RU�RWKHU�SHUVRQ�¿OHV�DQ�
application for insurance or 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 
DFW��ZKLFK�LV�D�FULPH��DQG�VKDOO�DOVR�EH�VXEMHFW�WR�D�FLYLO�SHQDOW\�QRW�WR�H[FHHG�¿YH�WKRXVDQG�GROODUV�DQG�WKH�
stated value of the claim for each such violation.

Fraud Warning for Pennsylvania Residents
)RU�\RXU�SURWHFWLRQ��3HQQV\OYDQLD�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

$Q\�SHUVRQ�ZKR�NQRZLQJO\�DQG�ZLWK�LQWHQW�WR�GHIUDXG�DQ\�LQVXUDQFH�FRPSDQ\�RU�RWKHU�SHUVRQ�¿OHV�DQ�DSSOLFDWLRQ�IRU�LQVXUDQFH�RU�
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 subjects such person to criminal and civil 
penalties.

Fraud Warning for Puerto Rico Residents
)RU�\RXU�SURWHFWLRQ��3XHUWR�5LFR�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

Any person who knowingly and with the intention of defrauding presents false information in an insurance application, or presents, 
KHOSV��RU�FDXVHV�WKH�SUHVHQWDWLRQ�RI�D�IUDXGXOHQW�FODLP�IRU�WKH�SD\PHQW�RI�D�ORVV�RU�DQ\�RWKHU�EHQH¿W��RU�SUHVHQWV�PRUH�WKDQ�
one claim for the same damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each violation with the 
SHQDOW\�RI�D�¿QH�RI�QRW�OHVV�WKDQ�¿YH�WKRXVDQG�GROODUV����������DQG�QRW�PRUH�WKDQ�WHQ�WKRXVDQG�GROODUV������������RU�D�¿[HG�WHUP�
of imprisonment for three (3) years, or both penalties. If aggravating circumstances are present, the penalty thus established may 
EH�LQFUHDVHG�WR�D�PD[LPXP�RI�¿YH�����\HDUV��LI�H[WHQXDWLQJ�FLUFXPVWDQFHV�DUH�SUHVHQW��LW�PD\�EH�UHGXFHG�WR�D�PLQLPXP�RI�WZR�����
years.



 INSURED/PATIENT STATEMENT (PLEASE PRINT)
A. Information About the Insured

/DVW�1DPH� 6XI¿[� )LUVW�1DPH� 0,�

'DWH�RI�%LUWK��PP�GG�\\��� 6RFLDO�6HFXULW\�1XPEHU� *HQGHU�

  

Home Address

&LW\� 6WDWH� =LS

+RPH�7HOHSKRQH�1XPEHU� &HOOXODU�7HOHSKRQH�1XPEHU� :RUN�7HOHSKRQH�1XPEHU�

Policy Number(s)  Preferred e-mail address

Language Preference � English �� 6SDQLVK

Please check all types of coverage you have with Unum.

��6KRUW�7HUP�'LVDELOLW\� ��/RQJ�7HUP�'LVDELOLW\� ��,QGLYLGXDO�'LVDELOLW\� � Life Insurance

Policy # Policy # Policy # Policy #

��9ROXQWDU\�%HQH¿WV�'LVDELOLW\�� ��9ROXQWDU\�%HQH¿WV�$FFLGHQW�,QVXUDQFH� ��9ROXQWDU\�%HQH¿WV�0HG6XSSRUW�,QVXUDQFH 

Policy # Policy # Policy #

:KLOH�WKHUH�LV�QR�OHJDO�UHTXLUHPHQW�IRU�\RX�WR�SURYLGH�LQIRUPDWLRQ�UHJDUGLQJ�RWKHU�SROLFLHV�\RX�PD\�KDYH�ZLWK�8QXP��WKLV�LQIRUPDWLRQ�ZLOO�KHOS�XV�LGHQWLI\�DQ\�RWKHU�
FRYHUDJH�\RX�KDYH�ZLWK�XV�IRU�ZKLFK�\RX�PD\�EH�HOLJLEOH�WR�¿OH�D�FODLP��)DLOXUH�WR�SURYLGH�WKH�UHTXHVWHG�LQIRUPDWLRQ�PD\�GHOD\�FODLP�LQLWLDWLRQ�XQGHU�WKH�DGGLWLRQDO�
policy or policies.

