Administrative Office
Mail To:

400 Galleria Parkway, Suite 1000
PO Box 420857

Atlanta, GA 30339
Atlanta, GA 30342‑0857

Tel 1‑800‑846‑8039





	A. Creditor - Your creditor or lien holder should complete this section

	Creditor's Name:

	
Loan

Creditor’s Complete Address:
Number:

	Dealer Name:
Certificate/Policy Number:

	Effective Date:
Term: 
Monthly Benefit Amount: $ 
APR:

	
( Open End

Type of Loan: 
( Closed End 
( Credit Card 
Outstanding Balance at Time of Disability: $

	Creditor/Agent Signature: 
Date: 
Phone #:

	B. Claimant - You complete this part then take form to doctor to be completed and mailed

	
Sex
( Male

Full Name:

( Female

	Street 

Address: 
City/State/Zip:

	Phone 
Social 
Birth 
Are you
( Yes

Number:
Security No.: 
Date: 
self-employed? 
( No

	Employer Name:
Occupation:

	Employer

Street Address:
City/State/Zip:

	Describe Illness or Injury*:
Date of First Symptoms:
Date of First Treatment:

	If Caused by Accident, Describe Briefly: 
Date:
Place (Home, Work, Other):

	

	*If injury due to motor vehicle accident, please attach copy of police report.

	Name of
Street Address

Attending Physician:
City/State/Zip:

	Name of Your
Street Address

Family Doctor:
City/State/Zip:

	Name(s) and Address(es) of the Hospital(s) Where You Were Confined During The Past Two Years (Indicate Dates Of Admission):

	

	Name of all Physicians 
Street Address

consulted in Past 5 years:
City/State/Zip/Telephone number:

	(Indicate Specialty)

	

	

	

	
Dates of Total Disability
Date You Last Worked
Date You Became Totally Disabled 

FROM:
TO:



	Date You Were First Able to Return to Light Work: 
If you Have Not Returned Because of


Continuing Disability, Give Date You


Expect to be Able To Return to Work:


Authorization to release information:
I certify that the statements contained herein are true and correct to the best of my knowledge and belief and I authorize any health care provider or any medical professional, hospital or other medical-care institution, pharmacy, governmental agency, Insurance company, employer to provide Life Investors Insurance Company of America or any agent, attorney, consumer reporting agency or independent administrator, acting on its behalf, information concerning advice, care or treatment provided to the patient, employee or deceased named below, including information relating to mental illness, use of drugs or use of alcohol I also authorize my employer to provide Life Investors Insurance Company of America with financial or employment related information A Photostat copy of (his form will be as valid as the original I understand that such information will be used by Life Investors Insurance Company of America for the purpose of evaluating my claim for insurance benefits and that I or any authorized representative will receive a copy of this authorization upon request.

This authorization is valid from the dale signed for the duration of the claim.

	

	Date 
Signed



	C. Employer

	Employee’s Name:

	Job Title:
Hours Worked Weekly

	Duties:

	

	

	

	

Last Week Employee

Date Employed:
Date Last Worked: 
Worked 30 Or More Hours (Date):

	Was claim covered by Worker's Compensation? 
Is Employee still employed? 
Was Employee laid off?

( Yes ( No 
( Yes ( No 
( Yes ( No

	Has any accident or sickness caused disability with in the last l2 months? 
( Yes  ( No 
On what dates?

	If you carry compensation or disability benefits coverage, please advise name and address of insurance carriers:

	

	

	Was leave of absence granted? 
When did leave or layoff start or

( Yes ( No 
employment terminate (Date)?

	When did employee become 
When did employee return 
When did employee return

totally disabled to work? 
to light work? 
to full time Work?

	When do you expect employee to return?

	Employer's name

and mailing address:

	To the best of my knowledge and belief all of the answers given by employee and by me are true and complete.

	Signed on behalf of employer by:

	Date:
Title Of Position:
Phone #:


	D. Doctor Statement

	Name of Patient:
Patient ID Number:

	Diagnosis:

	Nature and cause of Injury or condition:

	When did patient first consult you for this condition?    Date:

	List all names, addresses and telephone numbers of other treating physicians.

	

	

	If due to injury, is
( New Injury
Has patient ever had same
( Yes
If yes, when?

 condition described as:
( Reoccurrence
or similar condition?
( No



	Is condition due to pregnancy? 
( Yes  ( No 
LMP Date:

	If yes, are there any complications?
( Yes  ( No
Please Describe:

	Dates of Treatment 

for this medical condition:

	Surgical procedure, if any:

	Name and address of hospital, if hospitalized:

	Date admitted: 
Date discharged:

	How long was or will patient be continuously totally disabled 

(unable to work)?   Must have beginning date.
From:
To:

	Prognosis:

	

	When did patient return to his/her
When did patient return

regular occupation?
to any occupation?

	When will patient be able

 to return to his/her occupation?
Any occupation?

	If treatment terminated, on what date?
If so, why?

	Limitations/Restrictions:
How long will they be in effect?

	Print Physician's

Name:
Date:

	Physician's

Signature:
Date:

	Name of
Street Address
Phone #:

Attending Physician:
City/State/Zip:
Fax #:


	SPECIAL NOTICE-Any person who knowingly, and with intent to injure, defraud, or deceive any insurance company, files a statement of claim containing any false, incomplete or misleading information maybe guilty of a criminal act punishable under law.

	ALASKA

	A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false, incomplete, or misleading information may be prosecuted under state law.

	ARIZONA

	For your protection Arizona law 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.

	ARKANSAS, NEW MEXICO & LOUISIANA

	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 for insurance is guilty of a crime and may be subject to fines and confinement in prison.

	CALIFORNIA, HAWAII & TEXAS

	For your protection, state law requires the following to appear on this 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.

	COLORADO

	It is unlawful to 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 imprisonment, fines, denial of insurance, and civil damages. Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or information 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 agencies.

	DISTRICT OF COLUMBIA

	“Warning: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any other person.  Penalties include imprisonment and /or fines.  In addition, an insurer may deny insurance benefits if false information materially related to a claim was provided by the applicant.”

	DELAWARE

	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 guilty of a felony.

	FLORIDA

	Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or application containing any false, 

incomplete or misleading information is guilty of a felony of third degree.

	IDAHO & INDIANA

	Any person who knowingly, and with intent to defraud or deceive any insurance company, files a statement containing any false, incomplete, or misleading information is guilty of a felony.

	KENTUCKY

	Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance containing any materially 

False information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime.

	MINNESOTA

	A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.

	NEW HAMPSHIRE

	Any person who, with a purpose to injure, defraud or deceive any insurance company, files a statement of claim containing any false, incomplete or misleading information is subject to prosecution and punishment for insurance fraud, as provided in RSA 638:20.

	NEW JERSEY

	Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.

	OHIO & OREGON

	Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a claim containing a false or deceptive statement is guilty of insurance fraud.

	OKLAHOMA

	WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.

	PENNSYLVANIA

	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 material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

	VIRGINIA, MAINE & TENNESSEE

	It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.


	Life Investors Insurance Company of America


	Attach a copy of certificate schedule or payment coupons, if available.


Notice Of Disability Claim
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