
For use with policies issued by the following Unum Group [“Unum”] subsidiaries:

Unum Life Insurance Company of America Provident Life and Accident Insurance Company 
The Paul Revere Life Insurance Company

OUR COMMITMENT TO YOU

whatever we can to help you. You have our commitment to provide you with responsive service and to be understanding and 
sensitive to your circumstances during the claim process.

INSTRUCTIONS

When should you use this claim form?

Use this claim form to submit a disability claim to Unum. This form should be used for the following types of claims only:

 covered for more than one of these products, this is the only form you need to complete.  

Who is responsible for completing this claim form?

and legible responses to ensure your claim is processed as quickly as possible. Please enclose any additional information you 
feel will assist us in the evaluation of your claim.

· Employee/Individual Statement (pages 4-7): Please complete this section of the claim form and fax it to 1-877-851-7624 

·
become separated.

· Direct Deposit Request (page 8):
directly into your bank account.

Authorization to Share Information with Third Parties (page 9): If you wish to give us permission to share the details of your 

· Employee/Individual Authorization (last page): Please sign and date this form and provide a copy to your attending 

the address noted above.

· Employer Statement (pages 10-12): Please give this section of the claim form to your employer and ask him/her to complete, 

·  Attending Physician Statement (pages 13-15): Please complete Part I of this statement, then give this section of the 
claim form to the physician or treating provider primarily responsible for your care. Ask him/her to complete Part II and fax 

mailed to the address noted above.

Questions?

If, at any time, you have questions about the claim process or need help to complete this form, please call the above toll-free 
number. Our Contact Center is staffed with experienced professionals who can be contacted from 8 a.m. to 8 p.m. Monday 
through Friday.
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 IInstructions (continued) / Claim Fraud Statements

Fraud Warning

Indiana, Louisiana, Maine, Maryland, New Mexico, Ohio, Oklahoma, Rhode Island, Tennessee, Texas, 
Virginia, Washington, and West Virginia require the following statement to appear on this claim form:

Any person who knowingly and with the intent to injure, defraud or deceive an insurance company presents 

Fraud Warning for Alabama Residents 
For your protection, Alabama law requires the following to appear on this claim form:

any combination thereof.

Fraud Warning for California Residents
For your protection, California law requires the following to appear on this claim form:

Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to 

Fraud Warning for Colorado Residents
For your protection, Colorado law requires the following to appear on this claim form:

It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the purpose 

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 

Fraud Warning for District of Columbia Residents

WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any 

materially related to a claim was provided by the applicant.

Fraud Warning for Florida Residents
For your protection, Florida law requires the following to appear on this claim form:

containing false, incomplete or misleading information is guilty of a felony of the third degree.

Fraud Warning for Kentucky Residents
For your protection, Kentucky law requires the following to appear on this claim form:

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.

Fraud Warning for Minnesota Residents
For your protection, Minnesota law requires the following to appear on this claim form:

Fraud Warning for New Hampshire Residents
For your protection, New Hampshire law requires the following to appear on this claim form:
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 IInstructions (continued) / Claim Fraud Statements

Fraud Warning for New Jersey Residents
For your protection, New Jersey law requires the following to appear on this claim form:

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, subject to criminal prosecution and civil penalties. 

Fraud Warning for New York Residents
For your protection, New York law requires the following to appear on this claim form:

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 

stated value of the claim for each such violation.

Fraud Warning for Pennsylvania Residents
For your protection, Pennsylvania law requires the following to appear on this claim form:

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.

Fraud Warning for Puerto Rico Residents
For your protection, Puerto Rico law requires the following to appear on this claim form:

Any person who knowingly and with the intention of defrauding presents false information in an insurance application, or presents, 

one claim for the same damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each violation with the 

years.



 EMPLOYEE/INDIVIDUAL STATEMENT (PLEASE PRINT)

A. Information About You

  

Home Address

Home Telephone Number Cell Telephone Number 

Employer Name   

Language Preference  English 

Please check all types of coverage you have with Unum.

