* Routine Pregnancy Claim
Filing Instructions

Do not use this form for any benefit other than routine child birth.-

Complete Employee’s Disability Benetits Application in full,

Have the treating physiclan complete the Attending Physician’s Statement and retym to you.
Have your Employer complete the Employer's Report of Claim,

Subm the completed:

A, Employee’s Disability Benefits Application

B. Employer's Report of Claim

C. Aftending Physician’s Statement

1o the address below or submit via our foli-free fax @ 1-800-518-3453,

o N

‘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

Educational Services Division

ﬁ American Fidelity - Beg%itsB[gegag;trggnt

' . : L 50X
-8 Assurance Company Okiahoma City, Oklahoma 73125-0160
A member of the American Fidelity Group, www.afadvanfage.com

- Warning: Any person who knowingly and with intert to injure, defraud, or deceive aninsurer ffies a statement of claim contaiing aﬁy'la]se, incomplete, or misleading
{ - information may be guitty of insurance fraud and stdbjectto criminat and civil penalties.
- California - For your prolection, California {aw requires the following.to appear.on this fornt. Any person who knowingly presents false of fraudulent claim for the
| paymentof aloss is guilty of a crime and may be subject to fines and confinement in state prison.
| AR, DC,LA;MD, NJ, NM, TX, and WY - ANY PERSON:WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR-BENEFIT |
" ‘OR KNOWINGLY-PRESENTS FALSE INFORMATION IN-AN'APPLICATION FORTNSURANCE IS GUILTY OF A CRIME AND MAY BE SUBJECT TO FINES AND
CONFINEMENT IN PRISON. '
“DE,ID, IN; MN, OH, and OK - WARNING: Any.person who: knowingly; and with intent to-injure, defraud or deceive any insurer, flles a statement of claim containing any
false; inoomp!eie‘ or misleading information is quify of & felony. 4 S
+ ‘Colorado - It is unlawful to knowingly provide false, incompiele, or misleading facts or information-to an insurance company for the purpose of defrauding or atiempling
| ~o-defraud the company.- Penalfies may include imprisonment, fines, denial-of insurance; and civil damages. Any insurance company or agent of an insurance company
|-t knowingly provides false; incomplete; or misleading facts‘or information to& policyhalder or claimant for the p of defrauding or-atiemping to defraud the
*:policyholder.or claimant with regard to'a setilement or award payable-from insurance procesds shallbe reported 1o the Colorado tivislon of instrance within the
department of regulatory agencies. . :
= § « New Hampshire - Any person who, with & purpose to injure, defraud-or deceive any instrance company, files 2 statement of claim containing any false, incomplete or
4 -isleading information is subject 1o prosecution and purishment for instirance fraud, as provided-in RSA 638:20, _ o
| “~Kentucky - Any person who knowingly and wilt intent 0. defraud any insurance company of other person files a statement of claim containing any malerially false
<[ - information of concesls, for the purpdsa of misleading, information concerming any fact material thereto commits a fraudulent insurance act, .mich is a crime. :
- Qregon - Any person who knowingly and with infent to defraud or soficit another to defraud an insurer: (1) by submiiing an application, o (2) by fiing a claim contalning
:afatse-s!atementastoanymatwr“glfad,mayhegumyofimurancefraad. : & U o
"o Pennsyivania - Any person who knowingly and.with intent tu dafraud any insurance company or other person files an application for insurance.or statement of claim
| . containing any materially false informattion or conceals for the purpose of misléading; information concaming any fact material thereto commits a fraudulent insurance acf,
* which s acrime and subjects such person to ciiminal and civl penalies, :
 Arizona - For your protection, Arizona law requires the following statement to appear on this form: Any person who knowingly
‘presents & false or fraudulent claim for payment of a loss is subject to criminal and civil penalties.
-Flotida - Any personrwho knowingly, and with infent to injure, defraud, or deceive any insurer files a statement of dlaim or an application containing any false, incomplete, or
misleading information is guitty of a felony of the third degres.
Hawalf - For your protection, Hawaii law requires you to be informed that presenting a fraudulent claim for payment of a loss or benefit Is a crire punish-
able by fines or imprisonment, or both.

