e & ¢ DISABILITY CLAIM FORM

un Um® The Benefits Center

P.O. Box 100158, Columbia, SC 29202-3158
Pacific Time Zone Toll-free: 1-877-851-7637 Fax: 1-877-851-7624

All Other Time Zones Toll-free: 1-800-858-6843 Fax: 1-800-447-2498
Call toll-free Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time).

For use with policies issued by the following Unum Group [*Unum”] subsidiaries:

Unum Life Insurance Company of America Provident Life and Accident Insurance Company
The Paul Revere Life Insurance Company

OUR COMMITMENT TO YOU

We understand that a disabling illness or injury creates emotional, physical and financial challenges, and we want to do
whatever we can to help you. You have our commitment to provide you with responsive service and to be understanding and
sensitive to your circumstances during the claim process.

When should you use this claim form?
Use this claim form to submit a disability claim to Unum. This form should be used for the following types of claims only:
« Long Term Disability

« Any combination of the following: Long Term Disability, Individual Disability and Life Insurance Waiver of Premium. If you are
covered for more than one of these products, this is the only form you need to complete.

Who is responsible for completing this claim form?

The information provided on this claim form will be used to evaluate your eligibility for disability benefits. Please provide complete
and isgible responses to ensure your claim is processed as quickly as possible. Please enclose any additional information you
feel will assist us in the evaluation of your claim.

+ Employee/individual Statement (pages 3-5): Please complete this section of the claim form and mail or fax the completed
form to the address or fax number indicated above.

+ Please complete the name and date of hirth fields at the top of every page for easy identification purposes in case the pages
become separated.

+ Direct Beposit Request (page 6): Please complete this form if you wish to have your Long Term Disability benefits deposited
directly into your bank account.

» Employee Authorization (last page): This form authorizes the release of medical information needed to evaluate your claim.
Please sign and date this form, and provide a copy to your attending physician. Mail or fax the completed form to the address
or fax number indicated above.

+ Employer Statement (pages 7-9): If you are applying for Long Term Disabilily, Individual Disability and/or Life Insurance
Waiver of Premium, please give this section of the claim form to your employer and ask him/her to complete, sign and date the
form. Your employer should mail or fax the completed form to the address or fax number indicated above.

« Attending Physiclan Statement (pages 10-12): Please complste Part | of this statement, then give this section of the
claim form to the physician or treating provider primarily responsible for your care and ask him/her to complete Part |1, Your
physician or treating provider shoultd mail or fax the completed form to the address or fax number indicated above. Unum is not
responsible for expenses associated with the completion of this form.

Questions?

If, at any time, you have questions about the claim process or need help to complete this form, please call the above toll-free
number. Cur Contact Center is staffed with experienced professionals who can be contacted from 8 a.m. to 8 p.m. Monday
through Friday.
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® & o DISABILITY CLAIM FORM
U n U m° The Benefits Center
F.O. Box 100158, Columbia, SC 29202-3158
Pacific Time Zone Toll-free: 1-877-851-7637 Fax: 1-877-851-7624

All Other Time Zones Toll-free; 1-800-858-6843 Fax: 1-800-447-2498
Call toll-free Monday through Friday, 8 a.m, to 8 p.m. {Eastern Time).

IELAIM FRAUD STATEMENTS

For your protection, the laws of several states, including Alaska, Arizona, Arkansas, Delawars, ldaho, Indiana, Kentucky, Louistana, Minngsota, New Hampshire, Ohio
and Oklahoma, and others require the following statement to appear on this claim form:

Fraud Warnlng
Any person who knowingly, and with intent to injure, defraud, or deceive an insurance company, files a stalement of claim containing any faise, incormplete, or
misleading information Is guilty of insurance fraud, which s a felony.

Fraud Warning for Callfornia Residents
For your protection, California law requires the following 1o appear on this claim form:
Any person who knowingly presents a 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.

Fraud Warning for Colorado Residents
For your prolection, Colorado law requires the following to appear on this claim form:
{tis unlawful 10 knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose of defrauding or attempting to
defraud the company. Penalties may include imprisonmant, fines, denial of insurange, and civil damages. Any insurance company or agent of an insurance company
who knowingly provides false, incomplete, or misleading facts or Informatien to a policyholder or claimant for the purpose of defrauding or attempting to defraud the
policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado Division of Insurance within the
Department of Regulatory Agencles.

Fraud Notice for District of Columbia Residents
For your protection, the District of Columbia requires the following to appear on this claim form:
Any person who knowingly and willfully presents a false or fraudulant claim for payment of a loss or benefit or who knowingly and willfully presents false
infermatlon in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Fraud Warning for Maine, Tennessee and Virginia Resldents
For your protection, the District of Columbia, Maine, Tennessee and Virginia law requires the following to appear on this claim form:
Itis a crime to knowingly provide false, incomplete or misleading Information to an insurance company for the purposes of defrauding the company. Penallies may
include imprisanment, fines or a denlal of insurance benefits.