 Life Insurance 

Are you currently self-employed?  Yes  Yes  No 

If yes, employer name:  Telephone Number 

 

B. Information About the Condition(s) Causing Your Disabililty

1. For illness, answer the following questions then go to #4:

 

 

 

2. For an injury, answer the following questions then go to #4:

What is the name of your medical condition? 

 

 

 

  Yes  No

 pregnancy, answer the following questions then go to #4:

What is your expected delivery date?

Were there any complications causing you to  If yes, please explain: 

stop work prior to your expected delivery date?  Yes  No 

Have you already delivered?  Yes  No If yes, what type of delivery?  Vaginal  
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Male

Female

-



 EMPLOYEE/INDIVIDUAL STATEMENT (Continued)

 

4. For all medical conditions, answer the following questions:

 

 

 

 Yes  No

Is your condition related to your occupation? If yes, please explain: 

 Yes 

 Yes  Yes  No

C. Information About Your Disability

 

D. Information About Physicians, Hospitals and Medications: This information will assist us in the evaluation of your claim.

by more than two, please use a separate sheet of paper and include it with this form. 

1.____________________________________ ________________________________________________ _______________________________
 Provider Name Mailing Address Telephone No.

____________________________________ ________________________________________________ _______________________________

 
____________________________________ ________________________________________________ 

2.____________________________________ ________________________________________________ _______________________________
 Provider Name Mailing Address Telephone No.

____________________________________ ________________________________________________ _______________________________

 
____________________________________ ________________________________________________ 

     
   

form. 
  
1.____________________________________ ________________________________________________ _______________________________

   
____________________________________ ________________________________________________ _______________________________

  
2.____________________________________ ________________________________________________ _______________________________
 

   
____________________________________ ________________________________________________ _______________________________

 

 1. ____________________________ ________________________________ ___________________________ ________________________________
  
 2. ____________________________ ________________________________ ___________________________ ________________________________

 4. ____________________________ ________________________________ ___________________________ ________________________________

 5. ____________________________ ________________________________ ___________________________ ________________________________ 
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 EMPLOYEE/INDIVIDUAL STATEMENT (Continued)

 

E. Information About Other Disability Income: 

or are receiving as a result of your disability and complete the information requested.

Other Source of Income Eligible to Receive Receiving 

 Yes  No  Unknown  Yes  No  Unknown

 Yes  No  Unknown  Yes  No  Unknown

Workers’ Compensation  Yes  No  Unknown  Yes  No  Unknown

Motor Vehicle Insurance  Yes  No  Unknown  Yes  No  Unknown

 Yes  No  Unknown  Yes  No  Unknown

 Yes  No  Unknown  Yes  No  Unknown

 Yes  No  Unknown  Yes  No  Unknown

 Yes  No  Unknown  Yes  No  Unknown

Unemployment  Yes  No  Unknown  Yes  No  Unknown

 Yes  No  Unknown  Yes  No  Unknown

Pension/Retirement  Yes  No  Unknown  Yes  No  Unknown

Canada Pension  Yes  No  Unknown  Yes  No  Unknown

 Yes  No  Unknown  Yes  No  Unknown

 Yes  No  Unknown  Yes  No  Unknown

F. Information About Your Return-to-Work

Have you returned to work?  Yes  No  If yes, indicate information below.
 

If you have not returned to work, when do you expect to return?
 Unknown 

G. Information About Your Family: 

 Married  Widowed 

 Yes  No 

   Yes  No 

   Yes  No 

   Yes  No 

H. Information About Income Tax Withholding: 

TAX INFORMATION

If you do not know if you are covered under a fully-insured or self-funded plan, please contact your employer for assistance.

 

 Federal Income Tax:  Yes  

 

 State Income Tax:  Yes 

Note: If not provided, we are 
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 EMPLOYEE/INDIVIDUAL STATEMENT (Continued)

 

Fraud Warning: 

Any person who knowingly and with the intent to injure, defraud or deceive an insurance company presents a 

 
Fraud Warning: For your protection, New York law requires the following to appear on this claim form:

-
tion 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, 

each such violation.

I. Signature of Employee/Individual

I have read and understand the fraud notices listed on this form. I also acknowledge that should my claim be overpaid for any  

reason it is my obligation to repay any such overpayment. The above statements are true and complete to the best of my  

knowledge and belief.  
 