B. Information About the Patient - Check One �� 6HOI� �� 6SRXVH� �� 'RPHVWLF�3DUWQHU� � Child

/DVW�1DPH� 6XI¿[�� )LUVW�1DPH� 0,�

'DWH�RI�%LUWK��PP�GG�\\��� 6RFLDO�6HFXULW\�1XPEHU� *HQGHU�  
  � Male 
  � Female  
Home Address

&LW\� 6WDWH� =LS 
 

Are you currently working? � Yes � No  If no, what was your last date worked?  

&��,QIRUPDWLRQ�$ERXW�<RXU�+HDOWK�6FUHHQLQJ�:HOOQHVV�%HQH¿W�&ODLP�&RPSOHWH�WKLV�VHFWLRQ�IRU�+HDOWK�6FUHHQLQJ�:HOOQHVV�%HQH¿W�FODLPV�RQO\��WKHQ�JR�WR�
section G. It is not necessary to provide proof that the test/x-ray was performed.

Please check all tests performed for this patient.
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7KH�%HQH¿WV�&HQWHU
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7ROO�IUHH����������������� )D[����������������
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! Male
! Female

-

-

!� %ORRG�7HVW�IRU�7ULJO\FHULGHV!� %RQH�0DUURZ�$VSLUDWLRQ�%LRSV\�!� %UHDVW�8OWUDVRXQG�!� &$�������%ORRG�7HVW�IRU�%UHDVW�
 Cancer) !� &$������%ORRG�7HVW�IRU�2YDULDQ�
 Cancer) !� &($��%ORRG�7HVW�IRU�&RORQ�&DQFHU��!� &DURWLG�'RSSOHU�! Chest X-Ray ! Colonoscopy! Echocardiogram

! Electrocardiogram !� )DVWLQJ�%ORRG�*OXFRVH�7HVW! Fasting Plasma Glucose (FPG)!� 7ZR�+RXU�3RVW�/RDG�3ODVPD
 Glucose (2 Hour PG)! Hemoglobin A1C (HbA1c)!� )OH[LEOH�6LJPRLGRVFRS\!� +HPRFXOW�6WRRO�$QDO\VLV! Mammography!� 3DS�6PHDU!� 36$��%ORRG�7HVW�IRU�3URVWDWH�&DQFHU�

!� 6HUXP�&KROHVWHURO�7HVW�WR
� 'HWHUPLQH�/HYHO�RI�+'/�DQG�/'/!� 6HUXP�3URWHLQ�7HVW�WR
� 'HWHUPLQH�/HYHO�RI�+'/�DQG�/'/!� 6HUXP�3URWHLQ�(OHFWURSKRUHVLV 
 (blood test for myeloma)!� 6NLQ�&DQFHU�%LRSV\!� 6WUHVV�7HVW�RQ�%LF\FOH�RU�7UHDGPLOO!� 6NLQ�&DQFHU�%LRSV\!� 7KHUPRJUDSK\!� 7KLQ�3UHS�3DS�7HVW!� 9LUWXDO�&RORQRVFRS\

'DWH�V��WHVW�V��SHUIRUPHG�



 INSURED/PATIENT STATEMENT (Continued)
,QVXUHG¶V�1DPH��/DVW�1DPH��6XI¿[��)LUVW�1DPH��0,�� � � 'DWH�RI�%LUWK��PP�GG�\\� 

D. Information About the Condtion(s) Causing the Illness �&RPSOHWH�WKLV�VHFWLRQ�IRU�&ULWLFDO�,OOQHVV�6SHFL¿HG�'LVHDVH�FODLPV�RQO\�

3OHDVH�FKHFN�WKH�LOOQHVV�IRU�ZKLFK�\RX�DUH�¿OLQJ�WKLV�FODLP�

�� %HQLJQ�%UDLQ�7XPRU� �� &RPD�DV�WKH�UHVXOW�RI�VHYHUH�7UDXPDWLF�%UDLQ�,QMXU\� � Major Organ Failure
�� %OLQGQHVV� �� &RURQDU\�$UWHU\�%\SDVV�*UDIW� �� 2FFXSDWLRQDO�+,9
� Cancer � Cystic Fibrosis � Permanent Paralysis as the result of a Covered Accident
�� &DUFLQRPD�LQ�6LWX� �� 'RZQ�6\QGURPH� �� 6SLQD�%L¿GD
� Cerebral Palsy �� (QG�6WDJH�5HQDO��NLGQH\��)DLOXUH� �� 6WURNH
� Cleft Lip or Palate � Heart Attack (Myocardial Infarction)

'DWH�RI�¿UVW�WUHDWPHQW�IRU�WKLV�FRQGLWLRQ��PP�GG�\\��� 
 

E. Information About Physicians and Hospitals

Please provide the following information about your current treatment provider(s). If you are being treated by more than two providers, please share the following 
information for each provider on a separate sheet of paper and include it with this form. 
   