Fraud Warning for Florida Residents
For your protection, Florida law requires the following to appear on this claim form:
Any person who knowingly and with intent to Injure, defraud or deceive any insurance company, files a statement of claim or an application containing false, incomplete
or misleading information is guiity of a telony of the third degree.

Fraud Statement for New Jersey, New MexIco and Pennsylvania Residents
For your protection, New Jersey, New Mexico and Pennsyivania law requires the following to appear on this claim form:
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 malerlal thereto commits a fraudulent insurance act, which is
a crime and subjects such person to criminal and civil penalties. ,

Fraud Statement for New York Resfdents
For your protection, New York law requires the following to appear on this claim form:
Any person who knowingly and with the intent to delraud any insurance company or other person files an application for insurance or statement of ¢laim containing
any materlally false information, or conceals for the purpose of misleading, information concerning any fact material therelo, commits a fraudulent insurance act,
which is a crime, and shall also be subject fo a civit penalty not to exceed five thousand dollars and the stated value of the claim ifor each such violation.

Fraud Statement for Puerto Rico Resldents
For your protection, Puerte Rico law requires the following to appear on this ¢laim form:
Any person who knowingly and with the Intention of defrauding presents false information in an insurance application, or presents, helps, or causes the
presentation of a fraudulent claim for the payment of a loss or any other benefit, or presents more than ene claim for the same damage or loss, shall incur a felony
and, upon conviction, shall be sanctioned for each violation with the penalty of a fine of not less than five thousand (5,000) dollars and not more than ten thousand
{10,000) dollars, or a fixed term of imprissnment for three (3) years, or both penalties. If aggravating circumstances are present, the penally thus established may
be increased to a maximum of five (5} years; if extenuating circumstances are present, it may be reduced o a minimum of twe (2) yoars.

CL-1019 (03/09) 2



o e o DISABILITY CLAIM FORM

U n U m‘*’ The Benefits Center
P.O. Box 100158, Columbia, SC 29202-3158
Pacific Time Zone Toll-free; 1-877-851-7637 Fax: 1-877-851-7624

All Other Time Zones Toll-free: 1-800-858-6843 Fax: 1-800-447-2498
Call toll-free Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time).

| EMPLOYEE/INDIVIDUAL STATEMENT (PLEASE PRINT) |
A. Information About You

Last Name Suffix First Mame M!

A LTI T LI T [

Date of Birth (mm/dd/fyy) Social Security Number Gender
HEENEN | RN Srem

T Female
Home Address | | I I
City ' State Zip
Homa Telephone Number Cell Telephone Number
The state in which you work Preferred e-mall address (for confirmation purposes only)

Employer'Name

Language Preference [ English [J Spanish

Flease check all types of coverage you have with Unum.

LI Short Term Disability M_ong Term Disability [ Individual Disability [ Life Insurance [ Voluntary Benefits Disabliity

(J Voluntary Benefits Cancei/Critical llness [ Voluntary Benefits Accident [J Voluntary Benefits MedSuppart

Ara you currently self-employed? [JYes [JNo | Do you work for another employer? [ClYes (O No

If yes, employer name: Telephone Number

B. Information About the Condition(s) Causing Your Disabililty

1. For lliness, answer the following questions then go fo #4:

What is the name of your medical condition? What were your first symptoms?
Describe when you first noticed the symptoms. Date you were first treated by a physician
({mm/dd/yy):

2. For an injury, answer the following questions then go to #4:

What is the name of your medical condition?

Describe where and how the injury occurred.

Date the injury occurred (mm/iddfyy): If related to a motor vehicle accident, was an Date you were first treated by a physician
accident report filed? OYes [IMNo (mm/dd/yy):

3. For pregnancy, answer the following questions then go to #4:

What is your expscted delivery date?

Were there any complications causing you to If yes, please explain:
stop work prior to your expected delivery date? [Yes [INo

Have you already delivered? [1Yes "[INo | if yos, what typé of delivery? [ Vaginal [JC-Section | If yes, date of delivery:
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unum

DISABILITY CLAIM FORM

The Benefits Center

P.O. Box 1001568, Columbia, SC 28202-3158

Pacific Time Zone Toll-free: 1-877-851-7637 Fax; 1-877-851-7624
All Other Time Zones Toll-free: 1-800-858-6843 Fax: 1-800-447-2498
Call toll-free Menday through Friday, 8 a.m. to 8 p.m. (Eastern Time).

| EMPLOYEE/INDIVIDUAL STATEMENT {Continued)

Employee/individual's Name (Last Name, Suffix, First Name, Mi}

HENNSEEEEEEEEEEEEEEEEEE

Date of Birth (mm/dd/yy)

| [ L LT ]

4, For all medical conditions, answer the followlng questions:

What specific duties of your oceupation are you unable to perform due o your medical condition?

