- Group Disability Claim
Filing Instructions

(Not for use when filing for Physician’s Expense Benefits)

Disability Claim form is to be completed after you become disabled.

Compilete Employee’s Disabifity Benefits Application in full.

Have the treating physician complete the Attending Physician's Statement and return to you.
Have your Employer complete the Employer's Report of Claim.

Submit the completed:

A. Employee's Disability Benefits Application

B. Employer's Report of Claim

C. Attending Physician's Statement

to the address below or submit via our toll-free fax @ 1-800-818-3453

5. Please complete if you desire benefits deposited directly info your bank account,

P

I authorize AFAC to initiate credit entries to my account at the depository named below. This authorization is to remain in force and
effect until AFAC receives written notification from me of its termination in such time and in such manner as to afford AFAC and the
Depository opportunity to act on it. This authorization applies to benefits payable under all insurance policies held with AFAC.

Signature:
NOTE: You must attach a volded check to begin direct deposit.

All portions of this form package must be completed to avoid undue delay in processing claimant’s request for benefits, If you.
have any questions regarding completion of this form please call:

Toll Free: 1-800-662-1113
Local:  405-523-5025

Educational Services Division

=Wl American Fidelity Benefits Depariment
& Assurance Company P.0. Box 25160
’ Oklahoma City, Okiahoma 73125-0160
A member of the American Fidelity Group, www.afadvantage.com

Waming: Any parson who knowingly and with intent to injure, defraud, or deceive an inswrer files a statement of claim containing any faise, incomplete, or misleading
information may be guitty of insurance fraud and subject to criminal and civit periatiies.

Callfornia - For your prolection, Califomia law requires the foliowing lo appear on this form. Any person who knowingly presents false or fraudulent claim for the
payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison, '
AR, DC, LA, WD, NJ, NM, TX, and WV - ANY PERSON- WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR BENERIT
OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE 1S GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND

~ CONFINEMENT IN PRISON,

DE, 1D, iN, MN, OH, and OK - WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a statement of claim containing any
false, incomplete, or misleading information is-gullty of  felony., _

Colorado - It is uniawful fo knowingly provide false, incomplete, or misleading facts or Information o an insusance company for the purpose of defrauding or atfempting

o defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any insuirance compa y or agent of an insurance company

who knowingly pravides faise, incomplete, or miskearing facts or informiation fo a policyholder or claimant for the purpose of defrauding or atiempting lo defraud the
policyhalder or claimant with regard to a seltiement or award payable from insurance procseds shall be reported to the Colorado division of insurance within the

department of regulatory agencies. : .
New Hampshire - Any person who, with a purpose to injure, defraud ordeceive any insurance company, files a statement of claim containing any false, incomplete o
miskzading information is subject to prosecution and punishment for insurance fraud, as provided in RSA 638:20. :
Kentucky - Any person who knowingly and with infent 1o defraud any insurance company or other persor files a statement of claim containing any materially false
information or conceals, for the purpose of misleading, information conceming any fact material thereto.commits a fraudilent insurance act, which is a crime.

‘Oregon - Any person who knowingly and with intent to defraud or soficit another to defraud an insurer: {1) by submitting an application, or {2) by fiing a claim containing
afalse stalement as to any material fact, may be gullly of insurance fraud.

Pennsylvania - Any person who knowingly and with intent to defraud any insurance.company or ather person files an appiication for insurance or statererit of claim
.oentaingagg any matenglel false information or conceals for the purpose of misieading, information conceming any fact n;ﬁgiﬁai thereto commils a fraudulent insurance act,
which s a crime and subjects such person to criminal and civil penalties.

Arizona - For your protection, Arizona faw requires the following statement to appear on this form: Any person who knowingly
presents a false or fraudulent claim for payment of a loss is subject to criminal and civil penalties.