   (    ) 
1.____________________________________ ________________________________________________ _______________________________
� 3ULPDU\�&DUH�3K\VLFLDQ�1DPH� 0DLOLQJ�$GGUHVV� 7HOHSKRQH�1R�
   (    )

____________________________________ ________________________________________________ _______________________________
6SHFLDOW\� &LW\� 6WDWH� =LS� )D[�1R�
 
____________________________________ ________________________________________________ 
'DWH�RI�)LUVW�9LVLW��PP�GG�\\�� 'DWH�RI�1H[W�9LVLW��PP�GG�\\�

     (    )
2.____________________________________ ________________________________________________ _______________________________
� 7UHDWLQJ�3K\VLFLDQ�1DPH� 0DLOLQJ�$GGUHVV� 7HOHSKRQH�1R�
   (    )

____________________________________ ________________________________________________ _______________________________
6SHFLDOW\� &LW\� 6WDWH� =LS� )D[�1R�
 
____________________________________ ________________________________________________ 
'DWH�RI�)LUVW�9LVLW��PP�GG�\\�� 'DWH�RI�1H[W�9LVLW��PP�GG�\\�� � � � �

   
Please list any recent hospital visits/admissions. If you have had more than two recent hospital visits/admissions, please share the following information for each 
visit/admission on a separate sheet of paper and include it with this form. 
  
1.____________________________________ ________________________________________________ _______________________________
� +RVSLWDO� $GGUHVV� 'DWH�RI�9LVLW�$GPLVVLRQ��PP�GG�\\�
   

____________________________________ ________________________________________________ _______________________________
3URFHGXUH� &LW\� 6WDWH� =LS� 'DWH�RI�'LVFKDUJH��PP�GG�\\�

2.____________________________________ ________________________________________________ _______________________________
� +RVSLWDO� $GGUHVV� 'DWH�RI�9LVLW�$GPLVVLRQ��PP�GG�\\�
   

____________________________________ ________________________________________________ _______________________________
3URFHGXUH� &LW\� 6WDWH� =LS� 'DWH�RI�'LVFKDUJH��PP�GG�\\��
 

F. Tax Considerations
%HQH¿W�SD\PHQWV�XQGHU�WKLV�SROLF\�FRXOG�EH�FRQVLGHUHG�WD[DEOH�LQFRPH�WR�WKH�H[WHQW�\RX�SD\�SUHPLXPV�RQ�D�SUH�WD[�EDVLV�RU�\RXU�HPSOR\HU�SD\V�SUHPLXPV�
ZLWKRXW�LQFOXGLQJ�WKHP�LQ�\RXU�LQFRPH��8QXP�UHSRUWV�WD[DEOH�LQFRPH�WR�\RX�DQG�WKH�,56�DV�UHTXLUHG�RQ�IRUP������0,6&��(YHU\�WD[�VLWXDWLRQ�LV�XQLTXH��<RX�VKRXOG�
VHHN�LQGHSHQGHQW�DGYLFH�LI�\RX�KDYH�TXHVWLRQV�DERXW�\RXU�SHUVRQDO�WD[�VLWXDWLRQ�

&/�������������� �

CANCER CLAIM FORM
CRITICAL ILLNESS/SPECIFIED DISEASE CLAIM FORM
7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
7ROO�IUHH����������������� )D[����������������
&DOO�WROO�IUHH�0RQGD\�WKURXJK�)ULGD\����D�P��WR���S�P��(DVWHUQ�7LPH�



CANCER CLAIM FORM
CRITICAL ILLNESS/SPECIFIED DISEASE CLAIM FORM
7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
7ROO�IUHH����������������� )D[����������������
&DOO�WROO�IUHH�0RQGD\�WKURXJK�)ULGD\����D�P��WR���S�P��(DVWHUQ�7LPH�

&/�������������� �

 INSURED/PATIENT STATEMENT (Continued)
,QVXUHG¶V�1DPH��/DVW�1DPH��6XI¿[��)LUVW�1DPH��0,�� � � 'DWH�RI�%LUWK��PP�GG�\\� 

Fraud Warning: )RU�\RXU�SURWHFWLRQ��$UL]RQD�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

