
 Employee
•	 Complete identifying information in the Employee's Preliminary Statement of Disability (page 2 of this claim form) 

and send the form to your Benefits Coordinator for completion of the Employer's section.
•	 Your employer will return the claim form to you for further handling.
•	 When your Benefits Coordinator returns the claim form to you, complete, sign, and date page 2 and 4 of the form.  The 

signed Claimant Authorization on page 4 will allow FDL or its representative to obtain additional information which 
may be required to complete the processing of your claim.

•	 Take the entire claim form (pages 1, 2, 3 and 4) to your treating physician, who must be an Approved Practitioner. 
•	 Your physician must fully and legibly complete the Attending Practitioner's Statement on page 3 of this claim.
•	 Send completed claim form and all additional information to FDL at the address shown above.  FDL must receive the 

form within 12 months of the date your Total Disability began.
Attending Practitioner

•	 In order to avoid a delay or possible denial of your patient's claim, all information must be legibly completed in full. 
•	 To qualify for Total Disability your patient must have a documented "medically determinable" impairment. 
•	 The Attending Practitioner's Statement must contain objective clinical findings which document the impairment

causing "Disability" and any co-morbid conditions. In cases involving mental impairments the clinical information 
must include your patient's capacity for understanding and memory, social interaction and adaptation medications 
and frequency of therapy. 

•	 Totally Disabled from "Own Occupation" means the inability of the insured, because of an injury or sickness
established by medical evidence based on objective clinical findings using current AMA guidelines and certified 
by an approved practitioner, to perform the usual tasks of his or her occupation in such a way as to procure and 
retain employment. Totally Disabled from "Any Occupation" means the inability of the insured to perform the usual
tasks of any compensated occupation for which he or she is reasonably suited by training, education or experience, in 
such a way as to procure employment.  This definition will govern the determination of benefits.

Employer
•	 Complete the Employer's Section below and attach (1) Job description (detailed duties)  (2) Time records from last day 

worked to present.  Return claim form and attachments to the employee.
==================================================

Employer's Section
Employee ID#_____________________________ 					   
Employee Name ___________________________  Social Security # _________________   Policy No. 38000                
Date of hire ____________ Short-term Disability Eff. Date ____________ Long-term Disability Eff. Date______________  
Last day at work ________________________  Occupation ________________________________________________
Date returned to work F/T________________P/T_________________
Return to Work Occupation_________________________________________________________________________
Eligible for sick leave or extended sick leave?  Y n  N n  Duration _________________
Eligible for salary continuation?  Y n  N n  Amount $______________  Duration ________________
Eligible for Short-term Disability benefits from another carrier?  Y n  N n  Name of Carrier  ______________________
Is employee eligible for pension disability? Y n  N n      Is this employee eligible for workers' compensation?  Y n  N n   
Employer Name  ___________________________________________________________________________________ 
Employer Address _________________________________________________________________________________
Representative Name ________________________________ Signature ______________________________________
Title ______________________  Telephone Number ___________________________   Date_____________________

Did the employer pay any portion of the employee's Short-term Disability premium?  Y n  N n  If yes, what __________%

Did the employer pay any portion of the employee's Long-term Disability premium?  Y n  N n  If yes, what __________%

Submit to Fort Dearborn Life Insurance Companyw

Administrative Office:
P.O. Box 655403  

Dallas, Texas 75265-5403

Disability Claim Instructions

(855) ERS-LIFE (377-5433)
(972) 996-9361

Toll Free:
Fax #
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Employee's Preliminary Statement of Disability    Please print or type

Full Name _____________________________________ Social Security #  _________________ Group # ___________  

Address ___________________________________  City ____________________  State _______   Zip ____________

Home Phone ( _____ ) ____________   Date of birth _________   Height ________   Weight  _______   Sex  M n  F n 
Marital Status:  Single n  Married n  Divorced n  Widowed n 