Florida - Any person who knowingly, and with intent to injure, defraud, or deceive any insurer files a statement of claim or an appiication containing any false, incomplete, or
misleading information is guitty of a felony of the third degree. _ _
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% American Fidelity Mailto: AFES Benefts Dpartrer

: : : Oklahoma City, OK 73125-0160
Assurance Company Local: (406) 555506
. .1 15 Toll Free: 1-800-662-1113
A member of the American Fidelity Group, Fax: {-800-818-3453
EMPLOYEE’S DISABILITY BENEFITS APPLICATION v afadvantage.com
See front page for fraud warmings,
F Full Name: (iast, first, middle infial) Maiden Name Account Number:
Residence: (street, city, state and zip code) Sociat Security Number, )
Mailing Address: {P.Q. Box or sireet, city and zip code) Date of Birth: /
] “{eleph%ne Number: (including area code) -1 8ingle 3 Married [3 Widowed 1 Divorced
Oceupation: Has your employment terminated? if 50, date:
Names & birth dates of . / / ' / /
spouse & dependents: Name Birth date Name Birth date
/ / / /
Name Birth dale Name Birth date
1. Date accidenit or finess began: 2. I accident, explain where and how it happened?
3. Have you ever had the same or similar condifion in the past? 1Yes [INo Kso, when_?
If yes, names and address of freating physicians and/or hospitals:
4. Nature of iiness or injury: { 5. Dates of medical treatment:
Date of next doctor's appointment:
| 6. ¥ hospitalized give full namefs) and addresses - '
of hospitals: {attach additional lis! If necessary) Admit Date: / / Discharge Date: / /
{ 7. Fult names and addresses of all freafing physicians: - B, 1s your disability related to your employment/occupation? [J Yes [3No
{attach additional list if necessary) If yes, have you or do you mnd to file for Worker's Compensation?[d Yes [} No
9. On what date did you fast work? Dates of total disability: From Te
‘On what date did you retum to work? Part Time: / / Full Time / /

4 Ifnot retumed to work, when do you anticipate retuming fo work?
10.1f your request for benefits is approved, do you want us 1o withhold Federal Taxes from each benefit check? [1Yes [1No

if yes, amount: $ {indicate amount per month $86.00 minimum)

11.1dentify other inéome sources and amount of income for which you are receiving or may be entitied to receive duting this disabifity _
Your Social Security: (disabflity o retirement) [1Yes [No  § Mo.  V.A Benefits: [OYes DONo & Mo.
Dependent Social Secunty: FlYes No & Mo. Worker's Compensation: OYes ONo & Moy
Sick Leave or Wage Continuation: Yes ONo $§ Mo. Other Disability Coverage: [ClYes [JNo § Mo
Retirement: (normal eady or disabifity) EYes [No § Mo. {identify) :
State Disability Incorme Dves ONo & Mo. include a copy of your award or denial jetter for any
Unemployment OIYes [INo ' § Mo source in which one has been received, :

. Signature: Date:

| certify this information is true and comrect,

AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION '

I hereby authorize the entities specified befow to disclose any infornation about my enfire madical record, benefts payable, or benefit eligibibly for this disabmgé and history of reatment for physical
and/or emotional finess to include psychological testing, except psychotherapy notes, to individuals regreseniglg Ametican Fidelity Assutance Gormpany (AFAG) who are involved in determining whether
| am eligible for benefits under my insuranca coverage. Those so authorized ave: &) Nicensad physicians or medical practitioners; b} haspilals, clifiies or medically-related facilities; ¢) health plans; d)
Veleran's Administration; e) past or present employers; f) phamacy; g) insurance companies; h} the Social Security Administration; 1) refirement systems; [ Department of Motor Vehicles; and k)
Workers' Compansation Carier. . _
- NOTICE: Information autharized for release may irichuds information on communicable or venereal diseases siich as hepalilis, syphilis, gonarhes, HIVIAIDS (Human immunodeficiency Virus/Acquired
- Immune Deficiency Syndrome) or other conditions for which your may have been freated. This suthorization exciudes disciosure of the result of & test for HIV If you have fested HIV positive but have not
developed symptoms of the disease AIDS, Such lest results shall not be discovered or published.-Nothing in this caveal will prohilit Biis authiorization from including the fact that you have AIDS,

