Office of Human Resources
Employee Benefits Division
th
6000 S. 7 Street
Phoenix, AZ 85042

Family Medical Leave & Short Term Disability Packet
The Employee Benefits Division in the Office of Human Resources has compiled this packet for our employee’s use when filing the appropriate documents for both
the District and to the Short-Term Disability Insurance Company when contemplating an absence due to Short-Term Disability. Essentially, users of this packet will
fall into two general categories:
1.
2.

Those who have chosen to waive Voluntary Short-Term Disability Insurance Coverage.
Those employees who have chosen to enroll in Voluntary Short-Term Disability Insurance Coverage as evidenced by Payroll Deductions for the coverage.

Employees Who Have Elected to WAIVE Short-Term Disability Insurance:
Employees, who have elected to waive Short-Term Disability insurance coverage, MUST complete the following forms in this packet:


Request for FMLA Form: Contains information needed to determine eligibility of FMLA.



Certification of Health Care Provider for Employee’s Serious Health Condition (Family Medical Leave Act): Contains US
Department of Labor forms that must be completed by the Employer, Employee and the Health Care Provider.



HIPPA Authorization, Release of Medical Information Form: This form is OPTIONAL, for employees who wish for a designated
representative to communicate with the Benefits Division about their leave or the general state of their medical condition.
Fitness for Duty Certification: This form is to be completed prior to the employee’s return to work in order to release the employee to
return to duty. A physician’s note indicating the specific date the employee is released to return to work will also be accepted.



Employees Who Have Elected to ENROLL in Short-Term Disability Insurance:
Employees, who have elected to enroll in Short-Term Disability insurance coverage, MUST complete the following forms in this packet:


Request for FMLA Form: Contains information needed to determine eligibility of FMLA.



Certification of Health Care Provider for Employee’s Serious Health Condition (Family Medical Leave Act): Contains US
Department of Labor forms that must be completed by the Employer, Employee and the Health Care Provider.



How to File an Insurance Claim - VOYA: This flyer provides information on how to start your Short-Term Disability Claim on line (Once
you have submitted your claim, you must notify your Benefit’s Specialist). Alternative option to filing online is to fill out the following forms
and return them with your completed packet for your Benefits Specialist to submit for you:
o Disability Income Insurance Claim – Employee
o Attending Physician’s Statement of Impairment and Function – Health Care Provider



HIPPA Authorization, Release of Medical Information Form: This form is OPTIONAL, for employees who wish for a designated
representative to communicate with the Benefits Division about their leave or the general state of their medical condition.



Fitness for Duty Certification: This form is to be completed prior to the employee’s return to work in order to release the employee to
return to duty. A physician’s note indicating the specific date the employee is released to return to work will also be accepted.

Basic Leave Entitlement:
FMLA requires covered employers to provide up to 12 weeks of unpaid, job-protected leave to eligible employees for the following reasons:

For incapacity due to pregnancy, prenatal medical care or child birth;

To care for the employee’s child after birth, or placement for adoption or foster care;

To care for the employee’s spouse, son or daughter, or parent, who has a serious health condition; or

For a serious health condition that makes the employee unable to perform the employee’s job.
Other Contents of this Kit:

EMPLOYEE RIGHTS UNDER THE FAMILY AND MEDICAL LEAVE ACT
Should you have any questions or require assistance in completing any of the forms, please contact the Benefits Division in the Office of Human
Resources utilizing the following contact information:
Roosevelt School District No. 66
Office of Human Resources
Employee Benefits Division
6000 South 7th Street Phoenix, Arizona 85042
Phone: (602) 243-4822
Fax: (602) 243-2633

EMPLOYEE
RIGHTS
UNDER THE FAMILY AND MEDICAL LEAVE ACT
THE UNITED STATES DEPARTMENT OF LABOR WAGE AND HOUR DIVISION
LEAVE
ENTITLEMENTS

Eligible employees who work for a covered employer can take up to 12 weeks of unpaid, job-protected leave in a 12-month period
for the following reasons:
•
•
•
•
•

The birth of a child or placement of a child for adoption or foster care;
To bond with a child (leave must be taken within 1 year of the child’s birth or placement);
To care for the employee’s spouse, child, or parent who has a qualifying serious health condition;
For the employee’s own qualifying serious health condition that makes the employee unable to perform the employee’s job;
For qualifying exigencies related to the foreign deployment of a military member who is the employee’s spouse,
child, or parent.

An eligible employee who is a covered servicemember’s spouse, child, parent, or next of kin may also take up to 26 weeks
of FMLA leave in a single 12-month period to care for the servicemember with a serious injury or illness.
An employee does not need to use leave in one block. When it is medically necessary or otherwise permitted, employees
may take leave intermittently or on a reduced schedule.
Employees may choose, or an employer may require, use of accrued paid leave while taking FMLA leave. If an employee
substitutes accrued paid leave for FMLA leave, the employee must comply with the employer’s normal paid leave policies.

BENEFITS &
PROTECTIONS

While employees are on FMLA leave, employers must continue health insurance coverage as if the employees were not on leave.
Upon return from FMLA leave, most employees must be restored to the same job or one nearly identical to it with
equivalent pay, benefits, and other employment terms and conditions.
An employer may not interfere with an individual’s FMLA rights or retaliate against someone for using or trying to use FMLA leave,
opposing any practice made unlawful by the FMLA, or being involved in any proceeding under or related to the FMLA.

ELIGIBILITY
REQUIREMENTS

An employee who works for a covered employer must meet three criteria in order to be eligible for FMLA leave. The employee must:
•
•
•

Have worked for the employer for at least 12 months;
Have at least 1,250 hours of service in the 12 months before taking leave;* and
Work at a location where the employer has at least 50 employees within 75 miles of the employee’s worksite.

*Special “hours of service” requirements apply to airline flight crew employees.