Any person who knowingly and with the intent to injure, defraud or deceive an insurance company presents a 
IDOVH�RU�IUDXGXOHQW�FODLP�IRU�SD\PHQW�RI�D�ORVV�RU�EHQH¿W�RU�NQRZLQJO\�SUHVHQWV�IDOVH�LQIRUPDWLRQ�LQ�DQ�DSSOLFDWLRQ�
IRU�LQVXUDQFH�LV�JXLOW\�RI�D�FULPH�DQG�PD\�EH�VXEMHFW�WR�¿QHV�DQG�FRQ¿QHPHQW�LQ�SULVRQ�

 
Fraud Warning: )RU�\RXU�SURWHFWLRQ��1HZ�<RUN�ODZ�UHTXLUHV�WKH�IROORZLQJ�WR�DSSHDU�RQ�WKLV�FODLP�IRUP�

$Q\�SHUVRQ�ZKR�NQRZLQJO\�DQG�ZLWK�WKH�LQWHQW�WR�GHIUDXG�DQ\�LQVXUDQFH�FRPSDQ\�RU�RWKHU�SHUVRQ�¿OHV�DQ�DSSOLFD-
tion for insurance or 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, 
DQG�VKDOO�DOVR�EH�VXEMHFW�WR�D�FLYLO�SHQDOW\�QRW�WR�H[FHHG�¿YH�WKRXVDQG�GROODUV�DQG�WKH�VWDWHG�YDOXH�RI�WKH�FODLP�IRU�
each such violation.

G. Signature of Insured
I have read and understand the fraud notices listed on pages 2-3 of this form. I also acknowledge that should my claim be over-
paid for any reason it is my obligation to repay any such overpayment. 
7KH�DERYH�VWDWHPHQWV�DUH�WUXH�DQG�FRPSOHWH�WR�WKH�EHVW�RI�P\�NQRZOHGJH�DQG�EHOLHI���<RXU�VLJQDWXUH�LV�UHTXLUHG�IRU�EHQH¿W�
consideration.) 
 

X 
____________________________________________________________________ ________________________________  
Signature     Date
 
 
I signed on behalf of the insured, as ____________________________ (indicate relationship). If Power of Attorney, Guardian 
or Conservator, please attach a copy of the document granting authority. 

 



 OPTIONAL - DISCLOSING INFORMATION TO THIRD PARTIES

<RX�DUH�QRW�UHTXLUHG�WR�VLJQ�WKLV�2SWLRQDO�$XWKRUL]DWLRQ��+RZHYHU��LI�\RX�ZRXOG�OLNH�XV�WR�FRPPXQLFDWH�
with a family member, friend or other third party about your claim, we recommend completing the 
information below. Please sign and date the form as indicated and mail or fax it to the address or fax 
number indicated above.

Optional Authorization to Disclose Information to Third Parties
7R�DVVLVW�LQ�WKH�HYDOXDWLRQ�RU�DGPLQLVWUDWLRQ�RI�P\�FODLP�V���,�DXWKRUL]H�8QXP�*URXS��LWV�VXEVLGLDULHV�
DQG�GXO\�DXWKRUL]HG�UHSUHVHQWDWLYHV��³8QXP´��WR�VKDUH�SHUVRQDO�KHDOWK�DQG�¿QDQFLDO�LQIRUPDWLRQ�
relating to my claim with the family members, friends, and/or other third parties listed below:
0\�6SRXVH��BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
� �1DPH�� � �7HOHSKRQH�1XPEHU��� � �
 
Other Family Member: __________________________________________________________
���������� � � �1DPH���5HODWLRQVKLS�� �7HOHSKRQH�1XPEHU�
Other person: _________________________________________________________________ 
� �1DPH���5HODWLRQVKLS�� �7HOHSKRQH�1XPEHU�
I authorize Unum to leave messages about my claim on my voicemail / answering machine. 
� Yes � No
I understand that information about my claim may include information about my health and that such 
information about my health may be related to any disorder of the immune system including, but not 
OLPLWHG�WR��+,9�DQG�$,'6��XVH�RI�GUXJV�DQG�DOFRKRO��DQG�PHQWDO�DQG�SK\VLFDO�KLVWRU\��FRQGLWLRQ��DGYLFH�
or treatment, but does not include psychotherapy notes.
I do not wish the following information about my claim to be shared (leave blank if not applicable): 
_____________________________________________________________________________
I further understand that the information is subject to redisclosure and might not be protected by certain 
federal regulations governing the privacy of health information.
I may revoke this authorization in writing at any time except to the extent Unum or the authorized 
recipient of my information has relied on it prior to receiving my notice of revocation. I may revoke this 
Authorization by sending written notice to the address above.
7KLV�DXWKRUL]DWLRQ�LV�YDOLG�IRU�WKH�VKRUWHU�RI�WZR�����\HDUV�RU�WKH�GXUDWLRQ�RI�P\�FODLP��,�PD\�UHTXHVW�D�
copy of the Authorization and a copy shall be as valid as the original.
______________________________________________________ ____________________ 
,QVXUHG�3DWLHQW�6LJQDWXUH�� � � � � � � 'DWH
______________________________________________________ ____________________
3ULQWHG�1DPH� � � � � � � � � 6RFLDO�6HFXULW\�1XPEHU
I signed on behalf of the claimant as ___________________________ (indicate relationship). If Power 
RI�$WWRUQH\�'HVLJQHH��3HUVRQDO�5HSUHVHQWDWLYH��*XDUGLDQ��RU�&RQVHUYDWRU��SOHDVH�DWWDFK�D�FRS\�RI�WKH�
document granting authority.
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CANCER CLAIM FORM
CRITICAL ILLNESS/SPECIFIED DISEASE CLAIM FORM
7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
7ROO�IUHH����������������� )D[����������������
&DOO�WROO�IUHH�0RQGD\�WKURXJK�)ULGD\����D�P��WR���S�P��(DVWHUQ�7LPH�



