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P.O. Box 2272
Seattle, WA 98111-2272
Tel: (425) 918-4575
Fax: (425) 918-4485
Toll Free:  1-800-258-0394

Short Term Disability
Claim Application

To file an application for Short Term Disability benefits, please follow the instructions below to avoid
unnecessary delays.

Any cost for completion of this form will be at the insured’s expense.

The application for benefits requests information that is necessary to the speedy and accurate
administration of your claim. If the claim form is not completed in full, determination of benefits will be
delayed until all required information has been received. If a question does not apply, or information is
not available, please write “NA” (not applicable) in those spaces.

There are four (4) primary sections to be completed in this form:

Section 1: Authorization and Disclosures

You (the employee) must fully complete the “Authorization,” page 2. This will allow us to
secure additional information (if necessary) to make a decision on your claim.  We
cannot process the claim if this is not completed.

Section 2: Employee’s Statement

Fully complete the section “To Be Completed by Employee,” page 3.

Section 3: Employer’s Statement

Have the employer fully complete the section “To Be Completed by Employer,” page 4.

Section 4: Physician’s Statement

Have the attending physician complete the section “To Be Completed by Physician,”
page 5. Please complete the top line with your name, date of birth and social security
number before giving the form to your physician.

When ALL sections of this form have been completed, please send it to us at the above
address by mail or fax.

It is the responsibility of you and your employer to inform us of any scheduled or actual return to work
date as soon as possible.

If an overpayment should occur on your claim, the amount of the overpayment must be returned to us.
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Authorization and Disclosures

Section 1: To Be Completed by Employee

The following authorization will be used to obtain additional information (if necessary) concerning this claim.

Authorization for Release of Information

Persons or Institutions: This authorizes you to give LifeWise Assurance Company, its reinsurers, representatives, or
persons performing business or legal services on behalf of LifeWise Assurance Company any information, data or records
you have regarding my medical history and treatment (including records pertaining to psychiatric, drug or alcohol use, and
any medical condition I may now have or have had), and any information, data or records regarding my Social Security,
FICA earnings history, Worker’s Compensation, state disability, pension, credit, financial, earnings and employment history
needed to evaluate my claim for disability benefits.

I understand that any information obtained pursuant to this authorization will be used only to evaluate my claim and may be
transferred to any organization or person employed by or representing LifeWise Assurance Company to assist with this
purpose. This authorization is valid during the pendency of my claim. I understand that I have the right to request and
receive a copy of this authorization. A photocopy of this authorization is as valid as the original.

Group Name Group Policy Number

Name (please print) Address

Signature Date

Please read the following notice that we are required by law to give to you. Please make copy for your file.

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, is guilty of a felony and is subject under state law to
prosecution and punishment, including fines and/or imprisonment. Submission of false information in connection with this
claim form may also constitute a crime under federal laws. All appropriate legal remedies will be pursued in the event of
insurance fraud, including prosecuting under Federal Mail Fraud, Federal Wire Fraud, and/or Federal Racketeer Influenced
and Corrupt Organizations Act statutes. Any false statements made herein may be reported to state and federal tax and
regulatory authorities as is appropriate.

For your protection, California law requires the following to appear on this form:

Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal
and civil penalties.

In addition, submission of false information in connection with this claim form may also constitute a crime under federal
laws. LifeWise Assurance Company will pursue any appropriate legal remedies in the event of insurance fraud, including
prosecution under Federal Mail Fraud, Federal Wire Fraud, and/or the Federal Racketeer Influenced and Corrupt
Organizations Act statutes. Any false statements made herein may be reported to state and federal tax and regulatory
authorities as is appropriate.

Note to Pennsylvania Claimants:

Any person who knowingly and with intent to defraud any insurance company or other person files an 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 act, which is a crime and subjects such
person to criminal and civil penalties.

P.O. Box 2272
Seattle, WA 98111-2272
Tel: (425) 918-4575
Fax: (425) 918-4485
Toll Free:  1-800-258-0394
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Section 2: To Be Completed by Employee (Please Print)
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Short Term Disability
Employee’s Statement

P.O. Box 2272
Seattle, WA 98111-2272
Tel: (425) 918-4575
Fax: (425) 918-4485
Toll Free:  1-800-258-0394
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Section 3: To Be Completed by Employer (Please Print)
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Tel: (425) 918-4575
Fax: (425) 918-4485
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Short Term Disability
Physician’s Statement

Section 4: To Be Completed by Physician
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