
ASSURITY LIFE INSURANCE COMPANY
PO Box 80926 APPLICATION FOR INDIVIDUAL BENEFITS              Toll Free 866-289-7337
Lincoln, NE 68501                Fax 402-437-4592

  l.  Name of Policyowner                                                                                                       Policy Number(s)                                       
Last First Middle

  2.  Name of Patient (if different from policyowner)                                                                                                                                

  3.  Business or occupation                                                                                                                                                                       

  4.  Employer’s name                                                                                                                                                                                

       Employer’s address                                                                                                                                                                             

  5.  When did the physician first treat you?                                                                                                                                               

 Give other dates of treatment                                                                                                                                                              

  6.  Name of treating physician(s)                                                                                                                                                             

 Physician(s) address                                                                                                                                                                            

  7.  If accident, when did it happen?______________________________________ , 200____.  Time of day                                     

 How and where did accident happen?                                                                                                                                                 

  8.  If sickness, when did it begin?                                                                                                                                                            

 Nature of illness                                                                                                                                                                                  

 If sickness, have you ever had this same illness before? Yes No

 When?__________________________   Name and address of physician                                                                                        

  9.  Are you or will you be applying for benefits under any State or Federal Worker’s Compensation law? Yes  No

 Please give name and address of the Worker’s Compensation insurance carrier                                                                                

10.  Are you or will you be applying for benefits under any other accident, health, or hospital insurance plan? Yes  No

 Please list the names and addresses of other insurance companies                                                                                                     

11.  Were you confined to a hospital? Yes  No Was an operation performed? Yes  No

Date entered____________________________________   Date discharged _________________________________________

Name of hospital ________________________________________________________________________________________

Address of hospital ______________________________________________________________________________________
If you are applying for DISABILITY BENEFITS

12.  On what date did you stop performing all of your employment duties? _____________________________________________

13.  When did or do you expect to return to some of your employment duties?___________________________________________

14.  When did or do you expect to return to all of your employment duties? _____________________________________________

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 GUILITY OF A CRIMINAL ACT
PUNISHABLE UNDER LAW.

I hereby agree to reimburse Assurity to the extent of any overpayment which is in excess of the amounts payable under any Assurity
insurance policy(cies).  I hereby certify the statements above are complete and accurate to the best of my knowledge.

SIGNATURE OF POLICYOWNER __________________________________________________ Date ________________________________
If you need to have copies of itemized bills, please make your copies before submitting claims.

AAW-408 (7/01)

CLAIM FORM FAXED ON ____/____/____



EMPLOYERS STATEMENT:  Must be completed for disability benefits.
1. Date of first absence due to disability                          Date employee returned to work__________________
2. Monthly Earnings                     Date hired                               Date of termination, if terminated ___________
3. Has claim or will claim be made for Worker’s Compensation Benefits?  Yes  No

If yes, what is status of claim?                                                                                                                            
4. Will you provide “light duty” if employee is released with restrictions?  Yes  No
Name of Employer                                                                 Phone number of employer ( )            -           
Authorized Signature                                                             Title or Position                             Date __________

NAME OF PATIENT (PRINT) DATE  OF BIRTH POLICY NO.

PRESENT ADDRESS                     STREET                                   CITY                                          STATE  (OR  PROVINCE)                   ZIP  CODE

ATTENDING PHYSICIAN’S STATEMENT
(CAN BE REPLACED BY PHYSICIAN’S OWN FORM)

INSURANCE CLAIM                                                                                                                                                                                              

1. DIAGNOSIS AND CONCURRENT CONDITIONS
(IF DIAGNOSIS CODE OTHER THAN ICDA* USED, GIVE NAME):

                                                                                                                                                                                                                                 

2. REPORT OF SERVICES (OR ATTACH  ITEMIZED BILL)  (IF PREVIOUS FORM SUBMITTED TO THIS CARRIER, YOU
NEED TO SHOW ONLY DATES AND SERVICES SINCE LAST REPORT)

DATE OF SERVICE  PLACE OF SERVICE           DESCRIPTION OF SERVICE             PROCEDURE

                                                                                                                                                                             

                                                                                                                                                                             

                                                                                                                                                                             

                                                                                                                                                                             

3.  DATE  SYMPTOMS FIRST APPEARED OR
     ACCIDENT HAPPENED.

4.  DATE PATIENT FIRST CONSULTED YOU FOR THIS
      CONDITION.

5.  PATIENT EVER HAD SAME OR SIMILAR CONDITION?
      YES   NO  IF “YES” WHEN AND DESCRIBE:

6.  PATIENT STILL UNDER YOUR CARE FOR THIS
    CONDITION?   YES   NO

7.  PATIENT WAS CONTINUOUSLY TOTALLY DISABLED.
      (UNABLE TO WORK)

FROM                                         THRU

8.  PATIENT WAS PARTIALLY DISABLED.

FROM                                       THRU

9.  IF STILL DISABLED, DATE PATIENT SHOULD BE
       ABLE TO RETURN TO WORK.

10.  PATIENT WAS HOUSE-CONFINED.

FROM                                        THRU

11.  DOES PATIENT HAVE OTHER HEALTH OR DISABILITY COVERAGE?   YES     NO  IF “YES” IDENTIFY

                                                                                                                                                                                                                       

                                                                                                                                                                                                                                 
DATE    PHYSICIAN’S NAME (PRINT) SIGNATURE DEGREE TELEPHONE

                                                                                                                                                                                                                                 
STREET ADDRESS CITY OR TOWN STATE OR PROVINCE ZIP CODE

AAW-408 (7-01)