| understand that |.may refuse to sign this authorization; however, if 1 do not sign the authorization, my failure to st the authorization may result in a denial or a delay of benefits.
Funderstand that | may revoke this 2uthorization at any time by writing to AFES Benefits Depariment, £0 Box 25160, Oklaioma City, OK 73125-0160 or by caliing, tol-free, 1-800-662-1113,
1understand that my Aght to revake this authorization ts mited 1o the extent that AFAC has iaken action in reliance on the authorization; oz, the law provides AFAC with the fight to conitest my
insurance coverage or a claim under my insurance coverage. A copy of this authorization will be as vafid as the original, o
| understand that if protected health information is distlosed to & person or organization that is not required to comply with federat privacy regufations, the information may be redisciosed and no longer
protectsd by the federal privacy regulations. )

For heaith insurance coveraga this authorization will expire twenty-four months fiom the date it is.5igned or tenmination of my insurence poficy, whichever occurs first, For Insurance coverage other
than health insurance, this authorization will expire twenty-four months from the date  is signed or upan expiration of my claim for benefils, Whichever oocurs first, -

Signature (Patient) or Fersonal Representalive [t apphcatie) Fitinied Name (Patieri)

Refalionship of Personal Representative te Pallent Date -
-] ¥ authorization Is supplied by a parsonat representative a description of the authority 1o act on behalf of the Insured must be included.
' : Please retain a copy for your personal records, or you may request a copy from our company.
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A member of the American Fidelity Group,

| American Fidelity
Assurance Company

American Fidelity Assurance Company
Mailto:  AFES Benefits Department
: P.0. Box 25160
Oklahoma City, OK 73125-0160
Local: {405} 523-5025
Toll Free: 1-800-662-1113
Fax: 1-800-818-3453

www.afadvantage.com
EMPLOYER'S REPORT OF CLAIM
Name of- Employen: Phone No.:
- ( )
Mailing Address: (include street, clty, state and Zip code) Fax No.:
. { }
E Name of Employee: Social Security Number:
L]
: Address: (include street, cify, state and zip code) Phone No.:
e ( }
s} - Date of Hire: Effective date of employee’s coverage: Occupation; {please attach job description)
- X
. Status of employmient at time smployee-last worked: DJFull-Time [ ParkTime  [Oleave of Absence [ Terminated L) Retired
Number of hours worked per week at fime of leave; Inhouse days:
) . ’ First Day
Number of cont
umber of contract days: school year. Last Day

Has employee's status of empioyment changed? [1Yes CINo If yes, current siatus and date of status-change?

Does employee participate in Social Secusity?  F1Yes

Please fumish the percentage of the employee's AFA disability premium you pay:

Are the AFA disabiiity premiums withheld before or after taxes?

Short Termy Plan [ Before [ After Long Term Plan. [ Before [JAfter

if no, hired after 4/1/867 [OYes [ONo

Short Term %
tongTerm ... .. %

" CONTRACTED SALARY AT TIME OF DISABILITY

[<4-rewro-0 kzsrra|nze-znan

- Has employee refumed towork? [dYes [J'No

If Yes, date refurned to work:

Full Time: . Part Time:

Annual: § ‘Effective Date: Ej 9 110 312 Month Work Schedute
_ 0190110 £312 Month Pay Schedule
- Date-employee tast worked: ' Have AFA Disability premiurms been withheld

through the last date worked? {4 Yes - [ No

if not; what is the last date disability premiums
were deducted?

amr+40

 Did Employee’s disabiity result from employment? [OYes [INo
1. yes; name, address and phone number of Worker's Compensation carrier:
-Has employee made-a.claim for or is entitied to Warker's Compensation? {JYes [ No

If yes, weekly rate of compensation: §

Mmooz~

- Prowde The final date the employee is entiled to fully paid sick leave

is this employee eligfble to receive any other form of wage continuation? B Yes [ONo If so, please advise the amount and the final

date the empiloyee is entiied to receive this pay.