REQUESTING
LEAVE

Generally, employees must give 30-days’ advance notice of the need for FMLA leave. If it is not possible to give 30-days’ notice,
an employee must notify the employer as soon as possible and, generally, follow the employer’s usual procedures.
Employees do not have to share a medical diagnosis, but must provide enough information to the employer so it can determine
if the leave qualifies for FMLA protection. Sufficient information could include informing an employer that the employee is or
will be unable to perform his or her job functions, that a family member cannot perform daily activities, or that hospitalization or
continuing medical treatment is necessary. Employees must inform the employer if the need for leave is for a reason for which
FMLA leave was previously taken or certified.
Employers can require a certification or periodic recertification supporting the need for leave. If the employer determines that the
certification is incomplete, it must provide a written notice indicating what additional information is required.

EMPLOYER
RESPONSIBILITIES

Once an employer becomes aware that an employee’s need for leave is for a reason that may qualify under the FMLA, the
employer must notify the employee if he or she is eligible for FMLA leave and, if eligible, must also provide a notice of rights and
responsibilities under the FMLA. If the employee is not eligible, the employer must provide a reason for ineligibility.
Employers must notify its employees if leave will be designated as FMLA leave, and if so, how much leave will be designated as
FMLA leave.

ENFORCEMENT

Employees may file a complaint with the U.S. Department of Labor, Wage and Hour Division, or may bring a private lawsuit
against an employer.
The FMLA does not affect any federal or state law prohibiting discrimination or supersede any state or local law or collective
bargaining agreement that provides greater family or medical leave rights.

For additional information or to file a complaint:

1-866-4-USWAGE
(1-866-487-9243)

TTY: 1-877-889-5627

www.dol.gov/whd
U.S. Department of Labor

Wage and Hour Division
WH1420 REV 04/16

REQUEST FOR FAMILY MEDICAL LEAVE (FMLA)
Return completed form to Benefits Specialist in Human Resources any questions, please call: 602-243-4822
You have the right under The Family and Medical Leave Act (FMLA) to take up to 12 weeks of leave per fiscal year. You are entitled to be reinstated to the same or an equivalent
position when returning from FMLA leave, provided you have accounted for your leave as required. You may, under certain circumstances, be required to reimburse Roosevelt
School District for its share of health insurance premiums paid on your benefit during your FMLA leave in the event you do not return to work following FMLA leave. Generally, employees must give a 30-day
advanced notice of the need for FMLA leave. If it is not possible to give a 30-day notice, an employee must notify the employer as soon as possible and, generally, follow the employer’s usual procedures.

Employee Information
Name:

Last 4 digits of SSN:

Home Address:

Have you applied for or received FMLA in the past 12 months?

Cell Phone:

Work Phone:

Personal Email:
Job Title & Classification:

Yes
No

Work Email:
Classified Staff
Certified Staff

Supervisor Name:

RSD Start Date (mo/yr):__________________________

Full Time
Part Time

Department/School:

Reason for Leave:

The birth of a child or placement of a child for adoption or foster care


To bond with a child (leave must be taken within 1 year of the child’s birth or placement)



To care for the employee’s spouse, child, or parent who has a qualifying serious health condition



For the employee’s own qualifying serious health condition that makes the employee unable to perform the employee’s job

Is the condition due to an on-the-job injury?
Yes
No



For qualifying exigencies related to the foreign deployment of a military member who is the employee’s spouse, child, or parent.

* When Family and Medical Leave is needed to care for a family member, service member, or veteran, you must state the care you will provide and an estimate of the time period during which this care will be provided, including a
schedule of intermittent leave or leave on a reduced work schedule, if requested.

Leave Duration and Type
Leave is Expected to be (select the most appropriate box):



For a continuous block of time (several continuous days, weeks or months off work) .
On an intermittent basis (periodic time off that is not usually expected to be the same days or time off from week to week: examples may be time off for flare-ups of a medical condition and/or for ongoing medical
treatment/appointments).

If intermittent leave schedule is being requested please explain why it is needed and the proposed leave schedule:

Estimated START DATE of LEAVE:

Estimated END DATE of LEAVE:

Request for Paid Leave
Accrued PTO Balances: FMLA is UNPAID job protection; however you may use your accrued PTO and/or short term disability (if applicable) before taking time off without pay. Note:
Short-Term Disability does not begin payment until the eighth (8th) day of employee absence due to the disability. Accumulated Paid Time Off (PTO) should be used to account for these
first seven (7) days.
To the best of your ability, please list your PTO balance as of today (HR will verify this).
I have_________ PTO hours
I would like to use my PTO on the following dates:_______________ to _______________
I meet all guidelines listed below (which may allow my participation in Family Medical Leave (FMLA):
Yes
1.
Worked for RDS for at least 12 months
No
2.
Worked at least 1250 hours during 12 months prior to start of FMLA leave
3.
Have not taken 12 weeks of FMLA in the last 12 months
4.
I intend to return to work at the end of my approved leave of absence
Certification: I hereby request leave from duty as indicated above and certify that such leave is requested for the purpose(s) indicated. I understand that I must comply with the RSDs
procedures for requesting leave (and provide additional documentation, including medical certification, if required) and that falsification on this form may be ground for disciplinary action.
Employee Signature:

Date:

For Human Resources Use Only
Date FMLA Request was Received:
Your FMLA leave request is approved. All leave action for this reason will be designated as FMLA leave.
Your FMLA leave request is NOT approved for the following reason(s):

You do not have 12 months of RSD service.

You have not worked the requisite 1,250 hours within the previous 12 months of your need for leave.