 

X 
_____________________________________________________________________________________ ________________________________________  
Signature     Date 
 

Reminder:
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 DIRECT DEPOSIT REQUEST: To be completed by the Employee.

Please provide the information requested below by completing the appropriate section of this form. Once completed, sign and date the form and mail or fax it to the 

address or fax number indicated above. Your request will be processed promptly.

A. Information About You

Last Name First Name MI 

Address

B. Information About How to Set-up or Change Your Direct Deposit

Bank/Financial Institution Information

Name 

Address

 

Type of Account  Checking (Required: Please attach a voided check imprinted with your name)  

  

  Bank Routing Number Personal Account Number 

Direct Deposit Cancellation Request Please complete this section thirty days in advance if you wish to cancel your direct deposit agreement.

C. Signature of Individual

 

_____________________________________________________________________________ 

Signature Date

Frequently Asked Questions About Direct Deposit

 the money into your bank account on a monthly schedule.

How do I sign-up for Direct Deposit?

 Just complete the top section of this form and mail or fax it to us. Please print clearly so we are able to verify your account numbers accurately.

 complete this form or provide the information on our secure website, unum.com. 

 your questions, Monday through Friday, 8 a.m. to 4 p.m. Eastern Time.

Unum is a registered trademark and marketing brand of Unum Group and its insuring subsidiaries.

-

-

x



with a family member, friend or other third party about your claim, 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 Information to Third Parties 

relating to my claim with the family members, friends, and/or other third parties listed below:

Other Family Member: _______________________________________________________________

Other person: _____________________________________________________________________ 

 
 Yes  No

I understand that information about my claim may include information about my health and that such 
information about my health may be related to any disorder of the immune system including, but not 

or treatment, but does not include psychotherapy notes.

_________________________________________________________________________________

I further understand that the information is subject to redisclosure and might not be protected by certain 
federal regulations governing the privacy of health information.

recipient of my information has relied on it prior to receiving my notice of revocation. I may revoke this 

______________________________________________________ _________________________ 

______________________________________________________ _________________________

 

document granting authority.
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 EMPLOYER STATEMENT - To be completed by the Employer (PLEASE PRINT)

A. Information About the Employer

Employer Name  Employer’s Phone Number

Employer Address

B. Information About the Employee 

Employee’s Address

Please check all types of coverage this employee has with Unum and indicate the effective date of his/her coverage. 

 

 Life Insurance __________ Premium paid thru date __________  

Check off regular work days:  Monday  Tuesday  Wednesday  Thursday  Friday 

Previous Plan Year    Current Plan Year   
 

Option ________ Option ________

C. Information About the Employee’s Occupation

Primary duties of the employee’s occupation on date last worked: 

 

 Full-time  Part-time  Exempt  Non-exempt  Bargaining  Non-bargaining

 Yes  No 

If yes, please explain: 

 

Has employee returned to work?  Yes  Full Time  Part Time  Hours Per Week:

Has the employee’s employment been terminated?  Yes  
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-

-



 EMPLOYER STATEMENT (Continued)

 

D. Information About the Employee’s Salary

How was the employee paid prior to date last worked? Please check all that apply and indicate the amount paid. 

 

 

 

 

 

 

 Other ____________________

 Yes  No If yes, what is the % of ownership? _________ %

Type of business:  Regular Corporation  Partnership 

Other than payments under this policy, will the employee be receiving any other income from you, such as K-1 earnings, bonuses, commissions, salary continua-

tion, PTO?  Yes  No

Financial Documentation:

your policy and provide us with the appropriate payroll information.

E. Information Needed for Calculation of FICA

 

 
15-A Employer’s Supplemental Tax Guide, Section 6, Sick Pay Reporting and/or IRS Revenue Ruling 2004-55 for more information on 

calculating the taxable percent.]

Note:

 

 
15-A Employer’s Supplemental Tax Guide, Section 6, Sick Pay Reporting and/or IRS Revenue Ruling 2004-55 for more information on 

calculating the taxable percent.]