Have you been treated for this condition(s) in the past?

[JYes [1 No

If yes, when and by whom?

Is your condition related to your occupation?
It no, go to Section C.

O Yes [ No

If yos, please explain:

Have you filed a Workers’ Compensation claim? &1 Yes [ No

If no, do you intend to file a Workers' Compensation claim? O Yes &1 No

C. Information About Your Disability

Date last worked (mm/dd/yy):

Number of hours worked on date last worked:

Date you were first unable to work due to this medical condition
{mm/dd/yy):

D. Information About Physiclans, Hospitals and Medicatlons: This information will assist us In the evaluation of your claim,

Please provide the following information about all your current medical treatment praviders {physicians, hospitals, physical therapists, etc). If you are heing treated
by more than two, please use a separate shest of papar and include it with this form.

( )

'Provider Name

Mailing Address

E!‘elephon% No,

Specialty

City State

Zip Fax No.

[ate of First Visit (mm/ddiyy)
2

Date of Next Visit (mm/dd/yy)

( )

' Provider Name

Mailing Address

El'elephone; Mo.

Specialty

City State

Zip Fax No.

Date of First Visit {(mm/ddfyy)

Date of Next Visit (mm/ddiyy)

rlease list any recent (within the last 12 months) hospital visits/fadmissions. If you have had more than two, use a separate sheet of paper and include it with this
orm.,

- Hospital Address Date of Visit/Admission (mm/ddfyy)}
Procedure City State Zip Date of Discharge (mm/ddfyy)

2'Hospita| Address Date of VisitVAdmission (mm/ddfyy)
Procedure City State Zip Date of Discharge (mm/dd/yy)

Please list all current medications. If you have more than five, use a separate sheet of paper and include it with this form.

Prascription Name

Dosage/Frequency

Prescribing Physician

Pharmacy Name

CL-1019 (03/09)



o 0 @ DISABILITY CLAIM FORM

unum"’ The Benefits Center
P.O. Box 100158, Columbia, SC 29202-3158
Pacific Time Zone Toll-free: 1-877-851-7637 Fax: 1-877-851-7624

All Other Time Zones Toll-free: 1-800-858-6843 Fax: 1-800-447-2498
Call toll-free Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time).

| EMPLOYEE/INDIVIDUAL STATEMENT (Continued) |
Employee/individual's Name (Last Name, Suffix, First Name, M) Date of Birth (mm/dd/yy)

L1

E. Information About Other Disability Income: This information is Important to ensure the accuracy of your disability benefit calculation.

You may be receiving income from other sources that could reduce your benefit from Unum. Piease indicate what other income benefits you are eligible 1o receive
or are receiving as a result of your disability and complete the information requested.

Other Source of Income Eligible to Recelve Recelving Amount Benefit Begin Date
Short Term Disability [JYes [ONo [J Unknown OYes ONo O Unknown

State Disability Plan (CA, HI, NJ, NY, PR, Rl} [ OYes [ONo (O Unknown OYes [ONo [ Unknown

Workers' Compensation [MYes (ONo [ Unknown [dYes [No [0 Unknown

Motor Vehicle Insurance [HO¥Yes CINo [ Unknown (OYss [INo [ Unknown .
Third Party Setllement/income [JYes [ONo [J Unknown OYes ONe O Unknown

Soclal Security/Disabllity OYes ONo [ Unknown [I¥es [ONeo (O Unknown

Social Security/Family OYes [iNo [ Unknown OYes UINo O Unknown

Social Security/Retirement OYses ONo O Unknown OYes {INe [J Unknown

Unemployment [I¥es [INo [ Unknown OYes EINe O Unknown

Pension/Disability OYes ONo O Unknown OYes Ne O Unknown

Pension/Retirement OYes [iNo [3 Unknown OYes Ne O Unknown

Canada Penston ClYes [CINo [ Unknown {1Yes {JNo [J Unknown

Publlc Employse Retirement System CYes ONo 0O Unknown OYes OONe O Unknown

State Teachers Retirement System ClYes [JNo [] Unknown CYes [JNo [J Unknown

F. Information About Your Return-to-Work

Have you returned to work? (JYes [INo If yes, Indicate information below.
Part Time (mm/ddfyy): Full Time (mm/ddfyy): Hours per weel:

It you have not returned to work, when do you expect to return?
Part Time (mm/dd/yy): Full Time {mm/dd/yy); O Unknown

G. Information About Your Famllx: This information is imEortam to_assist us in determining if your family may be eligible for othar benefits.
Marital Status: {71Single {JMarried [JWidowed [JDivorced [Domestic Partner [ Separated

Spouse/Partner's Name Spouse/Partner's Date of Birth Is hefshe employed?
{(mm/ddlyy) OYes [INo
List your dependent children who are under age 25 (include additional sheets if necessary).
Name Date of Birth (mm/ddiyy) Attending School?
Oves [No
OYes [No
[O¥Yes [INo

H. Informatlon About Income Tax Withholding: The following information will ensure your bansfit is taxed appropriately according to Federal and State regulations.

TAX INFORMATION

If you do not know if you are covered under a fully-insured or self-funded plan, please contact your employer for assistance.

+ For Fuliy-Insured Plans - If your request for benefits Is approved, should Unum withhold Federal and/or State Income Taxes from your benefit checks?
Federal Income Tax: JYes [ONo If yes, how much should be withheld from each check? (whole dollar amount) $
Minimum Withholding: $20/week for Short Term Disability and $88/month for Long Term Disability,

State Incoma Tax: OYes O No If yes, how much should be withheld from each check? (whole dollar amount) §$

+ For Self-Funded Plans - Attach a copy of your completed W-4 for accurate calculation of Federal and $tate income taxes. Note: If not provided, we are

requirad by faw to withhold 25% of your banefit for Federal Income Tax and the maximum withholding amount for State Income Tax.

l. Signature of Employee/individual

} have read and understand the fraud notices listed on page 2 of this form. | also acknowledge that should my claim be overpaid for any reason it is my obligation
to repay any such overpaymeni.
The above statements are true and complete to the best of my knowledge and bslief. (Your signature is required for benefit consideration.}

Signature Date
* Reminder: Please sigh and date the Authorization {last page of this clalm tarmy). : : o

CL-1019 (03/09) 5



® 0 O DISABILITY CLAIM FORM
unum° The Benefits Center
P.O. Box 100158, Columbia, SC 29202-3158
Pagcific Time Zone Toll-free; 1-877-851-7637 Fax: 1-877-851-7624
All Other Time Zones Toll-free: 1-800-858-6843 Fax: 1-800-447-2498
Call toll-free Monday through Friday, 8 a.m. to 8 p.m. (Eastern Tims).
| DIRECT DEPOSIT REQUEST: To be completed by the Employee.

Please provide the information requested below by completing the appropriate section of this form. Once completed, sign and date the form and mall or fax it to the
address or fax number Indicated above. Your request will be processed pramptly.

A. Information About You

Last Name ' First Name M

Address

Cily State

Social Security Mumber Home Telephone Number

HEE RN EER LT

8. Information About How to Set-up or Change Your Direct Deposit

[ Set-up Direct Deposit [J Change Direct Deposit Account

Bank/Financlal Institution Information

Name

Address

City State i

T T I T T T T I IO T I T T T]

Type of Account [ Checking (Required: Please attach a voided check Imprinted with your name)
{0 Savings
Bank Routing Number Personal Accaunt Numbaer

HEEEEEENEEEEEEEEEEEE

Direct Deposit Cancellation Request Please complets this section thirly days in advance if you wish to cancel your direct deposit agreement,

L

O Cancel my direct deposit agreament Effective Date| | | I | I |

C. Signature of Indivicual

X

Signature Date

Frequently Asked Questions About Direct Deposit

+ What is Direct Deposit?
Direct deposit is a safe and easy way to have your benefit payment deposited directly into your checking or savings account. Unum will electronically transfer
the money inte your bank account on a monthly schedule.
* Reasons to use Direct Deposit
~ It's safe — no more lost or stelen checks
- It's convenient
- It's reliable
- ltsavestime
* How do | slgn-up for Direct Deposit?
Just compleie the top section of this form and mail or fax it to us. Please print clearly so we are abla to verily your account numbers accurately.
* What if | change financial institutions or want to stop my direct deposit?
it’s simple!l To change financial institutions, please complete this form and attach a voided check imprinted with your name. To stop your direct deposil, please
complete this form or provide the information on our secure website, unum.com.
* When can | expect the money to be in my account?
Because this can vary from person-to-person, please discuss the details with your clalims specialist and your financial institution,
* What if | have questions?
Please cali our toll-frae Direct Deposit Customer Service line at 1-800-413-7671, There are knowledgeabls and courteous represemaﬁves available to answer
your questions, Monday through Friday, 8 a:m, to 4 p.m, Eastern Time, :

