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SHORT-TERM DISABILITY CLAIM FORM
A.  
Employer
Information

Name of Your Employer Group number as shown on your ID Card

Last Name                      First Name                       MI Employee’s Social Security Number

Home Address Employee’s Birth Date

Month                    Day                      YR

B. 
Employee
Information

City                                                    State                                                Zip

Cause of Disability If Disability is Due to an Accident, State When, Where, and How it Occurred.

Is Disability Work-Related?  Yes     No  Is Disability covered by Worker’s Compensation? Yes     No  

Date Last Worked
When Did You become Continuously
Totally Disabled (Unable to Work)?

 Date
 Time                        A.M.   P.M.  

If Returned to Work, give
date

If not, when do you expect to Return to Work?

Names and Address(es) of Attending Physician(s)

C.  
Disability
information

If Hospitalized, Name & Address of Hospital Hospitalization Dates

From                          To
What was your basic monthly wage or salary (Exclusive of overtime, bonus, etc.) immediately prior to your stopping work because of your
disability?
$                                                                                                                   Weekly   Monthly

This Plan may provide that benefits will be reduced by certain other benefits that you may receive or become eligible for by reason of your
disability.  Information regarding ALL other disability or retirement benefits MUST be reported to enable computation of benefits under this plan.

How much is your employer paying you (including overtime, bonus, etc.) during your disability?

What other weekly or monthly benefits are available while disabled?  (List any sums payable or to which you are entitled under (1) any other
policy of group or individual insurance, (2) and Federal, State, or other Governmental plan or law, (3) any person or retirement annuity plan, (4)
the Federal Social Security Act or any other tax-supported plan, (5) any plan providing benefits for loss of time from employment because of
disability.)

Starting
Source Date Amount Weekly    Monthly

Other Starting
Sources Date Amount Weekly     Monthly

D. 
Income
Information.

$         $       

I hereby authorize the Physician to release any information acquired in the course of my examination or treatment.E. 
Authorization To
Release
Information

Employee’s Signature Date

Month             Day             YR
Employee’s Name Occupation Date Employed

Month           Day          YR

Insurance Effective Date

Month          Day          YR
Date Last Worked

Month           Day          YR

Is This a Recurrence of a
Previous Disability?

Yes     No  

If Yes, Explain:

Has Employee Returned to Work?

 Yes     No  

If Yes, on What Date?

Month           Day          YR

F.  
Employer
information.

(To Be Completed
by Authorized
Employer
Representative)

Signature of Employer Representative                                                                   Title Date

Month             Day             YR

PHYSICIAN MUST COMPLETE REVERSE SIDE FOR VALID CLAIM
Please send the completed claim form and appropriate statements to:

P.O. Box 8339 
 Des Moines, IA  50301-8339
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TO BE COMPLETED BY PHYSICIAN OR OTHER PROVIDER OF MEDICAL SERVICES

Please complete the following information or attach itemized bills, receipts, and statements of charges from all physicians,
hospitals, and any other sources.  These statements must contain the following:

1. Patient’s name.
2. All services or supplies provided.
3. The charge for each service provided.
4. The date each service or supply was provided.
5. Diagnosis or illness involved.

PHYSICIAN OR SUPPLIER
Date of Illness (First Symptom),Injury (Accident), or Pregnancy (LMP): Date First Consulted You for

This Condition:
Has patient ever had same or similar symptoms?

Yes        No 
Date Patient Able to Return
to Work:

Dates of Total Disability:

From Through

Dates of Partial Disability:

From Through

Name of Referring Physician: For Services related to hospitalization give dates

Admitted                        Discharged
Name & address of facility where services rendered (if other than home or office): Was laboratory work performed outside your

office?

Yes               No 
Diagnosis or nature of injury.
1.
2.
3.
4.

Place
Fully describe procedures, medical services, or

supplies furnished for each date given ICD-9
Date of
Service

of
Service*

Procedure Code
CPT4

(Explain unusual services or circumstances)
Diagnosis

Code
Charges

Signature of Physician or Supplier Accept Assignment

Yes     No  

Total Charge Amount Paid Balance Due

Signed Date
Your Social Security No. Physician’s or Supplier’s Name, Address, Zip Code, &

Telephone No.
Your Patient’s Account No. Your Employer I.D. No.

I.D. No.

*Place of Service Codes

21 --Inpatient Hospital 12 --Patient’s Home 32 --Nursing Facility 99 --Other Locations

22 --Outpatient Hospital 52 --Day Care Facility (PSY) 31 --Skilled Nursing Facility 81 --Independent Laboratory

11 --Doctor’s Office 51 --Night Care Facility 41 --Ambulance 24 --Ambulatory Surgical Facilities