Your FMLA leave is exhausted for this fiscal year.
PTO Time Approved for the following dates:

Unpaid Leave Dates:

Authorized Signature:

Date:

Certification of Health Care Provider for
Employee’s Serious Health Condition
(Family and Medical Leave Act)

U.S. Department of Labor
Wage and Hour Division

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT

OMB Control Number: 1235-0003
Expires: 7/31/2018

SECTION I: For Completion by the EMPLOYER
INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer may
require an employee seeking FMLA protections because of a need for leave due to a serious health condition to submit a
medical certification issued by the employee’s health care provider. Please complete Section I before giving this form to
your employee. Your response is voluntary. While you are not required to use this form, you may not ask the employee to
provide more information than allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308. Employers must
generally maintain records and documents relating to medical certifications, recertifications, or medical histories of
employees created for FMLA purposes as confidential medical records in separate files/records from the usual personnel
files and in accordance with 29 C.F.R. § 1630.14(c)(1), if the Americans with Disabilities Act applies, and in accordance
with 29 C.F.R. § 1635.9, if the Genetic Information Nondiscrimination Act applies.
Roosevelt School District No. 66 - (602) 243-4822
Employer name and contact: __________________________________________________________________

Employee’s job title: _____________________________ Regular work schedule: _______________________
Employee’s essential job functions: _____________________________________________________________
__________________________________________________________________________________________
Check if job description is attached: _____
SECTION II: For Completion by the EMPLOYEE
INSTRUCTIONS to the EMPLOYEE: Please complete Section II before giving this form to your medical provider.
The FMLA permits an employer to require that you submit a timely, complete, and sufficient medical certification to
support a request for FMLA leave due to your own serious health condition. If requested by your employer, your response
is required to obtain or retain the benefit of FMLA protections. 29 U.S.C. §§ 2613, 2614(c)(3). Failure to provide a
complete and sufficient medical certification may result in a denial of your FMLA request. 29 C.F.R. § 825.313. Your
employer must give you at least 15 calendar days to return this form. 29 C.F.R. § 825.305(b).
Your name: __________________________________________________________________________________
First
Middle
Last
SECTION III: For Completion by the HEALTH CARE PROVIDER
INSTRUCTIONS to the HEALTH CARE PROVIDER: Your patient has requested leave under the FMLA. Answer,
fully and completely, all applicable parts. Several questions seek a response as to the frequency or duration of a
condition, treatment, etc. Your answer should be your best estimate based upon your medical knowledge, experience, and
examination of the patient. Be as specific as you can; terms such as “lifetime,” “unknown,” or “indeterminate” may not
be sufficient to determine FMLA coverage. Limit your responses to the condition for which the employee is seeking
leave. Do not provide information about genetic tests, as defined in 29 C.F.R. § 1635.3(f), genetic services, as defined in
29 C.F.R. § 1635.3(e), or the manifestation of disease or disorder in the employee’s family members, 29 C.F.R. §
1635.3(b). Please be sure to sign the form on the last page.
Provider’s name and business address: ___________________________________________________________
Type of practice / Medical specialty: ____________________________________________________________
Telephone: (________)____________________________ Fax:(_________)_____________________________
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PART A: MEDICAL FACTS
1. Approximate date condition commenced: ______________________________________________________
Probable duration of condition: ______________________________________________________________
Mark below as applicable:
Was the patient admitted for an overnight stay in a hospital, hospice, or residential medical care facility?
___No ___Yes. If so, dates of admission:
________________________________________________________________________________________
Date(s) you treated the patient for condition:
________________________________________________________________________________________
Will the patient need to have treatment visits at least twice per year due to the condition? ___No ___ Yes.
Was medication, other than over-the-counter medication, prescribed? ___No ___Yes.
Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., physical therapist)?
____No ____Yes. If so, state the nature of such treatments and expected duration of treatment:
________________________________________________________________________________________
2. Is the medical condition pregnancy? ___No ___Yes. If so, expected delivery date: ____________________
3. Use the information provided by the employer in Section I to answer this question. If the employer fails to
provide a list of the employee’s essential functions or a job description, answer these questions based upon
the employee’s own description of his/her job functions.
Is the employee unable to perform any of his/her job functions due to the condition: ____ No ____ Yes.
If so, identify the job functions the employee is unable to perform:
________________________________________________________________________________________
4. Describe other relevant medical facts, if any, related to the condition for which the employee seeks leave
(such medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use
of specialized equipment):
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
________________________________________________________________________________________
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PART B: AMOUNT OF LEAVE NEEDED
5. Will the employee be incapacitated for a single continuous period of time due to his/her medical condition,
including any time for treatment and recovery? ___No ___Yes.
If so, estimate the beginning and ending dates for the period of incapacity: _______________________
6. Will the employee need to attend follow-up treatment appointments or work part-time or on a reduced
schedule because of the employee’s medical condition? ___No ___Yes.
If so, are the treatments or the reduced number of hours of work medically necessary?
___No ___Yes.
Estimate treatment schedule, if any, including the dates of any scheduled appointments and the time
required for each appointment, including any recovery period:
____________________________________________________________________________________
Estimate the part-time or reduced work schedule the employee needs, if any:
__________ hour(s) per day; __________ days per week from _____________ through _____________
7. Will the condition cause episodic flare-ups periodically preventing the employee from performing his/her job
functions? ____No ____Yes.
Is it medically necessary for the employee to be absent from work during the flare-ups?
____ No ____ Yes . If so, explain:
____________________________________________________________________________________
____________________________________________________________________________________
Based upon the patient’s medical history and your knowledge of the medical condition, estimate the
frequency of flare-ups and the duration of related incapacity that the patient may have over the next 6
months (e.g., 1 episode every 3 months lasting 1-2 days):
Frequency

: _____ times per _____ week(s) _____ month(s)
Duration: _____ hours or ___ day(s) per episode

ADDITIONAL INFORMATION: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL
ANSWER.
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
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__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________
Signature of Health Care Provider

__________________________________________
Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT
If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years. 29 U.S.C. § 2616; 29
C.F.R. § 825.500. Persons are not required to respond to this collection of information unless it displays a currently valid OMB
control number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to complete this
collection of information, including the time for reviewing instructions, searching existing data sources, gathering and maintaining
the data needed, and completing and reviewing the collection of information. If you have any comments regarding this burden
estimate or any other aspect of this collection information, including suggestions for reducing this burden, send them to the
Administrator, Wage and Hour Division, U.S. Department of Labor, Room S-3502, 200 Constitution Ave., NW, Washington, DC
20210. DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT.
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Roosevelt School District No. 66
HIPPA Authorization Form, Release of Medical Information

, hereby authorize the use or disclosure of my health

I,
information as described in this authorization.

