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HARTFORD

HARTFORD FIRE INSURANCE COMPANY
HARTFORD LIFE INSURANCE COMPANY

APPLICATION FOR DISABILITY INCOME BENEFITS
This Application is divided into three sections, as follows:

Section | Insured Statement —to be completed by the Insured who is applying for
Disability Benefits. The Insured’s Statement and the attached Authorization
must be completed, signed and dated.

Section || Employer’s Statement — to be completed by the law enforcement agency
authorized representative.

Section lIl Attending Physician Statement —to be completed by the physician who is
treating the Insured at the time of disability.

Please see that all sections are fully completed and signed in order to avoid any delays in the
processing of your claim for benefits. An incomplete application may delay the processing of
your claim.

Please note: A completed application will begin the investigation into eligibility for benefits.
Additional information may be required.
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The Hartford

SixAU{ty. =i APPLICATION FOR DISABILITY INCOME BENEFITS

P. 0. Box 2993

Hartford, CT 06104-2993 "]‘ .

Toll Free Number: 888-232-5340 H I;! !!-.I }
ARTFORD

THIS FORM IS TO BE COMPLETED BY THE INSURED PERSON (Failure to answer all questions may delay your claim.)

/i Section | This section is to be completed by the Insured Person
Personal Information :

[Last Name First Name M.1. | Social Security Number
'Address Street City State/Province  zp
Date of Bith [ Sex | Marital Status | Policy ' ) T
| (Please check one) (Please check on_e;) :
(Month, Day, Year) ' [IMale [ Female | [ Married [ [Single | AGP 1673
[ ] Telephone Number (Home) !z Fax Number [] CellNumber | E-Mail address

() 1 ) () -

E’ieas_é check above your preferred means of communication: Fax, Phone Number or E-Mail. Be sure your privacy manager ailowsi

essages to be left on your home telephone number. YOU MUST PROVIDE AT LEAST ONE TELEPHONE NUMBER. |
Answer the following questions:

| State fully the nature of your disability. (Advise which duties of your occupation you are unable to perform.)

| What were your first symptoms?

Have you had this condition before? ?Yes __ No  If so, when?

When did you first notice them?
When, where and how did the injury occur? Please provide complete details

Medical Information
Name of Physician Telephone Number | Date you were first treated by a Physician? |

- ( ) s isi - =
i R | (Month,Day.Year)
lAddr'éés' of Physician (Street, City, State & Zip) Fax Number | Are you still seeing this Physician?
| | [ ]Yes No |
‘ man ¢ ) [ Jyes [ ] |
| The above information should include the name of the provider who took you off work, and the provider(s) who continue to treat
| you for your condition. If you have more than one provider, indicate here { ) | | and provide information on the back of form. |

Before you stopped working, did your condition require you to change your job, or the way you did your job? DYes L_J No
| If"Yes," explain.

 Have you filed, or do you intend to file a Workers' Compensation Claim? | |Yes [ | No |
Information about the Disability

| Last date you worked before the disability | Date you were first unable to work:

[ (Month, Day, Year) | mﬁ,_béy, Year) !

| Since that date have you done any work? | Yes|  No

(Month, Day, Year)

| If you have not returned to work, do you expectto? | |Yes

__No parttime. Fultiie - v oo oo
(Month, Day, Year) (Month, Day, Year)

— — e PRSI S A Ny PO« S O

| Normal work hours per week ‘ Current work status (Please check one)

- _— | []Parttime [ |Fultime [ |Retired

;The statements contained in this Application for Disability Income Benefits are true and complete to the best of my knowledge and
| belief. | understand that should | perform work of any kind during any period The Hartford has approved my disability claim, | must

! report all details to The Hartford immediately.

| Signature of the Insured: o e Date: _
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___|

Law Enforcement Information
Section Il

| Law Enforcement Agency Contact Person:
: — |
| Address (Street) | Telephone Number
( )
Address (City, State & Zip Code) FAX Number _
| ( )
To be completed by Employer
| Hire Date | Occupation | Regular Scheduled Workweek
S e ey i |
| (onduDey Yea § ... I . " .
Hours per week Current work status (check one): | |Active | |Retired | |Part-time [ Full-time

Claim Information

Were there any changes to the insured's job responsibilities due to the disabling condition before the insured became totally

disabled? (Please checkone.) | |Yes | |No If "Yes, what were the changes and when were they made?

What was the insured's pérﬁ]arﬁant job on the last day of work?

“How long has the insured been at this job? | Last day actually worked _ MU
o . = o | Is the insured's condition work related? | |ves | No

(Month, Day, Year) j
Full Duty Light duty

Date insured is expected/did return to work

~(Month, Day, Year) | [JYes [_]No [Ives [_INo

Employer Signature: (seifemployed, insured mustsign) ‘Date
N ( )
| Telephone Number: FAX Number:
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APPLICATION FOR DISABILITY INCOME BENEFITS
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HARTFORD
Please read the statement that applies to your residence and sign the bottom of the page.

For residents of all states EXCEPT California, Florida, New Jersey, Colorado, Pennsylvania, Arkansas, New Mexico, Louisiana,
New York, Oregon, Virginia and Puerto Rico: A person commits a fraudulent insurance act if that person knowingly, and with intent
to defraud any insurance company or other person, either: (a) files an application for insurance or statement of claim containing any
materially false information, or (b) conceals information concerning any material fact in order to obtain an insurance policy or a
benefit under an insurance policy. A fraudulent insurance act is a crime. The Hartford shall pursue prosecution of any fraudulent
insurance act to the fullest extent of the law.

For residents of 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.

For residents of New Jersey, Arkansas, and New Mexico: Any person who knowingly files a statement of claim containing any
false or misleading information is subject to criminal and civil penalties. Any person who includes any false or misleading informa-
tion on an application for an insurance policy is subject to criminal and civil penalties.

For residents of 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 a
person to criminal and civil penalties.

For residents of Colorado: It is unlawful to knowingly provide false, incomplete, or misleading 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 its agent who knowingly provides false, incomplete, or misleading information to a
policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to an insurance
settlement or award shall be reported to the Colorado Division of Insurance.

FOR RESIDENTS OF CALIFORNIA: FOR YOUR PROTECTION, CALIFORNIA LAW REQUIRES THE FOLLOWING TO APPEAR
ON THIS 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 FINES AND CONFINEMENT IN STATE PRISON."

For residents of 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.

For residents of 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.

For residents of 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.

For residents of Virginia: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for
the purposeof defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

Signature Date
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