 ATTENDING PHYSICIAN STATEMENT (PLEASE PRINT)
PART I: TO BE COMPLETED BY INSURED/PATIENT

,QVXUHG�1DPH��/DVW�1DPH��6XI¿[��)LUVW�1DPH��0,�� � � ,QVXUHG�6RFLDO�6HFXULW\�1XPEHU

3DWLHQW�1DPH��/DVW�1DPH��6XI¿[��)LUVW�1DPH��0,�� � � 3DWLHQW�6RFLDO�6HFXULW\�1XPEHU

Patient Relationship to Insured: !� 6HOI� !� 6SRXVH� !� 'RPHVWLF�3DUWQHU� !� &KLOG� � 3DWLHQW�'DWH�RI�%LUWK��PP�GG�\\�

Patient Gender: ! Male ! Female

PART II: TO BE COMPLETED BY ATTENDING PHYSICIAN OR TREATING PROVIDER 
Instructions: 3OHDVH�FRPSOHWH�DOO�DSSOLFDEOH�TXHVWLRQV�DQG�SURYLGH�FRSLHV�RI�VXSSRUWLQJ�UHSRUWV��VXFK�DV�RI¿FH�QRWHV��PHGLFDO�UHFRUGV��FRQVXOWDWLRQV��DQG�RU�
testing. Please sign and date the form.

Complete these questions for all medical conditions

Diagnosis Information
'LDJQRVLV��� � � � � � � � � ,&'�&RGH� 

'DWH�RI�'LDJQRVLV�� � � � � � � � � 'DWH�\RX�ZHUH�¿UVW�FRQVXOWHG�IRU�WKLV�FRQGLWLRQ��PP�GG�\\�� 

Please check the condition(s) that applies to this patient and provide the test results, operative reports, pathology reports, and/or your detailed medical statement 
DV�UHTXLUHG�IRU�WKH�FRQGLWLRQ�V��LQGLFDWHG�EHORZ��FKHFN�DOO�WKDW�DSSO\�� 