“The first date the employee is entifled fo daﬁerentxaf/sabhahcal pay, fany

The last date the employee is entitied to differertial/sabbatical pay
The daily rate of differential/sabbafical pay.$

Neme; address and phone number of any other disability carrer: {include street, city; state-and zin code)

Is employee eligible for disabllity refirement benefils? OYes ONo

Remember - To attach a copy of the applicabie school calendar for any contracted employee,
FAILURE TO DO 50 COULE RESULT IN DELAYED BENEFITS

N hereby cerlify that the above named employee is a member of our Group Disabifity Program. The Information stated above is correct to the best of my

knowledge and belief,

Authorized signature of employer firm or authorized official:

Title: _ Date:

E-mail Address; Extension: -
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American Fidelity Assurance Company
Mail to: AFES Benefits Department

3 w L} -
=y American Fidelity PO Box 25160
: . ' Oklahoma City, OK 73125-0160
Al Assurance Company Local: (405) 5235025 =
. iy 4x Toll : 1-800-662-111
A member of the American Fidelity Groupﬁ F:XE.F;E‘%O‘BT 83453 3
ATTENDING PHYSICIAN'S STATEMENT
See front page for fraud wamings.
Name of Patient: Date of Birth: Social Security Number: Account Number:
o | Diagrosis: (nciuding complcations) ' ' 1CDA Code:
I
2 Is disability due 1o Injury or sickness arising out of or in the course of patient's employment? 0 Yes 1 WNo
~ .
‘o [TTsisabiity he result of pregrancy? O Yes O Mo Tfyes. iyps of dekvery:
r:-, Date pregnancy was diagnosed? {__ /.. Bateof delivery:(if defivered) i [ . Expecteddateofdelivery? /[ [
When did symptoms first appear or accident happen? Date patient first consted you for this condition?
[ ]
' / / _ /| / -
'f Has the patient ever had the same or similar condition? £1 Yes 0O No  ffyes, indicate when and describe:
o i . .
J ": Was the patient referred toyou? (3 Yes O No  If yes, full name and address of referring physician:
Frequency of treatment: (0 Monthly O Weeky O Other
Date of next appointment ; / /
- | Nature of reatment being rendered {including surgery and any medications being prescribed)
! [&1
| Ustall dates of treatment or medical attontion sinoe the disabifty began:
L
W
e | Is patient stif under your reqular care for this condiion? 1 Yes 3 No i no, ploase explain and provide name of the current treating physician:
N .
5 “ . |
Has the pafientbeen confined toa hospital? 3 Yes - f1 No Admittect ... S [ Discharged: /. ___ [
if yes, give admit and discharge dates along with name and address of hospital, Admitted: /[ Discharged: /S
Name: Address:
Dates of tolal disability: {unable to work) - From: Through:
Disabled from: Patlenf'sdob 3 Yes {0 No Anyotherwork O Yes £ No
= _{ Dates of partial disabiity? = From: Through:
<>
ﬁ Wi pauent is currenily disapied, what 15 The antcipaied engh of Orsaoity T
o | O 1-2Months 3 23 Months 0 3-6Months
? r 6-12Months 3 More than 12 Months 1 Permanent
= ["'When, in your opirion, will the patient recover suticiently 10 11U 10 Work?
. Functional Limitations that render your patient totally disabled:
e
=]
- .
t | Current Treatment Plan:
a .
E ¥ ]
E
~n
h
{is
[ Atending Physician's Name: (print) ' Specialty: (Telept)me ¥ {ax #:)
Street Address: City: State: Zip Code:
Signature: Federal Tax 1D #: Date:
Email address:
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