	
Administrative Office

400 Galleria Parkway, SE; Suite 1000
Atlanta, GA 30339

800-846-8039
	Life Investors Insurance Company of America
(Referred to herein as “we”, “company”)
Notice of Death Claim
	Mail To:
PO Box 420857
Atlanta, GA 30342-0857


THE ATTACHED FORM IS TO BE USED IN FILING FOR CREDIT LIFE BENEFITS

Please Follow These Instructions Carefully:

1) Statement of Financial Institution: This portion should be completed and signed by a representative of the Financial Institution.

If the Authorized Representative of the Estate is unable to have the Financial Institution complete the form, please have the Financial Institution provide the Authorized Representative of the Estate with the following information: A Loan Payoff Amount as of the date of death, the Financial Institution’s complete mailing address, the Loan Account Number, and a complete Loan Payment History showing all payments made on the loan.

2) Statement Regarding the Deceased: This section should be fully completed by the Authorized Representative of the Estate.

3) Authorization for Uses and Disclosures of Medical Information Form: This is a separate form needed to obtain information. It must be completed, signed and dated by the Authorized Representative of the Estate. Print the deceased’s name on the first line. You sign and date the second line.

4) Please attach the following documents for verification: An Original Death Certificate or Certified Copy with the cause of death and raised seal, the court documents appointing you the Authorized Representative of the Estate, and the Credit Insurance Certificate. Without these documents the claim may be delayed.

**IMPORTANT INFORMATION **

Since we pay the finance company directly, please be sure to provide us with the correct name and mailing address of the Financial Institution.

Benefits are payable as of the date of death. Any extensions added to the loan prior to the date of death and any extensions or advances added after the date of death are not covered.

The Authorized Representative of the Estate should make arrangements with the Financial Institution in regards to any payments that are currently due or that may become due before the claim is finalized.

It is important to carefully follow the above instructions. The claim will be handled promptly upon receipt of the claim form; however, incomplete claims or claims that may require special investigations will cause a delay in the processing of the claim. If this occurs, the Authorized Representative of the Estate and the Financial Institution will be notified.

Please send completed forms and documents to: Claim Department,

P.O. Box 420857

Atlanta GA 30342

If you have any questions please do not hesitate to call us at 1-800-846-8039.
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Statement of Financial Institution (To be completed and signed by Lender)

	Name of Financial Institution
	Customer’s Loan Number

	Address
	City
	State
Zip Code

	Second Beneficiary
	Relationship to Insured

	Lender Signature
	Date

	Telephone Number
	Fax Number

	Current Certificate / Policy #
	Date of Issue

	Term in Months
	Type of Loan (Line of Credit or Closed-End)


1) Outstanding loan balance on date of death
$ 


2) Unpaid interest from date of last payment to date of death
$ 

Last payment date


3) Were there any extensions or deferred payments on loan?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If yes, provide dates:


4) If Line of Credit / Home Equity, please provide copies of monthly statements for the six months prior to date of death and for one month after date of death.

5) Please provide a complete Loan Payment History showing all payments made on the loan from the effective date of the loan until present.

AUTHORIZATION FOR USES AND DISCLOSURES OF MEDICAL INFORMATION

To: Life Investors Insurance Company of America (“Insurer”)

I hereby give Insurer permission to obtain use and/or disclose the insured/claimant’s personal health information as follows:

· This authorization was prepared at the request of Insurer for the purpose of evaluating contestability and eligibility for benefits.

· The information that is the subject of this authorization and which will be used or disclosed as set forth below includes the release of all medical records (except psychotherapy notes), including, but not limited to, those containing medical history, diagnoses, symptoms, treatments, prescription drug information, alcohol or drug or tobacco use or abuse, or information regarding communicable or infectious conditions, such as AIDS.

· The following person(s) or group of persons employed or working for, or on behalf of Insurer may obtain, use or disclose my personal health information which is described above: Any physicians, medical practitioners, hospitals, clinics, medical or medically related facilities, paramedic facilities, treatment or recovery centers, governmental agencies, insurance support organizations, medical record retrieval services, pharmaceutical services, plan administrators, insurance companies, reinsurers, independent medical consultant or counsel and consumer reporting agencies such as the Medical Information Bureau.