Condition Medical Documentation Other Pertinent Information
!�%HQLJQ�%UDLQ�7XPRU� 7LVVXH�%LRSV\�
!�%OLQGQHVV� 0HWULF�$FXLW\�RU�6QHOOHQ�(�&KDUW�$FXLW\� 9LVXDO�$FXLW\�DIWHU�FRUUHFWLRQ�/BBBBB�5BBBB
� 0HDVXUHPHQWV� 9LVXDO�)LHOG�5HVWULFWLRQ�/BBBBB�5BBBBB
!�&DQFHU� 3DWKRORJ\�5HSRUW�DQG�RU�&OLQLFDO�'LDJQRVLV� 6WDJH��BBBBBBBB�*UDGH��BBBBBBBBBBBBBBBBBBBBBBBBBBBB
!�&DUFLQRPD�LQ�6LWX� 3DWKRORJ\�5HSRUW�DQG�RU�&OLQLFDO�'LDJQRVLV�
!�&HUHEUDO�3DOV\� &OLQLFDO�'LDJQRVLV�
!�&OHIW�/LS�RU�3DODWH� &OLQLFDO�'LDJQRVLV�
!�&RPD��UHVXOWLQJ�IURP�VHYHUH� &OLQLFDO�'LDJQRVLV� +DV�SDWLHQW�H[SHULHQFHG�D�FRQWLQXRXV�VWDWH�RI�XQFRQVFLRXVQHVV�IRU����RU�� �
  traumatic brain injury)  more consecutive days? ! Yes ! No
� � 'LG�SDWLHQW�UHTXLUH�LQWXEDWLRQ"�! Yes ! No
!�&RURQDU\�$UWHU\�%\SDVV�6XUJHU\� 6XUJLFDO�UHSRUW�
!�&\VWLF�)LEURVLV� &OLQLFDO�'LDJQRVLV�
!�'RZQ�6\QGURPH� &OLQLFDO�'LDJQRVLV�
!�(QG�6WDJH�5HQDO�)DLOXUH� &OLQLFDO�'LDJQRVLV� 'RHV�SDWLHQW�KDYH�FKURQLF�LUUHYHUVLEOH�IXQFWLRQ�RI�ERWK�NLGQH\V"�! Yes ! No
� � 'RHV�SDWLHQW�UHTXLUH�UHJXODU�KHPRGLDO\VLV�RU�SHULWRQHDO�GLDO\VLV"�! Yes ! No
! Heart Attack Any of the following: Electrocardiograph 
 (EKG), cardiac enzymes, thallium scans, 
 MUGA scans, stress echocardiogram 
!�0DMRU�2UJDQ�7UDQVSODQW�)DLOXUH� 6XUJLFDO�5HSRUW�� ,V�WKH�SDWLHQW�RQ�WKH�8126�OLVW"�! Yes ! No 
� � ,I�\HV��GDWH�DGGHG�WR�8126�OLVW��BBBBBBBBBBBB
!�2FFXSDWLRQDO�+,9� &OLQLFDO�'LDJQRVLV�
!�3HUPDQHQW�3DUDO\VLV� &OLQLFDO�'LDJQRVLV�
!�6SLQD�%L¿GD� &OLQLFDO�'LDJQRVLV�
!�6WURNH� 'RFXPHQWHG�QHXURORJLFDO�GH¿FLWV�DQG�RU 
 neuroimaging studies 

Return to Work Assessment
'LG�\RX�DGYLVH�WKH�SDWLHQW�WR�VWRS�ZRUN"� ,I�\HV��ZKHQ��PP�GG�\\�"� Have you advised patient to return to work?  If yes, expected return to work date (mm/dd/yy):  
! Yes ! No  ! Yes ! No          !� )XOO�7LPH� !� 3DUW�7LPH

If yes, please indicate any ongoing restrictions and limitations in the space provided on the next page. 
If no, please indicate the restrictions and limitations that prevent the patient from returning to work in the space provided on the next page.

CANCER CLAIM FORM
CRITICAL ILLNESS/SPECIFIED DISEASE CLAIM FORM
7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
7ROO�IUHH����������������� )D[����������������
&DOO�WROO�IUHH�0RQGD\�WKURXJK�)ULGD\����D�P��WR���S�P��(DVWHUQ�7LPH�
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  ATTENDING PHYSICIAN STATEMENT (Continued)
,QVXUHG¶V�1DPH��/DVW�1DPH��)LUVW�1DPH��0,��6XI¿[�� � � 'DWH�RI�%LUWK��PP�GG�\\� 

3DWLHQW¶V�1DPH��/DVW�1DPH��)LUVW�1DPH��0,��6XI¿[�� � � 'DWH�RI�%LUWK��PP�GG�\\� 
 
 

&855(17�5(675,&7,216��DFWLYLWLHV�SDWLHQW�VKRXOG�QRW�GR��3OHDVH�EH�VSHFL¿F� 
 
 

&855(17�/,0,7$7,216��DFWLYLWLHV�SDWLHQW�FDQQRW�GR��3OHDVH�EH�VSHFL¿F� 
 
 

Hospitalizations and Other Treating Providers

Has the patient been treated for the same or similar condition by another physician in the past? ! Yes ! No ! Unknown If yes, list below.
Other Providers: Please provide complete name, contact information and specialty of any other treating physicians or hospitals.

