Life Insurance

gﬁtna Group Disability Actoa US. Healtheare

Life Insurance Service Center
151 Farmington Avenue
Hartford, CT 06156-7320
* Employee completes Sections 1 - 3. * Please submit this form along with completed Attending Physician
» Employer completes Section 4. Statement to the above address.
1. Employes I'amm o Brarch >
information
Empioyes Name Bihdats (mmtlyyyy) Sex
©) @) OMale OFemale (5)
Address (sirest, clty, stle, Zip code) Deytme Telephone Number
©) « )y O
Cause of Disablity
[P ® [ ©®
2. Attending Physician’s Name Physician’s Address Condition Treated
Physician )
information
List the physician(s) @ (V3] 3
now attending you.
(Use back ¥ more
space js needed)
3. Release To all providers of bealth care:
‘You are authorized to provide Aetna Life Insurance Company or one of its affiliated companies (*Aetna™), and any independent
claim sdministrators and consulting bealth professionals and utilization review organizations with whom Aetna has contracted,
information concerning health care advice, treaunent or supplies provided the patient (including that relating to mental illness
and/or AIDS/ARC/HIV). This information will be used to evaluate claims for benefits. Aetna may provide the employer named
above with any benefit calculation used in payment of this claim for the purpose of reviewing the experience and operation of the
policy or contract. This authorization is valid for the texm of the policy or contract under which a claim has beea submitted. ] know
that I bave a right to receive a copy of this authorization upon request and agree that a photographic copy of this authorization is as
valid as the original.
Patient’s or Authorized Person’s Signature @ Date @)
4. Employer Corkrd Parsow ) Cortrol Sublx Claim Account Socd Securmy Nmbw
Information l 0y} 2) 3) - G
Emplopee B [Amcurt of tneurance in Force | Rake Of Basc EMmings on Defa Last Worked
Ovowty Osalary ) [T ™6™ 5.0 ) Hourly [[] Weekly [] Monthly [J Annually
‘Fhatscn Empioyes Did Hot Flekim 10 Work After Last Dey Worked Dets Lasi Worked Effactive Dele Insurance
Discontinued ¥ Not In Force
8 ) “ (10)
o Coverngn Dets Employee Frst Began | Osle Inaurance Took Effsct
DBO-AID [ Premium Waiver an Work
[OPID (check one): [] Instaliment, provide terms ____ Months a2 a3)
[0 Lump Sum
[Waa STIpioyss requined 10 SR eVidence Of Neursbilly? Tt of Basic Eamings on Dets Last Workad (compiete only ¥ empioyes skected Paidp Coversge]
. . 14 | S Contributions from last renewal date
ONo [OYes, P“‘h”"'mmd---(---)— S_____ Contributions for policy year prior to last renewal date
Last Coniribution Coversd Period Ending (compieie only ¥ employss Contributions should cease upon completion of this form if policy is
coniriuled pert of premiim) 16) Paid-up Insurance. If contributions are for Term Insurance only,  (15)
check one of the following: [J Term [J Permanent
Employer's Address (strest, city, stats, Zip code) Telaphons Humber
arn « ) qas
Signeture of Empioyer’s Authorized Representative Dae
19 (20)
For your protection, California law requires notice of the following: Anypusonwboknomnglyandwuh\mcnnoddm)dudmvemy
insarance company files a statement of claim containing any materially false, i P ion is guilty of & crime and may be
_jsubject 1o fines, confinement in a state prison, and substantial civil penalties. Manyothum(uhlvenmmrhws Attention Colorado Residents:
40-005

GC-H5007(12-98) AIFS

An fnsurer or agent who knowingly provides false or misleading information to defrand a cdaimant regarding insurance proceeds must be
jreported to the Insurance Division.
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Life Insurance

Disability Claims — Attending Physician’s Statement Form

The employee should cofnplete the Patient Information and the Employer
Information section before giving the form to his/her physician. The
remaining sections, 1 - 10 and the Remarks section are to be completed
by the physician who is primarily responsible for the care and treatment
of the employee.