Spouse's date of birth ___________  Is spouse employed?  Y n  N n  Number of children (under the age of 18)  _____

Name and date of birth of each unmarried child under age 18 _______________________________________________
_________________________________________________________________________________________________

Describe the symptoms of your disability ________________________________________________________________ 
_________________________________________________________________________________________________

Is your disability related to a work injury?  Y n  N n  If yes, please give details_________________________________
________________________________________________________________________________________________

Date you first noticed symptoms of illness or date of accident ________ Date first treated for these symptoms ________

Treated by Doctor: ________________________ Address _______________________________  Phone ____________

Hospital ___________________________________ Address __________________________  City ________________

I have been unable to work because of this illness or injury since ____________________________________________

If disability is due to an accident, please provide details and attach accident report ______________________________
________________________________________________________________________________________________

I returned to work part-time on __________  I returned to work full-time on ____________ I am self employed  Y n  N n

Name of Health Care Insurance _____________________________________ Group Plan/Policy # ________________

ID # ________________________________   Coverage is through  My employer n  Spouse's employer n    

Are you now eligible for, have you applied for, or are you now receiving income benefits from:
Social Security:  Disability n  Retirement n  Amount awarded $__________________  Date of award ______________
Workers' Compensation  n  Amount awarded $__________  Date of award ____________  Carrier ________________
(If Workers' Compensation is denied submit a copy of denial letter with this form)
Disability Retirement  n  Amount awarded $____________  Date of award _______________  Source ______________
Have you ever had the same or similar condition?  Y n  N n 
If so, when? ______________________________________Treated by________________________________________
List all Practitioners you have seen for the past 2 years:
  • Name______________________________________________________ Address ______________________________________________________     Telephone _________________
	 From _____________________To _____________________ Diagnosis/Condition Treated______________________ 	

• Name______________________________________________________ Address______________________________________________________     Telephone_ ________________
	 From _____________________To _____________________ Diagnosis/Condition Treated______________________ 	

• Name______________________________________________________ Address________________________________________________________    Telephone_ ________________
	 From _____________________To _____________________ Diagnosis/Condition Treated______________________ 	
Are you employed elsewhere?  Y n  N n    Full time n  Part time n 
If yes to above question please give:  Name of 2nd Employer _______________________________________________
Address _________________________________________ City ____________________ St _________ Zip _________
Name of person completing this form if other than the employee ____________________________________________
		  The above statements are true and complete to the best of my knowledge and belief.

	 ___________________________________________________		  _____________________
                   	 Employee's signature  (required to process the claim)                                      		  Date
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Attending Practitioner's Statement    Please print or type					  

All information must be legibly completed in full to avoid a delay or possible denial of your patient's claim.

Patient's name _____________________________________________   Patient's Date of Birth ___________________
Date first seen  _________  Date last seen _________ frequency of visits  PRN n  weekly n  monthly n  less often n
Patient impaired from tasks of his/her usual occupation from_________________  to	 ____________________________________________________________________
Diagnosis ___________________________________________________________  ICD9CM  code ________________
Co-morbid conditions   ________________________________________________________________________________
If diagnosis is pregnancy:  LMP ________  Estimated delivery date ________  Is patient confined to bedrest?  Y n  N n 
If delivered, date ___________    Type of delivery:  Normal n  C-section n 
Subjective symptoms ______________________________________________________________________________
_________________________________________________________________________________________________
Objective medical findings, include results of all diagnostic testing  ___________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Objective evidence of impairment ______________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Please list restrictions _________________________________________________________________________________________________		
__________________________________________________________________________________________________
Please describe how the patient’s impairment prevents him/her from performing their regular employment_ ____________
__________________________________________________________________________________________________________________________________________________________________________________________________________________
Is disability at patient’s request?   Y n  N n  Is condition work related?    Y n  N n  

