


	A. Loan Information - Attach a Copy of the Certificate Schedule and a Loan Payment Coupon



	Finance Company's 
Loan / Account
Name:
Number:

	Finance Company’s
Complete Address:
City/State/Zip:

	Finance Company’s
Phone

Contact Person:
Number:

	Dealer 
Certificate / Policy 
Name:
Number:

	Effective 

Loan Payment 

Date:
Term: 
Amount: $ 

	B. Insured’s Statement 

	Full 
Sex:
( Male
Name:
( Female

	E-Mail Address:
Are you a U.S. Citizen? 
( Yes ( No
If no, what country?

	Street  


Address:
City/State/Zip:

	Phone 
Social 
Birth 
Are you
( Yes

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

	Employer
Name: 
Occupation:

	Name of Employer at time of loan if different than above:

	Street  


Address of Prior Employer:
City/State/Zip:

	Phone number of Prior Employer:
Fax number of Prior Employer:

	Describe Illness or Injury:
Date of 
Date of 


First Symptoms:
First Treatment:

	If caused by accident, 
describe briefly: 


	
Date:
Place (Home, Work, Other):

	Name of
Street Address

Attending Physician:
City/State/Zip:

	Name of your
Street Address

Family Doctor:
City/State/Zip:

	Names and addresses of all Treating Doctors, Hospitals, Medical Care Facilities where you were confined during the past five years (Indicate Dates of Admission). use additional paper, if necessary:

	

	

	

	

	

	

	Date you 
Date you became 
last worked:
totally disabled:

	Date you returned to work: 
Was it full or light duty?

	




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, any medical professional, hospital or other medical-care institution, pharmacy, governmental agency, Insurance company, or 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 any employer to provide Life Investors Insurance Company of America with financial or employment related information. A Photostat copy of this 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 date signed for the duration of the claim.

	

	Date 
Insured / Claimant Signature (Required)


	C. Employer’s Statement – Must be Completed by your Employer

	Employee’s Name:
Hours Worked Weekly:

	Job Title:
Date 
( Full 

Hired:
( Part Time

	Describe Duties or 
Attach Copy of Job Description:

	

	Date employee become 
Date Last 
Date of Last Week Employee

totally disabled to work? 
Worked:
Worked 30 Or More Hours:

	Has any sickness caused disability
( Yes
On what 


within the last 12 months?
( No
date(s)?



	Has any accident caused disability 
( Yes
On what 
Date of
Was claim covered by
( Yes
with in the last 12 months?
( No
date(s)?
injury?
Worker's Compensation?
( No

	Is Employee
( Yes
If yes, date you expect 
Date employee 
Date employee 
still employed?
( No 
employee to return?
returned to light work? 
returned to full time work?

	Was leave of 
( Yes 
Was Employee
( Yes
Date leave or layoff started
absence granted?
( No 
laid off?
( No
or employment terminated?

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

	

	

	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 #:
Fax #:
E-Mail Address:


	SELF-EMPLOYED – If You are Self-Employed, You Must Complete this Section

	Name of Business:

	Website Address / Email Address:

	Street Address


City/State/Zip:

	Phone #: 
What date did you start your business?

	Type of Business:
License Name:

	License #
License expiration or renewal date:

	How many hours per week did you work
What was the date your 
before you were disabled?
total disability began?

	Have you returned to your regular, full-time job?
( Yes ( No 
Date:

	Have you returned to work part-time or with restrictions? 
( Yes ( No
If so, how many hours?

	What restrictions?

	Your Signature:
Date:


	D. Physician’s Statement – Must be Completed by a Licensed Physician

	Name of Patient:

	Diagnosis:
ICD Code:

	Subjective Complaints / Objective Findings:

	Nature and cause of Injury or condition:

	How long have you been the Patient’s Physician?

	List all names, addresses and telephone numbers of other treating or referring physicians in the last five (5) years.

	

	

	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 
( Yes
If yes, are there 
( Yes
If yes, please describe:

to pregnancy? 
( No
any complications?
( No  


	Type of Delivery Performed or Planned:
1st Day of LMP:
Expected Delivery Date:

	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?

	Remarks:

	Print Physician's Name:
Date:

	Street Address
Phone #:

City/State/Zip:
Fax #:

	E-Mail Address:

	Physician's Signature (Required)
Date

	


INSURED IS RESPONSIBLE FOR ANY FEE REQUIRED TO COMPLETE THIS FORM
	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.


	Life Investors Insurance Company of America


	





INCOMPLETE OR UNANSWERED QUESTIONS MAY CAUSE DELAYS IN PROCESSING YOUR CLAIM


Notice of Disability Claim








** the attached form is to be used in filing for disability benefits **





PLEASE FOLLOW THESE INSTRUCTIONS CAREFULLY





The Loan Information Statement at the top of the claim form should be completed by you or your Finance Company. Also a copy of your credit insurance certificate and a copy of your loan payment coupon or billing statement is required. WITHOUT THIS INFORMATION, YOUR CLAIM MAY BE DELAYED.


The Statement of the Insured must be completed in full. Both Authorizations to obtain information must be dated and signed by the Insured.


The Employer’s Statement must be completed by your most recent employer regardless of how long it has been since you last worked. If you are Self-Employed please complete the self-employment portion of the Employer’s Statement. 


The Physician’s Statement must be completed in full by a licensed medical physician treating you. Please be sure that he or she answers all questions, lists all treatment dates and shows the date your disability began. Incomplete or unanswered questions may cause a delay in the processing of your claim.


Contact your Finance Company! Tell them that you are disabled and have filed a claim. However, you are responsible for making any payments that are due while the insurance company investigates and begins the processing of your claim. Your disability insurance does not cover late charges on your account, nor does it protect your credit rating so please do not skip any payments.


Keep a copy of all forms and documentation for your records.





** IMPORTANT INFORMATION **





Be sure we know who to pay.  We pay your Finance Company directly, so please be sure to provide the complete name and mailing address for your Finance Company. Please include your loan number.


Benefit are payable at a daily rate which is equivalent to 1/30th of your monthly loan payment. You are paid only for the exact number of days you are disabled – this may not always be equivalent to your full payment. You are responsible for any balance the insurance company does not cover. If you have an elimination period, these days will be deducted from the first benefit check.


Claim payments are counted from your first eligible day; it is nearly impossible to make them on the date your loan payment is due. Make arrangements with your Finance Company now for any payments currently due or that may come due before your claim can be reviewed. You will need to contact your Finance Company relative to any amounts covered by insurance for this period.


If a partial payment is made for a continuing disability, you will receive a Continuing Claim Form to complete. These continuation claim forms must be returned to us each month you are disabled in order for benefits to be processed timely. Please be sure to return these forms in a timely manner. Please notify us immediately if you return to work.


Your claim will be handled promptly upon receipt of this information. Carefully follow these instructions. Please remember, however, that some claims may require a special investigation which will cause a delay in the processing of your claim. If this occurs, you and your Finance Company will be notified concerning the reasons for the delay.





�
�
Please send your completed form to:�
�
Claims Department�
�
P.O. Box 420857�
�
Atlanta, Georgia 30342�
�
�
�



IF YOU HAVE ANY QUESTIONS, PLEASE DON’T HESITATE TO CALL US AT 1-800-846-8039


FT 0344 GN R0406





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, Georgia 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.


FT 0208 GN R0805









AN 212 GN R0607