Unurn is a registerad frademark and marketing brand of Unum Group and ils insuring subsidiarios,

CL-1019 (03/09) 6




® 0 o
unum

Pacific Time Zone

DISABILITY CLAIM FORM
The Benefits Center
P.Q. Box 100158, Coiumbia, SC 29202-3158

Toll-free: 1-877-851-7637 Fax: 1-877-851-7624

All Other Time Zones Toll-free: 1-800-858-6843 Fax: 1-800-447-2498
Call toll-iree Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time).

l EMPLOYER STATEMENT To be completed by the Employer (PLEASE PRINT)

A. Information Ahout the Employer

Employer Name

Employer's Phone Number( LOCAl

ClATHlo

tlel D

Llolclels

gl DAl LL]A]

L]

L

w)

Emplover Address

Plolzleld T

9lo [slol] |

||

HEN

HEN

Gity State Zip
Dlaleffals] T ] | [ [ ] IS ENE
Prior LTD Carrier Name Prior LTD Garrier Employee Effective Date | Prior LTD Garrier Policy Termination Date

P ]

B. Informatlon About the Employee

Employsa’s Name

Last Name, Suffix, First Name, MI)

| HEEEEEE

Employee’s Address

Cit

State Zip

CTTITITT T T

L]

Employee Telephone Number

Social Securit

cl

Number

HEN RN EENEE

LT

Date ol Hire !mma‘dd)')‘/y

Please check all types of coverage this employee has with Unum and indicate the effective date ot his/her coverags,

["] Short Term Disability
[ Life Insurance

[ Voluntary Benefits Cancer/Critical liiness

[ }Long Term Disability

O voluntary Benefits Disability
[ Voluntary Benefits MedSupport

(1 Individual Disability

Short Term Disability Policy Number

o pr——

Division Mumber
—_—

Class Number
———

Division Description / Class Description

e

Long Term Disability Policy Number

/2 Y ATH

Division Number
I

Class Number
pucm—r—

Diviston Description / Class Description
Arecie————

Individual Disability Policy Number

O C—

Division Number

Nac—

Class Number
e

Division Description / Class Description

Life Insurance Policy Number

Division Number

Class Number
——

Division Description / Class Description

o —— a——
Date Last Worked {mm/dd/yy): Number of hours worked on date last worked: Regular Work Schedule
Days/Week Hours/Day Hours/Week
Check off regular work days: O Sunday [ Monday O Tuesday [ Wednesday (1 Thursday (O Friday [ Saturday
I this is a Section 125/Cafetaria plan, indicate which option of coverage this employee has chosen.
Previous Plan Year Current Plan Year
Date of Qpen Enrollment (mm/dd/yy) Option Date of Opan Enrollment {mm/dd/fyy} Option

C. Information About the Employee’s Occupation

Occupation Title (please include a copy of the employes’s job description):

Primary duties of the employee's occupation on date last worked:

Employee’s Pre-disability Work Status: [ Full-ime (] Part-tme (0 Exempt [ Non-exempt [l Bargaining [ Non-bargaining

Did the employesa’s occupational duties and/or hours change due to disabllity or medical condltion prior to hisfher last day worked? {1 Yes [ No
If yes, please explaln:

Has employee returned to work? (1Yes [ No | If yes, date (mm/dd/yy): [] Full Time (O Part Time |Hours Per Week:

_I-_i_as 1he_; a:_"r_lp_lo_yee’s employment been _le_rmina_ted?_D_Yes O No | K yes, termination date (mmidd/yy):

CL-1019 (03/09) 7



unum

DISABILITY CLAIM FORM
The Benefits Center
P.O. Box 100188, Columbia, SC 29202-3158

Pacific Time Zone

Toll-free: 1-877-851-7637 Fax: 1-877-851-7624

All Other Time Zones Toll-free: 1-800-858-6843 Fax; 1-800-447-2498
Call toll-free Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time).

| EMPLOYER STATEMENT (Continued)

Employee's Name {Last Name, Suffix, First Name, M1}

Date of Birth (mm/dd/yy,

HEEEEENEEEEEN

HpENin

D. Information About the Employee’s Salary

How was the employse paid prior to date last worked? Please check all that apply and indicate the amount paid.

O Hourly $
[ Weekly $
[1 Bi-Weekly $

O Semi-Manthly $
{1 Bonuses $
{] Commissions $

Date pald through for (mm/dd/yy):

[J Salary Continuation

[J vacation Pay

Paid Time Off balance as of [ast day worked:

O Accrued Sick pay
O OCther

Sick Leave balance as of last day worked:

Does the employee have an ownership interest in this business? [J Yes [J No

if yes, what is the % of ownership?

