FORT DEARBORN LIFE Claim for Extended Life Insurance Benefits
o Insurance Company®

Submit to: Fort Dearborn Life Insurance Company®

Administrative Office:
Toll Free: (800) 778-2281 P.O. Box 655403

Dallas, Texas 75265-5403

To Be Completed By Employee

Policy No. 38000 EMPL ID Social Security No.
1. Employee Name Date of Birth
Last Name, First Name
Sex: [1Male []Female Height Weight
Date your health first began to be affected / / Date you last worked / /

Date you became totally disabled from any work or engaging in any occupation for compensation or profit __ / /

o &~ DN

If not totally disabled, please explain your limitations and restrictions if any

12

Principal cause of disability

7. If caused by accident, give details

8. Provide information concerning physicians you have consulted during your disability

Name Address Dates consulted

9. Provide information concerning hospitals or institutions where you have been confined or treated during your disability

Name Address Dates confined or treated Disease or condition

AGREEMENTS AND 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. | 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.

| 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 | refuse to sign this authorization, the Company has the right to deny my claim, or that of my dependents, if
applicable;

* | 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;

+ | 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.
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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.

| 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.

| 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.

Insured’s signature Date 20

Street City State ZIP

Telephone No. AC

To Be Completed By Employer

Employee’s name Last day physically present and performing job
Employee’s date of hire Employee’s effective date of insurance
Date Employee terminated Reason

Has Employee retired? Effective date?

Is Employee eligible for or receiving disability retirement? Yes[] No[]

Has he returned to work?

Yes — When? No — When expected?
Occupation Insured monthly salary when last worked $
Employer
Street City State ZIP
Telephone No. AC Signed
Employer’s Representative
Date , 20
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Attending Practitioner’s Statement
(This statement is to be furnished without expense to the Company)

Under the terms of this policy, for this benefit the patient is not to be evaluated in the context of his/her previous
employment but only the ability to perform any gainful employment. Without objective medical evidence of impairment
of sufficient severity as to cause total disability, this claim will be delayed in processing or denied. Please print or

type.

Name of patient Date of birth / /

Diagnosis:

Co-morbid conditions if any

When did symptoms first appear or accident happen?

Date of first visit / / Date of last visit / / Frequency of visits

What symptoms does the patient present?

Objective findings on physical exam

Results and dates of diagnostic or laboratory tests

Surgeries, dates and procedures performed

Current treatment, therapies and medication(s)

Does your patient show signs of symptom magnification? U Yes U No U Not investigated

What type of work duties can your patient perform?

What type of work duties would be prohibited?

How many hours per day could your patient work?

Steps taken to return your patient to some type of work?

Could your patient work while receiving treatment? If no, why?

Describe the limitations or restrictions causing the claimed disability

In your opinion is your patient capable of a sedentary or less stressful type of employment? Q1 Yes QO No

If not, why?

O Ido Qldonot certify this patient in my opinion to be totally disabled from any and all work he/she is reasonably qualified by
training, education, or experience. Date patient totally disabled / /

If you expect recovery, please give the date disability is expected to end / /

| hereby certify that the information given is true and complete to the best of my knowledge and belief.

Print or type name Degree Specialty

Address City State ZIP

Physician’s signature Telephone No. ( ) -
Date
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