Plan of Treatment_________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________
 Medications________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Does the patient’s condition permit the safe operation of a vehicle?  Y n  N n Patient has been instructed not to drive n 

Is the patient Ambulatory?  Y n  N n  Only with assistance n    Confined to?  Bed n  House n  Hospital n
List names and phone number of other treating or consulting Practitioners _____________________________________
_________________________________________________________________________________________________
List the date and facility of any hospital admission in the past 12 months including dates, type of surgery, condition, etc.
________________________________________________________________________________________________
________________________________________________________________________________________________
How does the patient's impairment prevent alternative/other employment ______________________________________
_________________________________________________________________________________________________ 
Was the patient unable to work when he/she ceased work?  Y n  N n    
Disability applies to:  Only the patient's own job Y n  N n;   all other types of work, including sedentary work?  Y n N n 
Date patient is expected to be able to return to his/her usual work  _____________  Other work  ___________________

I attest the above statements are true and complete to the best of my knowledge

_________________________________   _________________________________   (_____) _____________________
Name (Attending Practitioner) 				    Degree & Specialty			      Telephone

________________________________________   __________________________    _________   ________________
Street Address						             City or Town		     State             ZIP

_______________________________________________________                               _________________________
Attending Practitioner's Signature 								            Date
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Fort Dearborn Life Insurance Companyw

Claimant Authorization
____________________________________________

I, the undersigned claimant, have read and agree that the above statements and answers are furnished in support of my 
claim for benefits and are complete, true, and correctly recorded to the best of my knowledge and belief.  I understand that 
incorrect or untrue answers on this form may result in denial of this claim and may be cause for expulsion from the Texas 
Employees Group Benefits Program.

I understand and agree that:
• �This authorization is voluntary but that my signature is required in order for Fort Dearborn Life Insurance Company (the 

"Company") to evaluate my claim for benefits;
• �If I refuse to sign this authorization, the Company has the right to deny my claim, or that of my dependents, if 

applicable;
• �I may revoke this authorization at any time in writing but that such a revocation will have no effect on any actions taken 

by the Company prior to receipt of the revocation;
• �Information disclosed pursuant to this authorization may be redisclosed by the recipient and may no longer be subject to the 

protections of the HIPAA Privacy Rule;
 • �I should retain a duplicate copy of this authorization for my own records;
• �A photocopy or facsimile of this authorization shall be as valid as the original;
• �This authorization shall expire the later of 24 months from the date signed or at the end of any appeal process concerning  

my claim.  

I, as well as any person authorized to act on my behalf or my personal representative, acknowledge the right, upon request, 
to obtain a true copy of this authorization from the Company.

I authorize my employer, the Employees Retirement System of Texas ("ERS"), and any medical professional, hospital, 
medical facility, medical provider, pharmacy, government agency, insurance carrier, HMO, MCO, or any Covered Entity 
or Health Plan as defined by the Health Insurance Portability and Accountability Act of 1996 (HIPAA) to disclose to the 
Company's claims department or its authorized representative(s) any information relating to me concerning advice, care, or 
treatment, including any claims processed by Blue Cross Blue Shield of Texas, for any health condition, including but not 
limited to drug or alcohol use or abuse, mental illness, HIV (AIDS Virus), or other sexually transmitted diseases. 

I authorize my employer, ERS, any government agency, or insurance carrier to disclose any information related to my 
employment or retirement and all other information necessary to process my claim.

WARNING: 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 fines and confinement in state prison.