%

Type of business: [ Regular Corporation [J 8 Corporation [ Paitnership [0 Sole Proprietorship

Financlal Documentation: We are requesting this information so we can accuralely calculate your employeae’s benefit. Please refer to the definition of earnings in
your policy and provide us with the appropriate payroll information.

If your earnings definition is:

Then we need:

Salary Only/Current Eamings

Payroll records or paystubs for the 3 months just prior to disability

Bonus/Commissions Included

Payroll records tfor aeither 12 or 24 months {per your definition of earnings} just prior to disability

Cther

Payroll documentation referenced in your definition of earnings (e.g. W-2, K-1, Schedule C, teacher contract, etc.)

E. Information Needed for Calculatlon of FICA

What percent of the Long Term Disability benefit is taxable?

%

[Ses IRS Fublication 15-4 Employer’s Supplemental Tax Guide, Section 6, Sick Pay Reporting and/or IRS Revenue Rufing 2004-55 for more information on
caleulating the taxable percent.]

Note: We will assurme the benefit is 100% taxable if this infermation is not provided.

What percent of the Individual Disability benefit is taxable?

%

[See IRS Publication 15-4 Employer’s Supplemental Tax Guide, Section 6, Sick Pay Reporting and/or IRS Revenue Rulfing 2004-55 for more information on
calculating the taxable percent.]

Note: We will assume the benelit is 100% taxable if this information is not provided.

Year o Date Earnings {from January 1 to the present for FICA Deductions) $

F. Information About Gther Disability Income

Is employee If yes, weekly or

eligible for: Yos No monthly amount Weekly Monthly Date benelits begin Date benetits end
Salary Conlinuation 0 oOfs 0 |
Short Term Disability o oO|s 0 O
State Disability O 0O|(s O |
Other Disability Benefits 0O O|s I ]
Social Security O (s [ [
Disability Insurance
Public Employee O (s (I (|
Retirement System
State Teachers 0O Ofs B ]
Retirement System
Workers' Compensation O 0Ofs O O
CL-1019 (03/09) 8



O ¢ O DISABILITY CLAIM FORM 4

Unum“’ The Benefits Center
P.O. Box 100158, Columbia, SC 29202-3158

Pacific Time Zone Toll-free; 1-877-851-7637 Fax: 1-877-851-7624
All Other Time Zones Toll-free: 1-800-858-6843 Fax: 1-800-447-2498

Caii toll-free Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time).

[ EMPLOYER STATEMENT (Continued)

Employee's Name (L.ast Name, Sufflx, First Name, M)

Date of Birth {mm/dd/yy)

HEEEEEENEEEEEEEEEEEEEEEEE

N

L

Is the claim the result of a work related injury or iliness? [ Yes [J No Ilf yes, has a Workers' Compensation claim been filed? [} Yes [ No

It yes, name of Workers' Compeansation carrier Telephone Number
Address of Carrier Fax Number
City State Zip

If a Workers® Compensation claim has been denled, please submit a copy of denlal with this claim.

G. Information About Your Pension Plan: This information is necessary o ensure the benefit is calculated accurately. (Do not complete for a maternity claim.)

Do you have a pension plan? (] Yes [ No

If yos, what type? [ Deflned benefit [ Defined contribution [ 401(k)/403(b} T Profit Sharing [ Other: (specify)

Is the employee eligible for your pension plan? [JYes I Mo What percentage does the employee contribute?

If eligible, doss the employee participate? [JYes ] No

%

if yes, when is the employes eligible to withdraw from the plan?

H. Information About Your Rehire or Return-to-Work Program

if the employee is released to return to work in restricted duty, are you willing to discuss accommedations? [ Yes [ No

If yes, whom should we contact to discuss a return-to-work plan?

Name

Title

Telephone Number

FRAUD NOTICE: Any person who knowingly files a statement of claim containing false or misleading information s subject to eriminal and civil

penaities. This includes the Employer portion of the claim form.

I. Signature of Bensfit Administrator (Please Print)

The above statements are true and complete to the best of my knowledge and belief.

Name of Parson Completing Form

Title of Person Completing Form

Telephone Number Fax Number Employer Tax ID Number

E-mail Address

Signature Date

X

CL-1019 (03/09) 9




o & o DISABILITY CLAIM FORM
Unum“’ The Benefits Center
P.O. Box 100158, Columbia, SC 28202-3158
Pagific Time Zone Toll-free: 1-877-851-7637 Fax: 1-877-851-7624

All Other Time Zones Toll-free: 1-800-858-6843 Fax: 1-800-447-2498
Cali toll-free Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time).