If you have any questions concerning the information we are requesting,
call the toll-free number for the Aetna U.S. Healthcare — Life Insurance
Service Center shown in the Customer Service Information section of
this manual.
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Life Insurance

gm Attending Physician’s Statement formn bl

The patient is responsible for completion of this form without ‘You may use the Remarks section on the reverse side if you need more

expense to the company. room to respond.
Patient Name (Fist, Mcde b, Las0) Social Secury Mmber Birtdeie
information

'Adress finckie N, Steel, Town, Siate, 2p Cods] ] AGcrees s new

Employer Name
Information | )
1. History (») Height Weight
(b) Date symptoms first appeared or accident happened .....ccueivecsesivnss - Mo. Day Year
{(c) Date patient ceased work because of disability ......ccecrsircsssesraasacaes MO Day Year,

(d) Has patient ever had same or similar condition? [J No I'_']Ys.sutewbenanddscnbe.
(¢) Is condition due to injury or sickness arising out of patient's employment? [JNo [JYes [ Unknown
(f) Names and addresses of other treating physicians

Name Address
Name Address
Name Address
2. Disgnosis (2) Date of last examination . S ¥ 'Y Day Year
(b) ICD diagnostic code (mndmry)
{¢) Diagnosis (including any complications)
(d) Subjective symptoms

(e) Objective findings (including current X-rays, EKG's, laboratory data and any clinical findings):
(1.) Clinical Findings:

(2.) Diagnostic Studies and Results:

(f) If disability is due to pregnancy, the expected delivery date is ............. Mo. Day Year
(g) Other disease or infinmity affecting present condition
3. Dates of (a) Date of first visit Mo. Day Year
Trestment | 1) Dae of last visit Mo. Day Year
(c) Frequency ............ ] Weekly [ Monthly [} Other (specify)

(d) Is patient still under your care for this condition?
O Yes [ No, indicate date service terminated
4. Nature of (2) Type and dates of treatment:
Treatment

(b) Prescribed medications:
(c) Surgical procedures and dates:

5. Progress (8) PAGERLHAS cooooreecsnmerrassssnrises [ORecovered  [JImproved -  []Swabilized  [J Retrogressed
(D) PEALES cvvreerrcerreanesrrssrassaes 0 Ambulatory [] House confined [ ] Bed confined [] Hospital confined
 (c) Has patient been hospital confined?

[ONo [ Yes, give name and address of hospital

Confined from _ through

GC-1430 (7-98) AIFS
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Life Insurance

6. c.d.c (a) Functional capacity limitation (American Heart Ass'n): ] Class 1 (none) DChssB(marked)
(i applicable) L] Class 2 (stight) [J Class 4 (complete)
(b) Blood Pressure (last visit): / i
Systolic  / Diastolic
7. Limitations | (5) What are patieat’s present capabilities?
(b) What are present limitations (physical and/or mental)?
(c) What restrictions are placed on patient?
8. Physical {3 Class 1 - No limitation of functional capacity; capable of beavy work®. No restrictions.  (0-10%)
¥ ) O Class 2 - Medium manual activity.* (15-30%)
“F "‘f"“’m"i [ Class 3 - Slight limitation of functional capacity; capable of light work.®  (35-55%)
of Occupational [3 Class 4 - Moderate limitation of functional capacity; capable of clerical/administrative (sedentary®) activity. (60-70%)
Titles. [ Class 5 - Severs limitation of functional capacity; incapable of minimal (sedentary®) activity. (75-100%)
O Remarks:
9. Mental/ Please define "stress” as it applies to this claimant.
Nervous
Impairment
(i applicable)
Do you believe the patient is competent to endoese checks and direct the use of proceeds thereof? ONo [OYes
10. Prognosis (a) What is the patient’s prognosis?
[0 Guarded O Good [JFair [JPoor [JOther
(b) When do you feel patient’s maximum medical improvement will be reached?
O1Mo. [J1-3Mos. [J3-6Mos. [J69Mos. [ 1yr. orlonger
(c) What is the estimated date of the patient's return to work?
Jownjoblocc [Jotherocc [ no return expected
(d) Do you consider the patient to be a viable candidate for Vocational Rehabilitation (job retraining)?
[ Yes [ No, please explain
Remarks
Address (Number, Stroat, Clty, State, Zip Cods) leMﬂA—M
For your protection, California law requires notice of the following: Any.pmonwhohsowingiynndwimmentmdeﬁmd
or deceive any insurance company files 2 statement of claim containing any materially false, incomplete or misleading
qinfotmﬁonisguihyofacﬁmeandmybembjeawﬁm,ewﬁminamwpﬂmmdmbuﬁddvﬂpemlties.
Many other states have similar laws. Attention Colorado Residents: An insurer or agent who knowingly provides false
or misleading information to defraud a claimant regarding insnrance proceeds must be reported to the Insurance
Division.
Sigratrs rmwm
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