BN-638-0212



ATTN: AFES BENEFITS DEPT.

' i ideli P.0. Box 25160
REQUEST FOR ROUTINE %Amencan Fldemy Oklah City. Oklahoma. 73125
PREGNANCY BENEFITS Assurance Company aTcﬁ?‘;feeﬁ,-ﬁoﬁfﬁé’Zﬂaﬁ3
A member of the American Fidelity Group, Fax: 1-800-818-3453

www.afadvantage.com

Routine Pregnancy- Do not use this form for any benefit other than routine child birth.

SECTION 1: EMPLOYEE'S DISABILITY BENEFITS APPLICATION
See.page 1 for fraud statements,

Fult Name: {ast, first, middle inftial) Malden Name Account Number:
Social Securdy Number, Date lof Binh:/ T(efephonf Number: (including area cads}
Mailing Address: (P.0. Box of street, cily and zip code) Oceupation:
1. Full names and addresses of afl treating physicians: {attach addiﬁénai st i necessary) 2. If hospitalized, give full namefs) and addresses of hospitals: (attach additional fist ¥ necessary)
: AdmitDate  / / Discharge Date f /
Narnie(s)
Addresses
3. On what date did you last work?. -4, Please complete if you desite benefits deposited directly into your bank aceount.
Dates of total dsab{lﬁy- | authorize AFAC to initiate credi enfries fo my aceount at the depository named below, This authorization Is o
Erom Thiu remain inforce and effect untll AFAC receivas wrﬁten notification from me of its termination in such ime and
Onvmaldatadldyouretumiowoﬁc? such manner as to afford AFAC and the Deposi ory opportunity to act on it. This authorization applles to
I not refumed to work, when do you anticipate ren.mlng benefits payable under all insurance policies held with AFAC.
to work? Bank/Credit Union Narne:
Signature:
NOTE: You must atiach 8 vokled check to begin direct deposit.

5. tfyourrequesﬂmbanemslsappmveddoywwafuustowwmddFedafal‘faxesimeambeneﬁtdled(? Oves Ono

if yes, amount: § {indicate -armount per month $86.00 minimum)
6. Are yourecelving or eligibie to receive other income during this period of disebiity? TdYes ~ LINo $.. Momh
Sick Leave or Wage Continuation: DOves Lo $ Month
Signature: : ... Date;

| certiy $is ks teaue and corect information.

AUTHORIZATION TO.USE OR DISCLOSE PROTECTED HEALTH INFORMATION
Iherebya:.morizemeerwmspe&ﬂiedheiow lﬂomaﬁmabommx meﬁmlrecordorberﬂﬂspayaﬁefo !tusdwbﬂilyamhstury freatment for Mm'emoﬁonalihesshhck.de

m e involved in W mmymmwﬂm
Meglze-rg’md healm eterar mmm employers; imagy; g} insiizance contpanies; h the Sodial Secu
arefa |rehremet¢5ﬁhams, Depamxen? mﬂiﬁm,w !aciﬂm‘c) ars,d)v s hm.e)pastor et v e y

Information authorized for reiease may incude Information on communicable or Wmmmﬁwfmmmmeﬁa VirasiAceuieed kneune Deficiency Syrdrome) o
ome:mmmformm hambeenireaaedﬁmmm m@mammm testiof HIV posifive but devehpedsymms e disoase AIDS, Such tes! results shal
ot be discovered or mmmmwmmmmmwmhsmm%mwmmmmm :

unders&m\dﬁxatlmynfusewsvgnmmmmllﬁom authorization, my maymuu ammammm1mmmnmym athodzafion at

