Accidental Death and Dismemberment Coverage
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* Employee completes Section 1 signs Section 2,
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¢ Employer complete Section 3. * Submit the compileted claim form to the Aetoa office thet services your
mploye:
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Information I- ) r 2 3 - -
[Ackirons Toveat, cly e, 2p code) Dayime Tolsghicne Msber
l ) : « » ®
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| Do you bellove you e eriiedt 1 wostiers’ comperuniion paymerss? LI No ] Yes If “Yes™, state reason:
19)

mmqqnmm [INo L]Yes X “Yes" , list companies:
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You are asthorized to provide Astna Life Insurance Company or one of its affiliated companies (“Aotna™), and awy independent
claim administrasors and consulting health professionals and utilization review organizatioss with whom Aeme has contracted,
information bealth care advice, treatment or supplies provided the patient (including that relating to mental illness
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policy or contract. This suthorization is valid for the term of the policy or contract uader which a claim has been sebmitted. I know

that I bave a right to receive 2 copy of this authorization upon request and agree that a photographic copy of this authorization is as
valid as the original.

Patient’s or Anthorized Person's Signature Date
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Address (sireet, clly, slale, 2ip code) I’ﬁqﬁ-fmm
a3) ( )y 14
[Coneol Sullix Clain Acoourd Pioin Code (f any)
Qas) I (16) an (18)
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fome on date of acsident ot viosce
(19) (20) (21) (22)

Dale empioyes fast began wosk | Oule amployes last worked, ¥ not of Basic Eamings on Dule of Accident
I 23 I @9 r; (25) ] Hourly [] Weekly [J Monthly [ Annually
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|Wssvientanatctengiomen [ INo L] Yes I “Yes”, explsin fully:
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[Athoriznd Repraswinive Sgatre (™)
(28)

27
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deceive any insarance compeny files a statement of claim containing say materially false, incomplete or misleading information is
guilty of a crime and may be subject to fines, confinemacnt in a state prison, and substantial civil penalties. Many other states have

similar laws. Attention Colorado Residents: An insurer or agent who knowingly provides false or misicading information
te defrand a clsimant regarding insurance proceeds must be reported to the Insurance Division.
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Accidental Death and Dismemberment Coverage

Completing an Accidental Dismemberment Claim Form (continued)

18.
19.

20.

21.

22.

23.

24.

25.

26.
27.
28.

Plan code (if any) (see your Billing Statement)

Date the employee or dependent became covered for
AD&D

Amount of AD&D coverage in force on the date of the
accident

If coverage for an employee or dependent has ceased, the
effective date of discontinuance

If the employee contributes toward the cost of AD&D
coverage, the date the employee’s last contribution covered
them for (period ending)

Was the employee actually working at the time of the
accident

If the employee was not actively-at-work at the time of the
accident, the date last worked

The amount and method of paying the employee at the time
of the accident

Was the accident work related? If yes, explain
Signature of an authorized company representative
Date signed

Physician’s Statement:

The physician who was primarily responsible for treating the covered
person’s injury completes all sections, signs and dates the form.

If you need additional information concerning a claim, you may call the
toll-free number for the Aetna U.S. Healthcare — Life Insurance Service
Center listed in the Customer Service Information section of this

manual.
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Accidental Death and Dismemberment Coverage

Physician’s Statement

mem |mam

Date first coneulled for injuries rasulling from this accident

ro‘uuuwuwdmm

[Oid accident eult in foss ok i
(A) Right hand? Date Location of amputation (at, above or below wrist)
(B) Left hand? Date______  Location of amputation (at, above or below wrist)
(O Right foot? Date Location of amputation (at, above or below ankle)
(D) Left foot? Date______ Location of amputation (at, above or below ankle)
(E) Thumb and index finger (same hand) Date _______ Location of amputation (at, above or below metacarpophalangeals)
(F) Sight of right eye? Date____ Isloss entire and irrecoverable? |
(G) Sight of left eye? Date Is loss entire and irrecoverable?
‘What was vision at last observation?
With Glasses O.D. 0.. Date / /
Without Glasses  O.D. oS Date / /
Date corrected vision was irrecoverably reduced to 20200 or Jess in the injury eye:
0.D. os___.__ Date / /

Vision can be restored in whole orin partby: O.D. [JLenses [ Treatment [JOperations [ Not restorable
0.S. [OLlenses [JTreatment DQpenﬁons [J Not restorable

(H) Speech? ‘ Date Is loss total and permanent?
@) Hearing? Date Is loss 1otal and permanent?
(J) Quadriplegia? Date Is loss entire and irrecoverable?
(X) Paraplegia? Date_______  Isloss entire and irecoverable?
(L) Hemiplegia? Date Is loss entire and irrecoverable?

(M) Uniplegia? Date Is loss entire and irrecoverable?

(N) Any other covered Joss, as referenced in the AD&D section of the employer’s booklet.

[Was e Toss susteined due solely 1 the sbove accident?

[0 Yes [ No If “No”, please give details of any active medical condition or disease which caused or contributed to the loss:

[Were the nquiies or Impairment caused by an socident or condition asstcisied wilh Smpioyes's Gocupetion?
[J Yes [J No I “Yes”, explain fully:

[Proysicierfs Address (sreas, clty, stse, 25 code)

[Dayieme Teiophone Nabar
« )

lﬁ-m'siw-

Date
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