NOTICE AND PROOF OF CLAIM FOR DISABILITY BENEFITS

State Disability Claims
P.O. Br
/THI[LQJWRQ .<
Telephor#18002682525
Fax# 618072953

CLAIMANT: REAHE BLLOWING INSTRUCTIONS CAREFULLY

PART A-CLAIMANT'S STATEMEN&ag# Print or Type) ANSWHR QUESTIONS

1. NamefFirst, Middle, Last) Policy #:

2.A

Social Security #:




After Parts A, B, & C are completed, Mail to: G8&adidisability ClaimB-©. Box 981578, El Paso, TX 19988rFax: 610-8@R53
Documents can be returned electronically at www.GuardianA@ltiknenct8ecure Channel” on the Guardian Anytime home page.

NOTICE OF PROOF OF CLAIM FOR DISABILITIVT BHNIEORTANT: Use this form only when the claimant becomes sick or
employed or becomes sick or disabled within four (4) weeks after termination of employment. Otherwise os®B39@reen clain

Part B-Health Care Pralér's Steement (Please PrintDype)The Health Care Provider's Statement riestilbedimpletely and the Fatilad
to the insurance Carrier otriSelfed employer, or retumtiee claimant within SEVERSDAthe receipt of the Form. For iteve ik @pproxin
date. Make some estimitee Disabiltsas caused by or aliasgnnection with pregnancy, enter the estimated delivery date under “Re

1. Claimant’s Namyerst, Middle, Last) 2.Date of Birth 3. Sex| |Male
Female

4. Diagnosis/Analysis: ICD
a. Claimant’s Symptoms:

b. Objective Findings/Treatment Plan:

c. If Disaliif is pregnanalated, ent®ELIVERY DATE [ ] Estimatef ] Actual ~ [] Vagindl | C-Section
5. Claimant Hospitalized YES[_ ] NO Date From To
6.Operation Indicated_] YES_ | NO a. Type b. Date c. CPT

7. Enter Dates for the Following:

Mo. Day Year

** Even if considerable question exists, ESTIMATE DATE. **avoid use of terms such as unknown or undetermined.)




After Parts A, B, & C are completetdh: I@aibrdianState Disability Claints©. Box 981578, El Paso, TX 19988 Fax: 610-8@853
Documents can be returned electronically at www.GuardianAdltiknenct®ecure Channel” on the Guardian Anytime home page.




