
Report of Deceased’s Disability Prior to Death
   Attending Physician’s Statement
Full Name of Deceased	 Master Policy Number

Last Known	 Number	 Street	 City	 State	 ZIP Code	 Date of Birth
Address

Were you related to the deceased? If so, give relationship.	 How long have you known
	 ❑  Yes    ❑  No  	 the deceased?

When did deceased first consult you for his or her disability?	 On what date did the deceased
		 first become disabled?

Describe fully, giving diagnosis and symptoms of injury, infirmity or disease which caused disability, with brief description of physical findings.

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

Was the deceased able to perform all Activities of Daily Living (ADLs)?    ❑  Yes    ❑  No    If “No,” please complete the following:

	 ADL	 Date on which assistance was 
		  first required and received

❑    Personal hygiene	 ______________________________	 (bathing, grooming, shaving, and oral care)

❑    Dressing	 ______________________________	 (putting on, taking off garments, braces or any necessary artificial limbs)

❑    Eating	 ______________________________	 (the ability to feed one self)

❑    Transferring	 ______________________________	 (from bed to chair, and back; from sitting to standing and back)

❑    Continence	 ______________________________	 (controlling bladder and bowel function)

❑    Toileting	 ______________________________	 (the ability to use a restroom)

❑    Moving Around	 ______________________________	 (as opposed to being bedridden)

Was deceased totally disabled to the extent that he or she was thereby prevented from engaging in any occupation or  
employment?    ❑  Yes    ❑  No

If “Yes,” in your opinion, based upon your knowledge of the deceased’s condition prior to his or her death, did such total  
disability exist continuously from the date he or she first became disabled to the date of his or her death?    ❑  Yes    ❑  No

Did you attend the deceased during the entire period of disability?    ❑  Yes    ❑  No

If “No,” give date you last treated the deceased _______________________________

Please give name and address of any other physician(s) who attended the deceased at any time during the period of disability.

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

(continued on back)
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Remarks

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

Date	 Type or Print Physician’s Name

Signature (Attending Physician)	 Degree	 Telephone

Street Address	 City or Town	 State	 ZIP Code

Group Life Insurance



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 
subjects such person to criminal and civil penalties.

Alabama: Any person who knowingly presents a false or 
fraudulent claim for payment of a loss or benefit or who 
knowingly presents false information in an application for 
insurance is guilty of a crime and may be subject to restitution 
fines or confinement in prison, or any combination thereof.

Arkansas/Kentucky/Louisiana/Maine/New Mexico/
Ohio/Tennessee: Any person who, with intent to defraud or 
knowing that he/she 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.

California: For your protection, California law requires the 
following to appear on this form. Any person who knowingly 
presents false or fraudulent information to obtain or amend 
insurance coverage or to make a 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.

Kansas: 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 as determined by a  
court of law.

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 Jersey: Any person who knowingly files a statement of 
claim containing any false or misleading information is subject 
to criminal and civil penalties.

New York: 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.

Oregon: 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 may be a crime and may 
subject such person to criminal and civil penalties.

Puerto Rico: Any person who furnishes information verbally 
or in writing, or offers any testimony on improper or illegal 
actions which, due to their nature constitute fraudulent acts 
in the insurance business, knowing that the facts are false 
shall incur a felony and, upon conviction, shall be punished 
by a fine of not less than five thousand (5,000) dollars, nor 
more than ten thousand (10,000) dollars for each violation or 
by imprisonment for a fixed term of three (3) years, or both 
penalties. Should aggravating circumstances be present, the 
fixed 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 on an application for insurance is 
guilty of a crime and may be subject to fines and confinement 
in prison.

Vermont: Any person who knowingly and with intent to 
defraud any insurance company or other person files an 
application for insurance or statement of claims containing 
any materially false information or conceals for the purpose of 
misleading, information concerning any fact material thereto 
may be committing a fraudulent insurance act, which may  
be a crime and may subject such person to criminal and  
civil penalties.

Virgin Islands: 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 penalties.

Virginia: Any person who, with the intent to defraud or 
knowing that he is facilitating a fraud against an insurer, 
submits an application or files a claim containing a false or 
deceptive statement may have violated state law.

Fraud Warnings

Required Fraud Warnings (State specific warnings apply to the resident of such state)
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