A - I H H B
X Aetna: STD Disability Employee Request o e s oy
Attn: Claim Department
P.0O. Box 14079
Lexington, KY 40512-4079
Faxto: 1-859-455-8650
Phone: 1-866-292-3374

» Complete this form when your disability absence goes » Ask your physician to complete the Attending Physician's

beyond your plans waiting period. Statement on the reverse side.
« Return completed form to employer.

1. Employer Information
Name

Controt Number

Address (include zip code)

2. Employee Information

Birthdate (MM/DDAYYYY)

Social Security Number Name
Address (include zip code) Daylime Telephone Number Has your employment ferminaled andlor are you
( ) currently on layoff?
CiNe [ Yes
Basi¢ Income Deseription of job duties: Are you currently employed elsewhere? | Gender
Weekly §$ CINo  [[Yes O Male
Monthly $ [ ]1Female
3. Claim Information
Is absence work relaled? fs claim related to an accident?
{INo []Yes [INo [ClYes If'Yes" date time dam Jpm

Nature of flness or injury for which claim is being made. If injury, please describe how, when and where.
Expected return to work date
4. Federal Income Tax Withholding Information

Disability income payments are reported to the Federal Government and may be included as taxable income.

When disability benefits are provided by an Administrative Services Contract (ASC) an amount specified by law will automatically be
deducted. If you choose to change that amount a W-4 form must be completed.

If disability benefits are provided by an insured contract, you may request voluntary income tax withholding from benefits by completing

the section below.
| request voluntary income tax withholding from my sick pay payment(s) as authorized under Section 3402(0) of the Internal Revenue

Code.
From each weekly disability payment withhold:

] % {indicate % not [ess than 10%)

or

(13 {indicate a whole dollar amount not less than $20.00 per week)
5. State Income Tax Withholding Information (if applicable)
If you reside in a state that has a law requiring state income tax withholding for disability payments, an additional amount must be
withheld from your disability payment.
t request that state income tax be withheld from my weekly disability payment{s) as follows:

il %
or
Cls (indicate whole doliar amount)
6. Release

To all physicians, providers, practitioners, hospitals, vocational rehabilitation counselor, and workers' compensation insurance carrriers
("Provider");

You are authorized fo provide Aetna Life Insurance Company or one of its affiliated companies ("Aetna”), and any independent claim
adrinistrators and consulting health professionals and ulilization review organizations with whom Aetna has contracted, information concerming
health care advice, treatment or supplies provided the patient. This informaticn will be used to evaluate, analyze, manage and/or administer
ctaims for benefits. Aetna may provide the employer named above with any benefit calculation used in payment of this claim for the purpose of
reviewing the experience and operation of the policy or contract. This authorization is valid for the term of the policy or contract under which a claim
has been submitted. | krow that | have a right to receive a copy of this authorization upon request and agree that a photographic copy of this
authorization is as valid as the original. | understand that Aefna and the entities mentioned above may further disclose this information if required
under law, This consent is subject to revocation at any time except to the extent that the Provider has already acted in reliance of the original

authorization.
Authorized Person's Signature Date {(MM/DD/YYYY)
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Name Social Securily Number

7. Misrepresentation

Any person who knowingly and with intent to injure, defraud or deceive 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.

Attention Arkansas, Louisiana and West Virginia Residents: 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
cohfinement in prison.

Attention California, Ohio and Pennsylvania Residents: 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.

Attention Colorado Residents: |tis 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 regufatory
agencies.

Attention Florida Residents: Any person who knowingly and with intent to injure, defraud, or deceive any insurer, files a staternent of claim or
an application containing any false, incomplete or misleading information is guilty of a felony of the third degree.

Attention Kansas Residents: Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other person
submits an enroliment form for insurance or statement of claim containing any materially false information or conceals, for the purpose of
misleading, information concerning any fact material thereto may have viclated state law.

Attention Kentucky Residents: 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 may subject such person to criminal and civil
penalties.

Attention Maine and Tennessee Residents: It is a crime to knowingly provide false, incomplete or misleading information to an insurance
company for the purpose of defrauding the company. Penalties may include imprisonment, fines or denial of insurance benefits.

Attention New Jersey Residents: Any person who includes any false or misleading information on an application for an insurance policy or
knowingly files a statement of ctaim containing any false or misleading information is subject to criminat and civil penalties

Attention New York Residents: Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance or statement of ¢laim containing any materially false information, or conceals for the purpose of misteading, information
concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall be subject to a civil penalty nof to exceed
five thousand dollars and the stated value of the claim for each violation.