Employee/Insured's Name ___________________________________________________________________________
	 (Print or Type)

Signature _ ______________________________________________Date ______________________________________
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For Applications and Claims:
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.
Hawaii:  For your protection, Hawaii law requires you be 
informed that presenting a fraudulent claim for payment 
of a loss or benefit is a crime punishable by fines or 
imprisonment, or both.
Kentucky:  Any person who knowingly and with intent 
to defraud any insurance company or other person files 
an application for insurance or 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.
Louisiana:  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 fines 
and confinement in prison.
Maine & Washington:  It is a crime to knowingly 
provide false, incomplete, or misleading information to 
an insurance company for the purpose of defrauding the 
company.  Penalties include imprisonment, fines and 
denial of insurance benefits.
Maryland:  Any person who knowingly and willingly 
presents a false or fraudulent claim for payment of a loss 
or benefit or who knowingly and 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 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.
Ohio:  Any person who, with intent to defraud or 
knowingly that he is facilitating a fraud against an insurer, 
submits an application or files a claim containing a false 
or deceptive statement is guilty of insurance fraud.
Oklahoma:  Any person who knowingly, with intent to 
injure, defraud or deceive any insurer, makes a claim 
for the proceeds of an insurance policy containing false, 
incomplete or misleading information is guilty of a felony.
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 
intention of defrauding presents false information in an 
insurance application, or presents, helps, or causes the 
presentation of a fraudulent claim for the payment of 
a loss or any other benefit, or presents more than one 
claim for the same damage or loss, shall incur a felony 
and, upon conviction, shall be sanctioned for each 
violation with the penalty of a fine of not less than five 
thousand dollars($5,000) and not more than ten thousand 
dollars ($10,000), or a fixed term of imprisonment for 
three (3) years, or both penalties. Should aggravating 
circumstances are present, the penalty thus established 
may be increased to a maximum of five (5) years, 
if extenuating circumstances are present, it may be 
reduced to a minimum of two (2) years.
Rhode Island:  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 
fines and confinement in prison.
Tennessee:  It is a crime to knowingly provide false 
incomplete or misleading information to an insurance 
company for the purpose of defrauding the company.  
Penalties include imprisonment, fines and denial of 
insurance benefits
Virginia:  It is a crime to knowingly provide false, 
incomplete or misleading information to an insurance 
company for the purpose of defrauding the company. 
Penalties include imprisonment, fines and denial of 
insurance benefits.

The laws of some states require us to furnish you with the following notice:

Products and services marketed under the Dearborn National® brand and the star logo are underwritten and/or provided by Fort Dearborn Life Insurance Company® 
(Downers Grove, IL) in all states (excluding New York), the District of Columbia, the United States Virgin Islands, the British Virgin Islands, Guam and Puerto Rico.
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FOR CLAIMS ONLY:
Alaska:  A person who knowingly and with 
intent to injure, defraud, or deceive an 
insurance company files a claim containing 
false, incomplete, or misleading information 
may be prosecuted under state law.
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.
Arkansas:  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 fines 
and confinement in prison.
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.
Delaware:  Any person who knowingly, and 
with intent to injure, defraud or deceive any 
insurer, files a statement of claim containing 
any false, incomplete or misleading information 
is guilty of a felony.
Idaho:  Any person who knowingly, and with 
intent to defraud or deceive any insurance 
company, files a statement or claim containing 
false, incomplete, or misleading information is 
guilty of a felony.
Indiana:  A person who knowingly and with 
intent to defraud an insurer files a statement 
of claim containing any false, incomplete, or 
misleading information commits a felony.
Minnesota:  A person who files a claim with 
intent to defraud or helps commit a fraud 
against an insurer is guilty of a crime.

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.
Texas:  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 
fines and confinement in state prison.

FOR APPLICATIONS ONLY:
Massachusetts:  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 fines 
and confinement in prison.
New Jersey:  Any person who includes 
any false or misleading information on an 
application for an insurance policy is subject to 
criminal and civil penalties.

The laws of some states require us to furnish you with the following notice:
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Products and services marketed under the Dearborn National® brand and the star logo are underwritten and/or provided by Fort Dearborn Life Insurance Company® 
(Downers Grove, IL) in all states (excluding New York), the District of Columbia, the United States Virgin Islands, the British Virgin Islands, Guam and Puerto Rico.
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