1. Specific person/organization (or class of persons) authorized to PROVIDE the information:
Employee Benefits Specialist (or their designee), 6000 South 7th Street, Phoenix, AZ 85042
2. Specific person/organization (or class of persons) authorized to RECEIVE and use the information:
3. Specific description of the information to be used and disclosed (Include dates as appropriate)

4. Purpose of the Request (Check One)
At my (employee's) request.
Other:
Example: To discuss my benefits with XXXXXX and its Claims Administrator so I can fully understand my benefits.
5. Right to Revoke: I understand that this authorization is voluntary and that I have the right to revoke this authorization at any time by
notifying the RSD's Employee Benefits Specialist (in writing) located at 6000 South 7th Street, Phoenix, AZ 85042. I understand that
such a revocation is only effective after it is received and logged by the Employee Benefits Specialist. I understand that any use or
disclosure made prior to the revocation of this authorization will not be affected by a revocation.
6. I understand that after this information is disclosed, federal law might not protect it and the recipient might disclose it again.
7. I understand that I am entitled to receive a copy of this authorization and the information described on this form if I ask for it.
8. I understand that this authorization will expire (1) within ONE YEAR from the date of this authorization, OR (2) on the
following date:
9. The RSD Medical Insurance Plan will not condition treatment, payment, enrollment or eligibility for benefits on receipt of an
authorization.

Employee Signature

Date:

If a Personal Representative executes this form, that Representative warrants that he or she has authority to sign the
authorization form on the basis of:
Personal Representative Name

Date:

Personal Representative Signature

This authorization reflects the requirements of 45 CFR § 164.508 (August 14, 2002)

ROOSEVELT SCHOOL DISTRICT NO. 66
FITNESS FOR DUTY CERTIFICATION
DO NOT PROVIDE MEDICAL DOCUMENTATION TO YOUR SUPERVISOR – SUBMIT DIRECTLY TO BENEFITS SPECIALIST

Prior to returning to work, you must provide a Fitness for Duty Certification verifying whether you are able to return to work, if you have any job-related
restrictions and the duration of any restrictions. Please have your health care provider complete this Fitness for Duty Certification form and return it to the
Benefits Specialist as requested or your return to work may be delayed or denied under the FMLA.

I give permission to my health care provider to supply Human Resources with the requested data for the purpose of determining whether I am fit
to return to work after my FMLA leave. In addition, I authorize my health care provider to provide to Human Resources data regarding my fitness
to return to work for the purposes of clarifying or authenticating information previously provided, or to provide missing information. I understand
that the data I provide will be accessed by authorized personnel whose jobs reasonably require access, such as FMLA leave coordinators or
claims management specialists.
Employee Name:

Date of Birth:

Employee Signature:

Date:

The employee is required to provide a complete and sufficient Fitness for Duty Certification, completed by his or her health care provider, prior
to returning to work from FMLA leave. Do not provide information about genetic tests, as defined in 29 C.F.R. § 1635.3(f), or genetic services,
as defined in 29 C.F.R. § 1635.3(e).
This certification is being sought only with regard to the particular health condition that caused the employee’s need for FMLA leave.
If a list of the essential functions of the employee’s position is included with this form, please consider these essential functions as you
review the employee’s fitness for duty.
Date of Medical Examination:
I certify that, with regard to the particular health condition that caused the employee’s need for FMLA leave, the employee
is fit for duty and able to resume work.
Full/Unrestricted Duty, effective:
Modified Duty, effective:
If modified duty, please describe restrictions, as well as duration of restrictions:

The Employee is NOT released to return to work at this time. Probable duration:
I hereby certify that I have examined the employee named above, and declare that the statements made in this Fitness for Duty Certification is true
and correct.
Provider Name:

Phone Number:

Provider Signature:

Date:

Address:

The following Voya Short Term Disability paperwork
is to be filled out by you and your health care provider
ONLY if you have elected the Short Term Disability
Benefit. Please contact your Benefits Specialist if
you are unsure about your election.

How to file
an insurance
claim

Step 1

Helpful tip:
Don’t feel like printing?
Forms may be completed,
signed and submitted
electronically.

Group Name: Roosevelt School District No. 66
Group Number: 706175

Visit the Voya Claims center
A: Go to Voya.com
B: Click on Contact and Services
C: Select “Claims” and then “Start A Claim”

Step 2
Complete the questionnaire so that a custom claim form package can be
generated for you.

Step 3
Download your claim form package.

Step 4
Have each form completed by the appropriate party, as outlined by the claim
form package.

Step 5
Gather any additional supporting documents as instructed on the claim form
“for you”.

Step 6
Submit your completed and signed forms, and any supporting documents using
your preferred method.
• Submit your claim through secure upload
A: Go to Voya.com
B: Click on Contact and Services
C: Select “Upload a form”
• Mail and/or fax information is provided at the top of the form



If you have any questions about the claim process, call 1-888-238-4840

Insurance products are issued by ReliaStar Life Insurance Company, a member of the Voya® family of companies. Home and Administrative Office: Minneapolis, MN. Voya Employee
Benefits if a division of ReliaStar Life Insurance Company.
©2015 Voya Services Company. All rights reserved. CN0928-17976-0916
173484 09/30/2015

RESET FORM

DISABILITY INCOME INSURANCE CLAIM - EMPLOYEE
ReliaStar Life Insurance Company, Minneapolis, MN
ReliaStar Life Insurance Company of New York, Woodbury, NY
Members of the Voya® family of companies
(the “Company”)
Disability RMS is the claims administrator on behalf of the Company.
300 Southborough Drive, Suite 200, South Portland, ME 04106-6914
Phone: 888-305-0602; Fax: 888-305-0605
Submit at voya.com (select Contact & Services > Claims > Upload a Claim)

CLAIM CHECKLIST
c SIGN and DATE this completed form, then submit using one of the above methods.
c The Authorization for Release of Health-Related Information must be completed and signed.
c The Attending Physician’s Statement must be completed and signed by the Attending Physician and submitted with this form.