� � � � � � � � 7UHDWPHQW 
1DPH� 6SHFLDOW\� $GGUHVV� 3KRQH��� )D[��� )URP� 7R
 

 

 

Has patient been hospitalized? ! Yes ! No If yes, date hospitalized (mm/dd/yy): through (mm/dd/yy): 

Facility Name 

Address 

&LW\� 6WDWH� =LS

Was surgery performed? ! Yes !�1R� ,I�\HV��&37���FRGH�V��� � � � 'DWH�6XUJHU\�3HUIRUPHG��PP�GG�\\�� 

Is the patient still under your care? ! Yes !�1R� ,I�QR��¿QDO�GDWH�RI�WUHDWPHQW��PP�GG�\\�� 

)5$8'�127,&(��$Q\�SHUVRQ�ZKR�NQRZLQJO\�¿OHV�D�VWDWHPHQW�RI�FODLP�FRQWDLQLQJ�IDOVH�RU�PLVOHDGLQJ�
LQIRUPDWLRQ�LV�VXEMHFW�WR�FULPLQDO�DQG�FLYLO�SHQDOWLHV��7KLV�LQFOXGHV�$WWHQGLQJ�3K\VLFLDQ�SRUWLRQV�RI�WKH�FODLP�
form.
Signature of Attending Physician
The above statements are true and complete to the best of my knowledge and belief.

3K\VLFLDQ�1DPH��/DVW�1DPH��6XI¿[��)LUVW�1DPH��0,��3OHDVH�3ULQW

0HGLFDO�6SHFLDOW\� 'HJUHH

Address

&LW\� 6WDWH� =LS

7HOHSKRQH�1XPEHU� )D[�1XPEHU� � � 3K\VLFLDQ¶V�7D[�,'�1XPEHU�

Are you related to this patient? ! Yes ! No If yes, what is the relationship?

X 
__________________________________________________________________________________ __________________________________________ 
Physician Signature Date 
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CANCER CLAIM FORM
CRITICAL ILLNESS/SPECIFIED DISEASE CLAIM FORM
7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
7ROO�IUHH����������������� )D[����������������
&DOO�WROO�IUHH�0RQGD\�WKURXJK�)ULGD\����D�P��WR���S�P��(DVWHUQ�7LPH�



CANCER CLAIM FORM
CRITICAL ILLNESS/SPECIFIED DISEASE CLAIM FORM
7KH�%HQH¿WV�&HQWHU
3�2��%R[���������&ROXPELD��6&�����������
7ROO�IUHH����������������� )D[����������������
&DOO�WROO�IUHH�0RQGD\�WKURXJK�)ULGD\����D�P��WR���S�P��(DVWHUQ�7LPH�

&/������$87+���������

3OHDVH�VLJQ�DQG�UHWXUQ�WKLV�DXWKRUL]DWLRQ�WR�7KH�%HQH¿WV�&HQWHU�DW�WKH�DGGUHVV�DERYH��<RX�DUH�HQWLWOHG�WR�UHFHLYH�
D�FRS\�RI�WKLV�DXWKRUL]DWLRQ��7KLV�DXWKRUL]DWLRQ�LV�GHVLJQHG�WR�FRPSO\�ZLWK�WKH�+HDOWK�,QVXUDQFH�3RUWDELOLW\�DQG�
Accountability Act (HIPAA) Privacy Rule.

