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: Weekly:Disability Verification

Requnred fo'Receivet

isability Benefits
- iPagediof2

IMPORTANT: Failure to return this form promptly may result in the delay of payment for disability benefits.

“Party

Totbeicompleted by EMPLUOYEE

Name of Employee

Date:

Address

Date of Birth

Health Care Identification
Number (HCID):

Daytime Phone Number

Date and time of the accident or onset of disability.

Where did the accident or onset of disability
occur?

Is this condition/injury related to employment? )

If due to an accident, please provide details of
how the accident occurred.

| First date you were unable (o work?

Have you returned to work? If yes, please provide
| the exact date.

| List any dates you have worked between the first
day you were unable to worlc and the date on this
form. J

Medical History Release Authorization
| authorize any medical information relating to this claim to be disclosed to and acquired by the Administrator of this Plan and
such agents of the Administrator as are necessary to process this claim. Such information may be disclosed by a health care

provider or other plan administrator. This authorization shall remain valid as long as | am disabled and required to provide

weekly disability verification(s). | agree that a

Employee Signature:

photocopy of this authorization shall be valid as an original signature.

i : Part 2 - To be completed by PHYSICIAN
3 :hlS information is required lo initiate Weekly Disability Benefits; follow-up verification may be requested.

Dlagnosns of employee
= |CD-9 code(s)

Date the employee first sought treatment

Is the condﬁi(m/injmy related to the employee's
employment?

Is the condilion/injﬁry related to an accident?

E Symploms

Activities permitled with current ¢ on(hlmn/m]my

Was this employee referred to you?

If so, please list their name, address and phone number.

Is the employee slill under your car
If no, please provide lhe date of the last visil.
Dates of Disability

(i.e., Total and Continuous Disability)

If 50, please list his/her name, address and phone number

Have you referred this employeemtr(jalﬁf i)tl}'ci"hllyki;|'(:iz‘x|{(é)f/

| Start
Dale:

End
Date:

YOUR PARTNER IN HEALTHCARE SOLUTIONS

Phone: 800-417-8923
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ADKMINISTRATION BERVICES

Irhospiialized oS strgory

ave any surgical procedures been
_Date Admitled Dale Discharged

performed? Il so, please lisl.

ale Discharged

tDale’Admilled !

Other than the surgical procedures lisled
above, has this patienl been hospilalized?
If so, please lisl.

Other medical, non-surgical treatments?

A et

A i

Verification:

VIPHYSICIA

f

Physician's Signature

Physician's Name (please prinl)

Degree/Practice Specially

Physicians Office Address

“Physician’s Office Telephone Number

License Number

“Tederal Tax 1D Number

YOUR PARTNER IN HEALTHCARE SOLUTIONS