. vaiting o AFES Department, PO Box 25160, 0!(73125-%“60« el m&nee,famw?l?nalummm mmmmanmismmdnmmmw;cms %
hbiyreﬁanoemﬁ-em#nnzahon.onmlawmﬁmm rgﬂy wwﬁmuammrwmmmmwmdmmmmaswmsmrfglneL

: !Mrsg’gdmimmmmmsdmdwapmaommmisrotremredbomﬂymkdemlpmwmm the information may be redistiosed aid no longer protacted by the federal
Foshealhmm 3 terrhination of , whichever firsk, For Insu ather than health Insumnce, this
%Mmmmmmmmmmmm sssng\edbengm mym:ranuepdcy OGS FANCe COveraga

dateftis sighed or upon expiraion of my daini for
'Slgmm(PaanummRepwsenmve{Happﬁcaﬂe] Printed Nase (Patiort}
Roklichishi Gf Parsonal Fopresentaiv b Paiont : ‘ '
| i authorization is supplied by a | ap ive & description of the autfionfly & ect on behalf of the Insured must be inckided.

Hemmintwforwmpmﬂmrﬁs,wwumay n.ggpymnour

"SECTION 2: EMPLOYER'S REPORT OF CLAIM

Name of Employer: No: FaxNo_:

_ Penens (7
Mailing Address: {inciude street, city, state and zip code)
Name of Employee: Social Security Nurnber: Occupation: Date of Hire:
Does employes participate in Sodal Security? - [IYes : [JNo ¥ no, hired afler 4/1/867 [J¥es [JNo- § Have you withheld the employes’s disability premium for e current month?
Please fumish the percentage of the employee’s AFA disabifty premium you pay: % f1Yes [}No :

1 Ara the AFA disabiiity premiums withheld bafare or gfter taxes? . - [ Before - 7] After . ) . I not, matisﬂaglas:'monmyoudedmddisabiﬁtypmnim?
CONTRACTED SALARY AT TIME OF DISABILITY . 19 . [110 [ 12 Month Work Schedule
Annual: $ Efiective Date: : Number of hours worked perweek atimo of cisabifity |
Number of Contract days: for__ school year.

{iate employea last worked: B : Has employes retumead to work? ﬁm f} Ne I Yes, dale returned 1o work: Full Time:

| hereby certify that the above named employse Is:a membar of our Group D:sabﬂity Prograrn. The information sfated abave s correct 1o the best of my knovledge and belief.
Authorized signature of employer finn or authorized official:

Title: . Date;

BN-688-0212



ATTN: AFES BENEFITS DEPT.

?" ‘American Fidelity P.0. Box 25160

REQUEST FOR ROUTINE Oklahoma City, Oklahoma 73125

PREGNANCY BENEFITS ‘=4l Assurance Company Toll Free: 1-800-662-1113
A megmber of the American Fidelity Group, Fax: 1-800-818-3453
www.afativantage.com

SECTION 3: ATTENDING PHYSICIAN'S STATEMENT

- Name of Patient: Date of Birth:
Social Security Number:
Diagnosis: ' ICDA Code:

f o)

L -

2 Type of delivery:

N

<

E=8

1 | Date pregnancy was diagnosed? ___ /. [

= | Date of detivery: (f detivered) /7

When did symptoms firstappear? /[

"' 1 Date patient first consulted you for this condition? ___/_ /

S | Was the patientreferredtoyou? 0Yes 0 No If yes, full name and address of referring physician:

"

1~}

-+ | Has the patient-been confined to a hospital? 1Yes ONo

hy
A | Admited: /[ Discharged: /[

;‘; | 1:-yes, give admit and discharge dales along with name and address of hospital.

& | 'Name:

N

T | Address:

P

[ 53

Lo
| €&

N : .
. S | Dates of total disability: {unable to work)  From: _ Through:

s

-] Attending Physician’s Namé: {print}. ' Deégree: : Telephone #: Fax #
() - () -

Street Address: i _ City: ' State: o Zip Code:
Signature: Fedoral Tax ID &: Date:

BN-g8g-0212