· I understand that if the person or entity that gives or receives the above information is a not a health care provider or health plan covered by federal privacy regulations, the information described above may be re-disclosed by such person or entity and will likely no longer be protected by the federal privacy regulations.

· I understand that I may revoke this authorization in writing at any time, except to the extent that action has been taken by the Insurer in reliance on this authorization, by sending a written revocation to: Life Investors Insurance Company of America, 400 Galleria Parkway, S. E.; Suite 1000; Atlanta, GA 30339.

· I understand that I am not required to sign this authorization form and that Insurer will not condition the provision of payment to me on the signing of this authorization, except that Insurer may condition evaluating contestability or insurance coverage eligibility for benefits on provision of this authorization if the authorization sought is for insurance coverage contestability evaluation or insurance coverage eligibility relating to the insured. This authorization will expire 24 months from the date this authorization is signed.

Insured/Claimant Name (Print)

Signature of Insured/Claimant or
Date for Life Claim the Authorized Representative

Insured/Claimant or Authorized Representative

Sign this form and return with the claim form to:
Life Investors Insurance Company of America


400 Galleria Parkway, S.E.

Suite 1000

Atlanta, Georgia, 30339

Please keep a copy of this form for your records.
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Statement Regarding the Deceased (To be completed by Authorized Representative of the Estate)

PLEASE ATTACH A COPY OF THE CREDIT CERTIFICATE OF INSURANCE, CERTIFIED COPY OF DEATH CERTIFICATE, AND DOCUMENTATION OF YOUR AUTHORITY (County Clerk Documents/Appointment).

Answer all questions fully - Incomplete claim forms can result in a delay.
	Name of Deceased
	Date of Death

	Address
Street
	City
	State
Zip Code

	Name of Deceased’s Family Physician
	Telephone Number

	Address
Street
	City
	State
Zip Code

	Name(s) and Address(es) of all physicians who treated the Deceased in the last five years (use a separate sheet if necessary)

	

	

	

	Name of Deceased’s Last Employer
	Telephone Number

	

	Address
Street
	City
	State
Zip Code

	Name of Deceased’s Major Health Insurance Carrier
	Telephone Number

	Address
Street
	City
	State
Zip Code


The statements above are true and complete. I/we agree that the Company may rely upon them as part of the proof of death. Any physician who has attended , Deceased Insured, and/or any hospital-(including Veteran's Administration Hospital) or other institution in which the Deceased Insured was treated or confined, is hereby authorized to furnish Life Investors Insurance Company of America or its representative, any and all information and records with respect to any illness or injury, medical history, consultations, prescriptions. or treatment pertaining to the Deceased Insured. Such information may be included as part of the proof of death submitted to the Company. A photocopy of this authorization shall be considered as effective and valid as the original. I understand that as Authorized Representative of the Estate, I may request a copy of this authorization. This authorization shall be valid for the duration of the claim.

Printed (or typed) Name of Authorized Representative of the Estate
Relationship to Deceased Insured

Are you (Authorized Representative of the Estate) a U.S. Citizen?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No If no, what country? 

Authorized Representative of the Estate's Mailing Address
Telephone Number (Include Area Code)

Signature of Authorized Representative of the Estate
Date Signed

	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 may be guilty of a criminal act punishable under law.

	Alaska, Minnesota, New Hampshire, Washington

	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, New Jersey

	For your protection Arizona and New Jersey laws require 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, Hawaii, Louisiana, New Mexico, Texas

	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

	For your protection, California law requires the following to appear on this form: Any person who knowingly presents false of 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 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, Maine, Tennessee, Virginia, Washington

	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, Idaho, Indiana, Oklahoma

	A 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 commits a crime and may be guilty of a felony. 

	Florida

	Any person who knowingly and with intent to injure, defraud, or deceive an insurer, files a statement of claim or an application containing any false, incomplete, or misleading information is guilty of a felony in the third degree.

	Kentucky, New York, 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. In New York, such civil penalty not to exceed $5,000 and the stated value of the claim for each such violation.

	Ohio

	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.

	Oregon

	Any person who knowingly and with intent to defraud, files a claim for benefits may be guilty of insurance fraud and may be subject to prosecution.
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