SECTION 1. GROUP INFORMATION (This information is mandatory and can be obtained from the Employer.)
Group Name Roosevelt School District No. 66
Group Policy Number 706175

Policy / Certificate Number

SECTION 2. EMPLOYEE / INSURED INFORMATION
Employee / Insured Name (First)

(Middle Initial)

Birth Date

SSN

Gender:

Address
Phone (

(Last)

City
)

c Male

State

c Female

ZIP

Email

Number Of Dependent Children

Marital Status: c Married c Domestic Partner/Civil Union c Never Married c Divorced c Widowed

SECTION 3. INSURED STATEMENT
I am applying for the following type of disability (Select one.):

c Long Term Disability

c Short Term Disability

Cause of Disability
Height

Is Spouse Employed?
ft.

in. Weight

lbs.

Hand Dominance:

c Yes

c Right-hand

c No

c Left-hand

List names and birth dates of spouse and dependent children in the table below. If additional space is required attach a separate document.:
Name (First, MI, Last)

Date Last Worked

Birth Date

Gender
c Male

c Female

c Male

c Female

c Male

c Female

c Male

c Female

c Male

c Female

Date of Disability

Employer Name
Address

Relationship

Phone (
City

State

)
ZIP

Occupation
List of Duties
How many hours were you regularly working per week with your present employer?
Gross Annual Salary (during the 12 months immediately prior to your disability - for this employer only) $
Other than this group plan, have you been covered under any other group disability income plan within the past 2 years?  .  .  .  .  .  .  .  . c Yes
If “yes,” indicate the type of disability coverage you had under that group plan:

c No

c Weekly Income Benefits (Short Term Disability)
c Monthly Income Benefits (Long Term Disability)

Name of employer, union or other organization that sponsored that group plan
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Employee / Insured Name

Policy / Certificate Number 706175

SECTION 3. INSURED STATEMENT (Continued)
On what date did you first see a physician for this illness or injury?
Physician Name

Phone (

Address

City

)

State

ZIP

If hospitalized for this illness or injury, provide name and address of hospital.
Admitted Date

Released Date

Who is your regular, (i.e., your primary) Physician?
Physician Name

Phone (

Address

City

)

State

ZIP

If disability resulted from accident, answer these questions:
Was disability caused by a motor vehicle accident?  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . c Yes

c No

Was accident work related?  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . c Yes

c No

If “yes,” have you applied for Workers’ Compensation?  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . c Yes

c No

Accident Date

Where did accident occur?

Provide details of how it occurred.
Have you ever had the same kind of illness or injury before?   .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . c Yes
If “yes,” provide the date of illness, physician’s name, address and telephone number.
Physician Name
Address

Date
Phone (

City

c No

State

)
ZIP

SECTION 4. FOR PREGNANCY DISABILITY ONLY
Are there any present complications or anticipated difficulties in connection with:
(a) Pregnancy   .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  c Yes
Date of Last Menstrual Period

Expected Date of Delivery

(b) Delivery  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . c Yes
Actual Delivery Date

c No

Delivery Type:

c Vaginal

c No

c C-Section

(c) Post Partum  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . c Yes

c No

If “yes,” to any of these, specify in detail.
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Employee / Insured Name

Policy / Certificate Number 706175

SECTION 5. EMPLOYEE / INSURED COMPENSATION INFORMATION
Is Employee / Insured eligible for or receiving:

Benefits

Yes No

Amount

Date Began

Paid

Applied For

Date Terminated Weekly Monthly Yes No

c c Sick Pay?

$

c

c

c c

c c Salary Continuance Benefits?

$

c

c

c c

c c Workers’ Compensation?

$

c

c

c c

c c Local, State or National Association or
Society Disability Income Plan?

$

c

c

c c

c c No Fault?

$

c

c

c c

c c Unemployment Compensation Disability? $

c

c

c c

c c Social Security Benefits (Disability
or Retirement)?

$

c

c

c c

c c Retirement income (Normal, Early,
or Disability)?

$

c

c

c c

c c Other STD/LTD Benefits?

$

c

c

c c

c c Veterans Benefits?

$

c

c

c c

c c Vacation?

$

c

c

c c

c c Paid Time Off?

$

c

c

c c

c c Other? Describe.

$

c

c

c c

Date

Are you currently working?  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . c Yes
If “yes,” provide the date you returned to work (including year.)

How many hours per day are you working?

If “no,” when do you expect to return to work?

What is the date of your next office visit?

c No

SECTION 6. EMPLOYEE / INSURED CERTIFICATION
I hereby certify that the above statements are complete and accurate to the best of my knowledge. I also agree to reimburse the insurance
company to the extent of any overpayment which is in excess of the amounts payable under this group plan.

(See Section 7 for Signature.)
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Policy / Certificate Number 706175

Employee / Insured Name

SECTION 7. AUTHORIZATION FOR RELEASE OF INFORMATION (Excluding psychotherapy notes. HIPAA Compliant. To
be signed and dated by the insured/claimant.)

