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Claim Fraud Statements

Before signing this claim form, please read the warning for the state where you reside and for the state where the insurance policy
under which you are claiming a benefit is issued.

For your protection, state laws, including Alaska, Arizona, Arkansas, Connecticut, Delaware, Georgia, Hawaii, ldaho, lllinois,
lndiana, lowa, Kansas, Louisiana, Maine, Maryland, Massachusetts, Michigan, Mississippi, l\4issouri, Montana, Nebraska, Nevada,
New Mexico, North Carolina, North Dakota, Ohio, Oklahoma, Oregon, Rhode lsland, South Carolina, South Dakota, Tennessee,
Texas, Utah, Vermont, Virginia, Washington, West Virginia, Wisconsin, l\4isso9Oregona, tlaöå–æ–RÀ•–RÀa`EOO~næ�6�Â�Eouth ���Er�li0
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EMPLOYEE/INDIVIDUAL STATEMENT (Continued)
Employee/lndividual'S Name (Last Name, Sufiix, Firsl Name, Ml) Date of Birth (mm/dd/yy)

II II II
4. Fo. all medical conditions, answer the following questions:

lfyes, what type of delivery? tr Vaginal tr C-Section

What specjfic dulies ofyour occupatjon are you unable to perform due to your medical condition?

Have you been treated lor this condition(s) in the past?
tr Yes trNo

lfyes, when and by whom?

ls your condition related to your occupation? lfyes, please explain

O Yes tr No lfno, qoto Section C

Have you filed a Workers' Compensation claim? tr Yes tr No lfno, do you intend to file a Workers' Compensation claim? tr Yes tr No

D, lntormation About Physicians, Hospitals and Medications: This informalion will assisl us in the evaluation of your claim

Please provide the followng information about all your currenl medical lreatmenl providers (phystcians. hospitals, physicat lheraprsls. etc). tf you are being treatect
by mor€i lhan two. please uae a separate sheet of paper and include it with this foim.

1.ffi L/ailing Address Telephone No

Specialty City State zip Fax No

Date of First Visit (mm/dd4y) Date of Next Vlsit (mm/dd/yy)

2
Provider Name [,4ailing Address Telephone No

Specialty City State zip Fax No

Date of First Visit (mm/dd/yy) Date of Next Visit (mn dd,ryy)

Please list any recent (within the last 12 months) hospital visits/admissions. lf you have had more than hvo, use a separate sheet of paper and include it with lhis

Address Dale of VlsiUAdmission (mm/dd/yy)

Proced!re City State zip Date of Discharge m

2
Hospilal Address

Procedure City State zip Date of Discharge (mm/dd/yy)
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LONG TERM DISABILITY CLAIM FORM
The Benefits Center
PO. Box 100158, Coiumbia, SC 29202-3158
Phone: 'l -800-858-6843 Fax: 1-800447-2498
Monday through Friday I a.m. to 8 p.m. (Eastern Time)

It] m
Have you akeady delivered" tr Yes O No 

I I lfyes, dale ofdelivery:
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aa a LONG TERM DISABILITY CLAIM FORM
The Benefits Center
PO. Box 100158, Columbia, SC 29202-3158
Phone: 1-800-858-6843 Fax: 1-800447-2498
Monday through Friday 8 a.m. to 8 p.m. (Eastern Time)
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EMPLOYEE/INDIVIDUAL STATEMENT (Continued)
Employee/lndividual's Name (Last Name, Sufiix, Fjrst Name, l\41) Date of Birth (mm/dd/yy)

II II
H. lnlormation About lncome Tax Withholding: Unum will not withhold Federal and State lncome Tax rf your benefit s lgttaxab e

TAX INFORMATION
lf you do not n

lf lf 1-��1-��
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PO. Box '100158

Columbia, SC 29202-3'l 58
Phone: 1-800-858-6843 Fax

unufn'
1-800-447 -2498

You are not required to sign this OptionalAuthorization. However, if you would like us to
communicate with a family member, friend or other third party about your leave(s) and/or claim(s),
which could include, but not be limited to, accident, disability, American's with Disability Act (ADA),
we recommend completing the information below. Please sign and date the form as indicated and
mail or fax it to the address or fax number indicated above.

Optional Authorization to Disclose lnformation to Third Parties

To assist in the evaluation or administration of any of my claim(s) and/or leave(s), I authorize
Unum Group, its subsidiaries and duly authorized representatives ("Unum") to share personal
health information, financial information, and/or information relating to any accommodations in
verbal or written format relating to my claim(s) and/or leave(s) with the family members, friends,
and/or other third parties listed below:

My Spouse:

(Name)

Other Family [V!ember

(Telephone Number)

(Name / Relationship) (Telephone Number)

Other person:

(Name / Relationship) (Telephone Number)

I understand that information about my claim(s) and/or and share Xthe the Qnd/or the abond My a b o u t  M y  M y • t h a t  t h e  t h a t  n d  s h a r e  t r e  f 5 % – © n f o r m a t i a l ! X í a t i a l  f 5 % – © n f o r m a t i a l ! t h e  t ó � � � X M a t i a l ! t h e  5 % é W – e r b a l  
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www.unum.com



aa a
unufn'

LONG TERM DISABILITY CLAIM FORM
The Benefits Center
PO. Box 100158, Columbia, SC 29202-3158
Phone: 1-800-858-6843 Fax: 1-800447-2498
Monday through Friday 8 a.m. to I p.m. (Eastern Time)

ATTENDING PHYSICIAN STATEMENT (PLEASE PRINT)

TO 