Attention North Carolina Residents: Any person who knowingly and with intent to injure, defraud or deceive 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
misteading, information concerning any fact materiat thereto commits a fraudulent insurance act, which may be a crime and subjects such
person to criminal and civil penalties.

Attention Oklahoma Residents: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any
claim for the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.

Attention Oregon Residents: Any person who with intent to injure, defraud or deceive any insurance company or other person submits an
enrollment form for insurance or statement of claim containing any materially false information or conceals for the purpese of misleading,
information concerning any fact material thereto may have violated state law.

Attentien Puerto Rico Residents: Any persan who knowingly and with the intention to defraud includes false information in an application for
insurance or file, assist or abet in the filing of a fraudulent claim to cbtain payment of a loss or other benefit, or files more than one claim for the
same loss or damage, commits a felony and if found guiity shall be punished for each violation with a fine of no less than five thousand dollars
($5,000}, not to exceed ten thousand dollars ($10,000); or imprisoned for a fixed term of three (3) years, or both. If aggravating circumstances
exist, the fixed jail term may be increased to a maximum of five (5) years; and if mitigating circumstances are present, the jait term may be
reduced to a minimum of twe (2) years.

Attention Vermont Residents: Any person who knowingly and with intent to injure, defraud or deceive 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 misteading,
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.

Attention Virginia Residents: Any person who knowingly and with intent fo injure, defraud or deceive any insurance company or other person
files an application for insurance or statement of claim containing any materialiy false information or conceals, for the purpose of misleading,
information concerning any fact material thereto commits a fraudulent act, which is a crime and subjects such person to criminat and civil
penalties.

Attention Washington Residents: 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.

Date (MM/DD/YYYY)

Employee's Signalure
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Narme

Soctal Security Number

Note: Aetna may request additional statements as necessary

Attending Physician’s Statement

The patient is responsible for any expense incurred for completion of this form.

Patient's Name

Patient's Birthdate (MMDD/YYYY}

Date of liness (first symptom} or injury (accident) o pregnancy (LMP)

Date first seen and treated by you for this condition

1 patient has had similar illness or injury, give dates

Date total disability

From { /
MM DD

Through / !

YYYY MM DD YYYY

Date of partial disability

From { ! Through /
MM DD YYYY MM

DD

YYYY

Date patient able to returr: to work {(MMDD/YYYY)
{I# unknown, give estimate)

Date if next visit

For services refated to hospitalization give hospialization dates

/ / Admitted ! / Discharged ! /
MM DD YYYY MM DD YYYY MM DD YYYY

Diagnosis or nature of illvess ar injury {please indicate primary and secondary)

1.

2.

3.

4. If disability is due to pregnancy, the expected delivery date is / /

MM DD YYYY

List current medicalions and dosages
Procedures andfor Medical Services related to this disability

Date of Service Description of Service Type of Diagnosis

MM DO YYYY Sevicet Code t1
B e -
i . _

/ /

Limitations
{a) What are patient’s present capabhilities?

{b) What are present limitations (physical and/or mental)?

(c) What restrictions are placed on patient?

Date of next visit / /

(d) Name of referring physician
MM DD YYYY

Physical Impairment - As defined in Federal Dictionary of Occupational Titles

[l Class 1 — No limitations of functional capacity; capable of heavy work.*  No restrictions, (0~ 10%)

[7] Class 2 — Medium manual activity.* (13 — 30 %)

[] Class 3 — Slight limitation of functional capacity; capable of light work.* (35 — 50%})

[J Class 4 — Moderate limitation of functional capacity, capable of clericalladministrative (sedentary*) activity. {60 ~70%)
[} Class 5 — Severe limitations of functional capacity; incapable of minimal (sedentary”) activity. (75~ 100%)

{1 Remarks:
Mental/Nervous Impairment {if applicable)

What stress and problems in interpersonal relations has claimant had on job?

[ Class 1 - Patient is able to function under stress and engage in interpersonal relations (no limitation}

[] Class 2 - Patient is able to function in most stress situations and engage in interpersonal relations (slight limitation)

[[] Class 3 - Patient is able to engage in stress situations and engage in only limited interpersonal relations (moderate limitation)
"] Class 4 - Patient is unable to engage in stress situations and engage in interpersonal relations (marked limited)

[[] Class 5 - Patient has significant loss of psychological, physiological, personal and social adjustment {severe limitation)

[] Remarks:

Physician's Signature Date {MMIODIYYYY)
Physician's Name & Address {include zip code) Telephone Number
( )
Fax Number
( )
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