I authorize any licensed physician, any other medical practitioner or provider, pharmacist, pharmacy benefits manager, hospital, clinic, other medical or
medically related facility, federal, state or local government agency including the Social Security Administration, insurance or reinsuring company, consumer
reporting agency or employer having information available as to diagnosis, treatment and prognosis with respect to any physical or mental condition and/or
treatment of me, and any non-medical information about me, (including any information, data or records regarding my Social Security, FICA earnings history,
Worker’s Compensation, State Disability, pension, credit, earnings and employment history) to give any and all such information to authorized representatives
of ReliaStar Life Insurance Company excluding psychotherapy notes, and including, but not limited to, any other mental or psychiatric records, medical,
dental, hospital and pharmacy records (including psychiatric, alcohol, and drug abuse, and HIV/AIDS* information) which may have been acquired in the
course of examination or treatment. I understand the information obtained by use of this authorization will be used by ReliaStar Life Insurance Company
and the above-described representatives to evaluate and adjudicate my current disability claim. The information may be re-disclosed to: (a) any medical,
investigative, financial or vocational specialist or entity, or any other organization or person, employed by or representing ReliaStar Life Insurance Company,
to assist with the evaluation and adjudication of my current disability claim, (b) a Social Security vendor that may assist me in filing a claim with the Social
Security Administration, and (c) other insurance companies or their representatives to help investigate and adjudicate other insurance claims related to me.
I understand ReliaStar Life Insurance Company and the above-described representatives may release information to my treating physicians and current or
prospective employers relating to restrictions, accommodations and possible return to work. I understand the information used or disclosed pursuant to this
authorization may be subject to redisclosure by the recipient and may no longer be protected by HIPAA’s Privacy rules, or any other federal or state law.
This authorization is valid for two (2) years following the date of my signature. A photocopy of this authorization is as valid as the original. I understand my
authorized representative or I have the right to request and receive a copy of this authorization and the information to which it pertains.
I understand I have the right to revoke this authorization by notifying ReliaStar Life Insurance Company in writing, of my revocation. However, such revocation
is not effective to the extent ReliaStar Life Insurance Company has relied previously upon this authorization for the use or disclosure of my protected health
information. I understand ReliaStar Life Insurance Company cannot condition the payment of a claim on my signing this authorization. However, I understand
my revocation of, or my failure to sign this authorization may impair ReliaStar Life Insurance Company’s ability to evaluate my current disability claim and as
a result lack of required information may be a basis for denying that current disability claim for benefits.
*If you reside in California: this authorization excludes the release of Human Immunodeficiency Virus (HIV) and Autoimmune Deficiency Disorder (AIDS)
information and test results. Separate authorizations signed by the insured claimant, or employee-claimant (for self-insured business) are required each
time results are released.
**If you reside in Connecticut, Maine, or Massachusetts: this authorization excludes the release of information about Human Immunodeficiency Virus
(HIV) and Autoimmune Deficiency Disorder (AIDS). A separate authorization signed by the insured claimant, or employee-claimant (for self-insured business)
are required each time results are released.
***If you reside in Vermont: this authorization EXCLUDES the release of any information about previously administered HIV-related tests, including but not
limited to tests for HIV antibodies, T-Cell counts, AIDS or ARC. The proposed insured is NOT AUTHORIZING ReliaStar Life Insurance Company to forward
the results from any new test, requested by us, to any outside, non-affiliated company or entity not under specific contract with us to perform underwriting
services, and ReliaStar Life Insurance Company shall comply, as applicable with the provisions of Title 8, Section 4724 (20) of the Vermont Statutes.
New York Fraud Warning: 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 shall also be subject to a civil penalty not to exceed five
thousand dollars and the stated value of the claim for each such violation.
By typing your name in the box below, you are electronically signing this document. Your electronic signature will be legally binding and enforceable and
the legal equivalent of your handwritten signature.
Insured Name



Birth Date

Insured Signature (or Authorized Representative 1)

Date

Description of Personal Representative’s Authority (If applicable.)

1

If signed by Authorized Representative, attach verification of identity
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FRAUD WARNINGS
Alabama, Alaska, Arkansas, Delaware, Idaho, Indiana, Louisiana, Maine, Minnesota, Ohio, Oklahoma, Rhode Island, Tennessee, Texas,
Washington, West Virginia: Any person who, knowingly with intent to defraud any insurance company or other person files a 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 may subject such person to criminal and civil penalties, and denial of insurance benefits.

Arizona: For your protection Arizona Law requires 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.
California: For your protection, California law requires the following to appear on this form. Any person who knowingly presents false or 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 a 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: 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.
Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application containing any false,
incomplete, or misleading information is guilty of a felony of the third degree.
Kentucky: 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.
Maryland: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly or willfully presents
false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.
New Hampshire: Any person who, with a purpose to injure, defraud, or deceive any insurance company, files a statement of claim containing any false,
incomplete or misleading information is subject to prosecution and punishment for insurance fraud, as provided in RSA 638:20.
New Jersey: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.
New Mexico: 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 civil fines and criminal penalties.
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.
Puerto Rico: Any person who, knowingly and with the intent to defraud, presents false information in an insurance request form, or who presents, helps or
has presented a fraudulent claim for the payment of a loss or other benefit, or presents more than one claim for the same damage or loss, will incur a felony,
and upon conviction will be penalized for each violation with a fine no less than five thousand (5,000) dollars nor more than ten thousand (10,000) dollars,
or imprisonment for a fixed term of three (3) years, or both penalties. If aggravated circumstances prevail, the fixed established imprisonment may be
increased to a maximum of five (5) years; if attenuating circumstances prevail, it may be reduced to a minimum of two (2) years.
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CONSUMER PRIVACY NOTICE AND INSURANCE INFORMATION PRACTICES NOTICE
ReliaStar Life Insurance Company, Minneapolis, MN
ReliaStar Life Insurance Company of New York, Woodbury, NY
Members of the Voya® family of companies