Note:

F. Information About Other Disability Income

 Is employee   If yes, weekly or

   

   

 

 

  

Public Employee   

  

Workers’ Compensation  
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 EMPLOYER STATEMENT (Continued)

 

 

Is the claim the result of a work related injury or illness?  Yes  Yes  No

If yes, name of Workers’ Compensation carrier      Telephone Number 

 

Address of Carrier          Fax Number 

 

 

 

 If a Workers’ Compensation claim has been denied, please submit a copy of denial with this claim.

G. Information About Your Pension Plan: 

o you have a pension plan?  Yes  No  

If yes, what type? 

Is the employee eligible for your pension plan?  Yes  No What percentage does the employee contribute? 

If eligible, does the employee participate?  Yes  No __________ %

If yes, when is the employee eligible to withdraw from the plan?

H. Information About Your Rehire or Return-to-Work Program

If the employee is released to return to work in restricted duty, are you willing to discuss accommodations?  Yes  No

If yes, whom should we contact to discuss a return-to-work plan?

Name 

Title Telephone Number 

information is subject to criminal and civil penalties. This includes the Employer portion of the claim form.

The above statements are true and complete to the best of my knowledge and belief.

Name of Person Completing Form  

Title of Person Completing Form  

E-mail Address 

Signature  Date  

X
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 ATTENDING PHYSICIAN STATEMENT (PLEASE PRINT)

PART I: TO BE COMPLETED BY PATIENT

Employer Name

PART II: TO BE COMPLETED BY PHYSICIAN OR TREATING PROVIDER 
Instructions: Please complete, sign and date this form. The purpose of this form is to assist us in making a disability determination. Please com-

A. Patient Information

 
 Yes  No 

    If yes, effective when?  
 

Has the patient been treated for the same/similar condition in the past?  Yes  No  Unknown 
 
  
  

Is the patient’s condition work related?  Yes  No  Unknown Patient’s Height:   Patient’s Weight 
 

What is the primary diagnosis that may impact your patient’s functional capacity?   
 
 
 

 
 

 
 

What are the other diagnoses that may impact your patient’s functional capacity?  NA

 
 

 
 

 Yes  
 

Was surgery performed?  Yes 
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 ATTENDING PHYSICIAN STATEMENT (Continued)

 
 

B. Functional Capacity

If your patient does not
SECTION D.

Please note:
uniformly understood such as “prolonged”, “repetitive”, “light-duty”, “heavy lifting”, or “stressful situations”.  In addition, never means not at all, 

Physical Restrictions and/or Limitations

 

Behavioral Health Restrictions and/or Limitations

 

What is your treatment plan? Please include all medications.
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 ATTENDING PHYSICIAN STATEMENT (Continued)

 
 

C. Other Treating Providers, Facilities or Hospitals

Please provide complete name, contact information and specialty of any other treating physicians, facilities or hospitals.

D. Signature of Attending Physician

The above statements are true and complete to the best of my knowledge and belief.

 

 

Address

 

 

 

Are you related to this patient?  Yes  No 
If yes, what is the relationship? 

Signature of Physician Date 
 
 
X
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 EMPLOYEE/INDIVIDUAL AUTHORIZATION  – FOR EMPLOYEE TO COMPLETE
 

Authorization

I authorize health care professionals, hospitals, clinics, laboratories, pharmacies and all other medical or 
medically related providers, facilities or services, rehabilitation professionals, vocational evaluators, health 
plans, insurance companies, third party administrators, insurance producers, insurance service providers, 

advocacy vendors, The Association of Life Insurance Companies (which operates the Health Claims Index 

To disclose

To the following persons: Unum Group and its subsidiaries, Unum Life Insurance Company of America, 
Provident Life and Accident Insurance Company, The Paul Revere Life Insurance Company, and persons 

For the purposes of evaluating and administering claims, including assistance with return to 
work. 

Information authorized for use or disclosure may include information which may indicate the 
presence of a communicable or non-communicable disease.

to the address above. I understand that revocation will not apply to any information that is requested prior to 
Unum receiving notice of revocation.

permitted or required by law, including state fraud reporting laws. For evaluation and administration of claims, 

____________________________________________________ _________________________
 

____________________________________________________ _________________________

 