LATTENDING PHYSICIAN STATEMENT (PLEASE PRINT) |
PART I: TO BE COMPLETED BY PATIENT
Name of Patient (Last Name, Suffix, First Name, M) Social Security Number

[ [ ] | | LI L L) LTI T

Date of Birth (mm/dd/yy Home Telephone Number Employer Telephone Number

e e e Bt T

Employer Name

] [ L] HNNEEEEENEEEEREER

PART II: TO BE COMPLETED BY PHYSICIAN OR TREATING PROVIDER

Instructions: Please complete, sign and date this form. The purpose of this form is to assist us in making a disability determination. Please complete all questions
on this form and provide copies of suppotting reports, such as offica notes, medical records, medication logs, consultations and/or testing. Be sure to sign and date
this form in Section F.

A. Patient Information
Height: Woeight: Date of first visit regarding current condition(s) (mm/dd/yy):

Did you advise the patient to stop working? (JYes [INo [If yes, what was the first date the patient was unable to work (mm/ddfyy)?

Has the patient been treated for the same/similar condition in the past? [Yes [No [JUnknown

It yos, please provide treatment dates:  From (mm/ddiyy) Through (mm/ddfyy)
Is the patient's condition due to Injury or Hiness involving the patient’s employment? CYes [No O Unknown

B. Dlagnosis

What is the primary diagnosis preventing the patient from working?

Please include prirmary 1ICD-9 or DSM-IV Multi-Axial diagnoses codes | ICD-9;

DSM-IV: | H HI v v
What are the cther conditions that prevent the patient from working? [ NA

Secondary Diagnosis: [CD-8:

Secondary Diagnosis: ICD-9:

Are there any cognitive deficits or psychiatric conditions that impact function? DYas O Neo
If yes, please provide restrictions and limitations:

Date of last examination (mm/ddryy): Date of next examination (mm/dd/yy):

What symptoms is your patient reporting about his/her condition?

What diagnostic or clinical findings support your diagnosis?

C. Treatment
Describe the patient's current trealment program:

Mediications (please include the medication log)

CL-1019 (03/02) 10




® & o DISABILITY CLAIM FORM
Unum‘D " The Benefits Center
P.O. Box 100158, Columbia, SC 29202-3158
Pacific Time Zone Toli-free: 1-877-851-7637 Fax: 1-877-851-7624

Ali Other Time Zones Toll-free: 1-800-858-6843 Fax: 1-800-447-2498
Call toll-free Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time),

| ATTENDING PHYSICIAN STATEMENT (Continued)

Patient’s Name Date of Brith (mmiddfyy)
Has the patient been hospitalized? [JYes [INo [f yes, date hospitalized (mm/ddfyy): Date discharged (mm/dd/yy):
Was surgery periormed? [IYes [ZMNo [If yes, name of surgical procedure: CPT-4 code: Date surgery performed {mm/dd/yy):

Is Ihe patient still under your care? [Yes [ No |[If no, final date of treatment (mm/dd/yy):

D. Other Treating Providers or Hospitals

Please provide complete name, contact information and specialty of any other treating physicians or hospitals.

Nams Specialty Address Telephone Number

E. Functional Capacity: This is your estimate of the patient's functional capacity based on your knowledge of tha patient. This information is Important to assess
the patient’s eligibility for disability benefits.

Patient's ability to: (Please check all that apply)
Never Occasionally Frequently  Continuously Unknown

0% 1-33% 34-66% B87-100%
Sit Ol (] O () (I
Stand O O 7 O O
Walk O O O O Od

Patient's ability to perform: (Please check ar‘jl that apply)
o

ver Occasionally  Frequently  Continucusly  Unknown
0% 1-33% 34-66% 687-100%
R L R L R L R L R L
Fine Finger movements d O 0o g 0o o o o 0 30
Hand/eye coordinated movements O ] O O [ o o 0O o
Pushing/Pulling O (] 0o O o O 0 o 0o o

Dominant Hand [ Right U Left

Patient's ability to: {Please chack all that apply)

Never Occasionally  Frequently Continuously Unknown
0% 1-33% 34-66% 67-100%
Climb (| [ ] O O
Twisthend/stoop 0 [ ] O O
Reach above shoulder level [ O 0O I O
Operate heavy machinery 0 [ O G O

Patient's abllity to ifticarry: (Please check all that appiy}

Never Occasionally Frequently Continuously Unknown
0% 1-33% 34-66% 67-100%

Upto10lbs, [ O O O ]
11 to 20 Ibs. O O O [} |
21t050Ibs. O ] O [ [l
51t01001Ibs. O [J L) (] O

CL-1019 {03/09) 11



® ® o DISABILITY CLAIM FORM
Unum@’ The Benefits Center
P.O. Box 100158, Columbia, SC 29202-3158
Pacific Time Zone Toll-free: 1-877-851-7637 Fax: 1-877-851-7624