We are pleased to provide you with information regarding your application or claim. This information is provided to you in accordance with legislation enacted
in your state. You may also receive other privacy notices from us or from our affiliated companies. Please keep this notice and a copy of the completed
application or claim form for your records.
Our Underwriting Procedures
For certain types of coverage, we underwrite your request to determine if you are eligible for the coverage you requested. We review all of the information
in the application, and, if necessary, confirm or add to this information in the ways described in this notice. In the event of an adverse underwriting decision,
we will provide you with the specific reason for the decision in writing.
Privacy and Information Practices
Collecting Information
Your application or claim form is our main source of information. But we may:
- Ask you to have a physical exam, an EKG and/or a blood profile, etc.
- Ask physicians, hospitals, or other health care providers to confirm or add to the information you have given us. The types of information we may ask for are
described on the authorization form you will be asked to sign. If you want a copy of this form, it will be given to you for your records.
- Obtain information from MIB, Inc., formerly known as the Medical Information Bureau. See “Notice Regarding MIB, Inc.” below.
- Seek information from other companies you have applied to for insurance.
- Ask you for additional information through use of a written request.
Notice Regarding Consumer Reports
Insurance companies commonly ask an outside source to verify and add to the information given in an application. Consumer reports are used to help us
decide if you are eligible for the insurance you have applied for. The report deals with your mode of living, character, general reputation, and such personal
items as your health, job, and finances. It may include information on the following: your marital status, past and present employment record, job duties,
driving record, avocation, health history, use of alcohol and drugs, and hazardous sports activities. The agency may get information in these ways: from public
records, and by contacting you, members of your family, business associates and employers, financial sources, friends, or others you know. This information
will not be used to determine your sexual orientation. You can request that the agency interview you in connection with the preparation of the report. If the
report affects your application as requested, we will notify you and provide you with the name and address of the reporting firm.
We use the report only to be sure that each application is evaluated on a fair basis. We will not reveal any of the information we obtain to your friends or
associates. We may reveal the information we obtain to other companies or entities affiliated with us. The information may be kept by the consumer reporting
agency; it may also later be given to others who have a legitimate need for these reports. It will be given only to the extent permitted by these laws: the
Federal Fair Credit Reporting Act as amended by the Consumer Credit Reporting Reform Act of 1996; your state’s Fair Credit Reporting Act, if any; or your
state’s Insurance Information and Privacy Protection Act, if any. If you wish, we will send you the name, address and phone number of any agency we ask to
prepare a consumer report about you. The agency will give you a copy of the report if you ask for one and give proper identification.
Information Use
We will use the information only for business purposes arising from the relationship you have with us.
Information Maintenance and Disclosure
We treat the information we have about you as confidential. The authorization form that you have been asked to complete will permit us to send the
information to our affiliates and to MIB, our reinsurers, employees, contractors, or other organizations that process transactions concerning coverage you
have with us or our affiliates, and to other life insurance companies to whom you may apply for life or health insurance or to whom a claim for benefits may
be submitted. In certain circumstances, the information we have about you may be disclosed to third parties without your specific permission.
Access to Information
If you request it in writing, we will send you a copy of the relevant information we obtain about you in connection with your request for coverage or an
adverse underwriting decision. Medical information, however, will only be disclosed through the attending licensed physician unless state law provides
otherwise. If you feel that any of the information in our file is not correct or is incomplete, we will review it. If we agree with you, we will make the corrections.
If we do not agree with you, you may file a short statement of dispute with us. Your statement will be included any time we disclose this information to anyone.
We will not send you information we collect in expectation of or in connection with any claim or civil or criminal proceeding.
Notice Regarding MIB, Inc.
We or our reinsurers may make brief reports to MIB. The reports will include the factors that affect the insurability of any person for whom coverage is being
requested. MIB is a nonprofit organization of life insurance companies. It operates an information exchange for its members. If you apply to some other
member company for life or health coverage, or send in a claim for benefits, MIB may supply that company with any information in its file. If you ask, MIB will
arrange to disclose to you the information it has about you in its file. If you question the accuracy of the information in MIB’s file, you may contact MIB and
ask them to correct it as provided in the Fair Credit Reporting Act. The address of MIB’s information office is 50 Braintree Hill Park, Suite 400, Braintree, MA
02184-8734. MIB’s phone number is 866-692-6901 (TTY 866 346-3642). We may also release information in our files to other life insurance companies to
whom you may apply for life or health insurance or to whom a claim for benefits may be submitted.
47316c
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RESET FORM

ATTENDING PHYSICIAN’S STATEMENT
OF IMPAIRMENT AND FUNCTION
ReliaStar Life Insurance Company, Minneapolis, MN
ReliaStar Life Insurance Company of New York, Woodbury, NY (outside NY)
Members of the Voya® family of companies
(the “Company”)
Disability RMS is the claims administrator on behalf of the Company.
300 Southborough Drive, Suite 200, South Portland, ME 04106-6914
Phone: 888-305-0602; Fax: 888-305-0605
Submit at voya.com (select Contact & Services > Claims > Upload a Claim)
The patient is responsible for the completion of this form without expense to the Company.

CLAIM CHECKLIST
F This completed form must be submitted using one of the above methods.
F The Insured must complete Sections 1 and 2.
F The Attending Physician must complete Sections 3 - 14.

SECTION 1. GROUP INFORMATION (This information is mandatory and can be obtained from the Employer.)
Group Policy Number 706175

Group Name Roosevelt School District No. 66

SECTION 2. INSURED / PATIENT INFORMATION
Patient Name (First)

(Middle Initial)

(Last)

Patient Birth Date

Patient Phone (

)

Address

City

State

ZIP

SECTION 3. DIAGNOSIS AND TREATMENT INFORMATION
Height

ft.

in. Weight

lbs. Blood Pressure

Date of Reading

Primary Diagnosis
List All Additional Diagnoses in Order of Severity

Subjective Symptoms
Objective Findings Supported by Testing
Diagnostic Tests Performed (Include dates and results.)
Procedure(s)
Date you first saw the patient for this condition.
Date you advised the patient to cease working due to this condition.
Date you last saw the patient for this condition.
Is this condition due to an accident? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . F Yes

F No

If “Yes,” was the accident work related?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . F Yes

F No

Has the patient ever had the same or similar condition? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . F Yes

F No

Has the patient been hospitalized for this condition?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . F Yes

F No

If “Yes,” When (from, to)?

Where?
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Group Policy Number 706175

Patient Name

SECTION 4. CURRENT PLAN OF TREATMENT
Frequency of Visits:

F Weekly

F Monthly

F Other

Medications (Include name and dosage.)
Therapy Prescribed:

F Physical Therapy

F Occupational Therapy

F Speech Therapy

Frequency of Therapy
Is the patient compliant with therapy?

F Yes

F No

Tolerance to therapy:

F Good

F Poor

SECTION 5. PROGRESS
Has patient:
Is patient:

F Recovered?
F Ambulatory?

F Improved?

F Unchanged?

F House conﬁned?

F Retrogressed?

F Bed conﬁned?

F Hospital conﬁned?