Authorization
I authorize health care professionals, hospitals, clinics, laboratories, pharmacies and all other medical or 
medically related providers, facilities or services, rehabilitation professionals, vocational evaluators, health plans, 
insurance companies, third party administrators, insurance producers, insurance service providers, consumer 
UHSRUWLQJ�DJHQFLHV�LQFOXGLQJ�FUHGLW�EXUHDXV��WKH�0,%�*URXS��,QF���7KH�$GYRFDWRU�*URXS�DQG�RWKHU�6RFLDO�6HFXULW\�
DGYRFDF\� YHQGRUV��6RFLDO�6HFXULW\� DGYRFDF\� YHQGRU��7KH�$VVRFLDWLRQ�RI� /LIH� ,QVXUDQFH�&RPSDQLHV� �ZKLFK�
RSHUDWHV�WKH�+HDOWK�&ODLPV�,QGH[�DQG�WKH�'LVDELOLW\�,QFRPH�5HFRUG�6\VWHP���SURIHVVLRQDO� OLFHQVLQJ�ERGLHV��
HPSOR\HUV��DWWRUQH\V��¿QDQFLDO�LQVWLWXWLRQV�DQG�RU�EDQNV��DQG�JRYHUQPHQWDO�HQWLWLHV�
To disclose information, whether from before, during or after the date of this authorization, about my health, 
LQFOXGLQJ�+,9��$,'6�RU� RWKHU� GLVRUGHUV�RI� WKH� LPPXQH�V\VWHP��XVH�RI� GUXJV�RU� DOFRKRO��PHQWDO� RU� SK\VLFDO�
history, condition, advice or treatment (except this authorization does not authorize release of psychotherapy 
QRWHV���SUHVFULSWLRQ�GUXJ�KLVWRU\��HDUQLQJV��¿QDQFLDO�RU�FUHGLW�KLVWRU\��SURIHVVLRQDO�OLFHQVHV��HPSOR\PHQW�KLVWRU\��
LQVXUDQFH�FODLPV�DQG�EHQH¿WV��DQG�DOO�RWKHU�FODLPV�DQG�EHQH¿WV��LQFOXGLQJ�6RFLDO�6HFXULW\�FODLPV�DQG�EHQH¿WV�
�³0\�,QIRUPDWLRQ´��
To the following persons: Unum Group and its subsidiaries, Unum Life Insurance Company of America, 
3URYLGHQW�/LIH�DQG�$FFLGHQW�,QVXUDQFH�&RPSDQ\��7KH�3DXO�5HYHUH�/LIH�,QVXUDQFH�&RPSDQ\��DQG�SHUVRQV�ZKR�
HYDOXDWH�FODLPV�IRU�DQ\�RI�WKRVH�FRPSDQLHV��³8QXP´��
For the purposes of evaluating and administering claims, including assistance with return to work. For 
evaluation and administration of claims, this authorization is valid for two years or the duration of my claim for 
EHQH¿WV��ZKLFKHYHU�LV�VKRUWHU�
I also authorize Unum to disclose�0\�,QIRUPDWLRQ�WR�DQ\�LQVXUDQFH�EURNHU��HPSOR\HH�EHQH¿W�SODQ�VSRQVRUHG�
E\�P\�HPSOR\HU��P\�HPSOR\HU��DQ\�SHUVRQ�SURYLGLQJ�VHUYLFHV�WR��RU�LQVXUDQFH�EHQH¿WV�RQ�EHKDOI�RI�P\�HPSOR\HU��
DQ\�VXFK�SODQ��RU�DQ\�EHQH¿W�RIIHUHG�E\�8QXP��RU�WKH�6RFLDO�6HFXULW\�$GPLQLVWUDWLRQ��IRU�WKH�SXUSRVH�RI�UHSRUWLQJ�
claim status or experience, or so that the recipient may carry out health care operations, claims payment, 
DGPLQLVWUDWLYH�RU�DXGLW�IXQFWLRQV�UHODWHG�WR�DQ\�EHQH¿W��SODQ�RU�FODLP��8QXP�ZLOO�QRW�FRQGLWLRQ�WKH�SD\PHQW�RI�
LQVXUDQFH�EHQH¿WV�RQ�ZKHWKHU�,�DXWKRUL]H�WKH�GLVFORVXUHV�GHVFULEHG�LQ�WKLV�SDUDJUDSK��)RU�WKH�SXUSRVHV�RI�WKHVH�
disclosures, this authorization is valid for one year or for the length of time otherwise permitted by law. 
Information authorized for use or disclosure may include information which may indicate the presence 
of a communicable or non-communicable disease.
,I�,�GR�QRW�VLJQ�WKLV�DXWKRUL]DWLRQ�RU�LI�,�DOWHU�RU�UHYRNH�LW��H[FHSW�DV�RWKHUZLVH�VSHFL¿HG��8QXP�PD\�QRW�EH�DEOH�WR�
evaluate or administer my claim(s), which may lead to my claim(s) being denied. I may revoke this authorization 
at any time by sending written notice to the address above. I understand that revocation will not apply to any 
LQIRUPDWLRQ�WKDW�LV�UHTXHVWHG�SULRU�WR�8QXP�UHFHLYLQJ�QRWLFH�RI�UHYRFDWLRQ�
7KH�SULYDF\�SURWHFWLRQV�HVWDEOLVKHG�E\�+,3$$�PD\�QRW�DSSO\�WR�LQIRUPDWLRQ�GLVFORVHG�XQGHU�WKLV�DXWKRUL]DWLRQ��
but other privacy laws do apply. Information disclosed under this authorization may be redisclosed only as 
SHUPLWWHG�RU�UHTXLUHG�E\�ODZ��LQFOXGLQJ�VWDWH�IUDXG�UHSRUWLQJ�ODZV��
______________________________________________ _________________________
,QVXUHG¶V�6LJQDWXUH� � � � � � � 'DWH�6LJQHG
____________________________________________ _________________________
3ULQWHG�1DPH� � � � � � � 6RFLDO�6HFXULW\�1XPEHU
I signed on behalf of the Insured as _________________________________ (Relationship). If Power of Attorney 
'HVLJQHH��*XDUGLDQ��RU�&RQVHUYDWRU��SOHDVH�DWWDFK�D�FRS\�RI�WKH�GRFXPHQW�JUDQWLQJ�DXWKRULW\�
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