All Other Time Zones Toll-free; 1-800-858-6843 Fax: 1-800-447-2498
Call toll-free Monday through Friday, 8 a.m. o 8 p.m. (Eastern Time).

| ATTENDING PHYSICIAN STATEMENT (Continued) ]
Patient’s Name

Date of Birth (mmfddlyy?
L e e =]

L — ——————————————————— —————
Please indicate restrictions (activilies the palient should not do} and limitations (activitles the patient cannot do) in the space provided below,
RESTRICTIONS:

LIMITATIONS:

When do you expect improvemant in the patient's functional capacity?

FRAUD NOTICE: Any person who knowingly files a statement of claim contalning false or misleading information Is subject to ¢riminal and civit
penaltles, This includes Attending Physician portions of the claim form.

F. Signature of Attending Physician

The above statements are true and complete lo the best of my knowledge and halief.
Physician Name (Last Name, First Name, MI, Suffix) Please Print

Medical Specialty Degree

Address

City State Zip

Telephone Number Fax Number Physician's Tax ID Number:

Are you related to this patient? (J Yes [ No
If yas, what is the relationship?

Signature of Physiclan Date

X

CL-1019 (03/09) 12



® & O DISABILITY CLAIM FORM
Unum“’ The Benefits Center
P.O. Box 100158, Columbia, SC 29202-3158
Pacific Time Zone Toll-free: 1-877-851-7637 Fax: 1-877-851-7624

All Other Time Zones Toll-free: 1-800-858-6843 Fax: 1-800-447-2498
Call toll-free Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time).

I EMPLOYEE AUTHORIZATION - FOR EMPLOYEE TO COMPLETE —l

NOTE: This authorization is designed to comply with the Health Insurance qutabiligl and Accountability
Act (HIPAA) Privacy Rule. You are not required to sign the authorization, but if you ao not, Unum may
not be able to evaluate or administer your claim(s). Please sign and return this authorization to The
Benefits Center noted above.

Authorization

| authorize any health care provider includinﬁ, but not limited to, any health care professional, hospital,
clinic, laboratory, pharmacy or other medically related facility or service; health plan; rehabilitation
professional; vocational evaluator; insurance company; reinsurer, insurance service provider; third
party administrator; producer; the Medical Information Bureau; GENEX Services, Inc.; the Association
of Life Insurance Companies, which operates the Health Claims Index and the Disability Income
Record System; ?overnment organization; professional licensing body; and employer that has
information about my health, financial or credit histora/, professional license, earnings, employment
history, or other insurance claims and benefits, inclu in% Social Security benefits, to disclose any and
all of this information to persons who administer claims Tor Unum Group, its insurance subsidiaries* and
duly authorized representatives (“Unum”), and, where applicable, to persons or entities that may assist
me with or provide services related to my claim(s) for Social Security or other government-sponsored
benefits. Information about my health may relate to any disorder of the immune system including, but
not limited to, HIV and AIDS; use of drugs and alcohol; and mental and physical history, condition,
advice or treatment, but does not include psychotherapy notes.

| understand that any information Unum obtains pursuant to this authorization will be used to evaluate
and administer my claim(s) for benefits, including any assistance in my return to work. | further
understand that the information is subject to redisclosure and might not be protected by certain federal
regulations governing the privacy of health information.

This authorization is valid for two (2) years from the date below, or the duration of my claim, whichever
is shorter, A photographic or electronic copy of this authorization is as valid as the original. | understand
| am entitled to receive a copy of this authorization.

| may revoke this authorization in writing at any time except to the extent Unum has relied on the
authorization prior to notice of revocation or has a legal right to contest a claim under the poficg or the
policy itseli. I understand if | revoke this authorization, Unum may not be able to evaluate or administer
my claim(s) and this may be the basis for denying my claim(s). | may revoke this authorization by
sending written notice to the address above.

| understand if | do not sign this authorization or if | alter its corﬁent in any way, Unum may not be able
to evaluate or administer my claim(s) and this may be the basis for denying my claim(s).

(Employee Signature) (Date Signed)
(Print Name) (Social Security Number)
| signed on behalf of the claimant as (indicate relationship). If Power of Attorney

Designee, Guardian, or Conservator, please attach a copy of the document granting authority.

* This authorization is valid for the following Unum insurance subsidiaries: Unum Life Insurance
Company of America, Provident Life and Accident Insurance Company, The Paul Revere Life Insurance
Company.

Unum is a registered tradernark and marketing brand of Unum Group and its insuring subsidiaries.

CL-1019-AUTH (03/09)