If “Hospital confined,” provide Name and Address of hospital.
Dates Confined (from)

(through)

SECTION 6. FOR PREGNANCY DISABILITY ONLY
Are there any present complications or anticipated difficulties in connection with:
(a) Pregnancy:

F Yes

F No Date of last menstrual period _______________________ Expected date of delivery

(b) Delivery:

F Yes

F No

(c) Post Partum:

F Yes

F No

Actual date of delivery ______________________ Type of Delivery:

F Vaginal

F C-Section

If “Yes,” to any of these, please specify in detail.

SECTION 7. COMPETENCY
Is the Patient competent to endorse checks and direct the use of the proceeds? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . F Yes

F No

SECTION 8. PHYSICIAN REFERRAL INFORMATION
Have you referred this patient to another Physician? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . F Yes

F No

If “Yes,” provide the name and address of that Physician.
Did another Physician refer this patient to you?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . F Yes

F No

If “Yes,” provide the name and address of that Physician.

SECTION 9. PHYSICAL CAPACITIES EVALUATION
In an 8 hour day, what is the maximum number of hours your patient could perform each of these levels of activity? (please indicate appropriate number
of hours):
Hours Sedentary Activity (10 lbs. maximum lifting or carrying articles. Walking/standing on occassion. Sitting 6 to 8 hours.)
Hours Light Activity (20 lbs. maximum lifting, carrying 10 lbs. articles frequently, most jobs involving standing with a degree of pushing and
pulling. Standing 6 to 8 hours.)
Hours Medium Activity (50 lbs. maximum lifting with frequent lifting/carrying of up to 25 lbs. Frequent walking and standing.)
Hours Heavy Activity (100 lbs. maximum lifting, frequent lifting/carrying of up to 50 lbs. Frequent walking/standing.)
Patient is able to:

Occasionally 0% to 33%

Frequently 33% to 66%

Continuously 66% to 100%

Bend

F

F

F

Climb

F

F

F

Reach

F

F

F

Kneel

F

F

F

Squatt

F

F

F

Crawl

F

F

F

Push/Pull

Number of lbs.

Number of lbs.

Number of lbs.

Lift

Number of lbs.

Number of lbs.

Number of lbs.

What is this assessment based on?

F Observed Activity

F Measured Capacity
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Group Policy Number 706175

Patient Name

SECTION 9. PHYSICAL CAPACITIES EVALUATION (Continued)
List current restrictions (activities which should not be performed) and limitations (activities which can not be performed) from activities not addressed above
(i.e. driving, working at heights, etc.) Be specific.

Upper Extremity Function - Please indicate upper
extremity functional capabilities:

Left

Right

Simply Grasping

F

F

Pinching

F

F

Fine Manipulation

F

F

Power Grip

F

F

Repetitive Motion

F

F

Comments

SECTION 10. MENTAL HEALTH ABILITY (if applicable)
What behavior, attitudes or functional impairments are contributing to any restrictions and/or limitations related to a mental health condition?

SECTION 11. CARDIAC FUNCTIONAL CAPACITY (if applicable)
American Heart Association Classification: F Class 1 (no limitation)

F Class 2 (slight limitation)

F Class 3 (marked limitation)

F Class 4 (complete limitation)

SECTION 12. ESTIMATED RETURN TO WORK INFORMATION
Estimated Return to Work Date
F With NO Physical Limitations

Status:
F With Physical Limitations

F Full-Time

F Part-Time Number of Hours Per Week

Describe Limitations

Has this patient reached Maximum Medical Improvement (MMI)? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . F Yes

F No

If “No,” anticipated date of MMI?

SECTION 13. REMARKS

SECTION 14. PHYSICIAN INFORMATION AND SIGNATURE
New York Fraud Warning: 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 shall also be subject to a civil penalty not to exceed five
thousand dollars and the stated value of the claim for each such violation.
Attending Physician Name (Please print.)
TIN

Phone (

Degree
)

Fax (

)

Email
Address



City

Attending Physician Signature

State

ZIP

Date
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FRAUD WARNINGS
Alabama, Alaska, Arkansas, Delaware, Idaho, Indiana, Louisiana, Maine, Minnesota, Ohio, Oklahoma, Rhode Island, Tennessee, Texas,
Washington, West Virginia: Any person who, knowingly with intent to defraud any insurance company or other person ﬁles a 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 may subject such person to criminal and civil penalties, and denial of insurance beneﬁts.

Arizona: For your protection Arizona Law requires 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.
California: For your protection, California law requires the following to appear on this form. Any person who knowingly presents false or 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 a 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: 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.
Florida: Any person who knowingly and with intent to injure, defraud, or deceive any insurer ﬁles a statement of claim or an application containing any false,
incomplete, or misleading information is guilty of a felony of the third degree.
Kentucky: 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.
Maryland: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or beneﬁt or who knowingly or willfully presents
false information in an application for insurance is guilty of a crime and may be subject to ﬁnes and conﬁnement in prison.
New Hampshire: Any person who, with a purpose to injure, defraud, or deceive any insurance company, ﬁles a statement of claim containing any false,
incomplete or misleading information is subject to prosecution and punishment for insurance fraud, as provided in RSA 638:20.
New Jersey: Any person who knowingly ﬁles a statement of claim containing any false or misleading information is subject to criminal and civil penalties.
New Mexico: 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 civil ﬁnes and criminal penalties.
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.
Puerto Rico: Any person who, knowingly and with the intent to defraud, presents false information in an insurance request form, or who presents, helps or
has presented a fraudulent claim for the payment of a loss or other beneﬁt, or presents more than one claim for the same damage or loss, will incur a felony,
and upon conviction will be penalized for each violation with a ﬁne no less than ﬁve thousand (5,000) dollars nor more than ten thousand (10,000) dollars, or
imprisonment for a ﬁxed term of three (3) years, or both penalties. If aggravated circumstances prevail, the ﬁxed established imprisonment may be increased
to a maximum of ﬁve (5) years; if attenuating circumstances prevail, it may be reduced to a minimum of two (2) years.
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