MEMBER REPORT FOR SHORT AND LONG TERM DISABILITY INCOME BENEFITS

IN ORDER TO RAPIDLYPROCESS YOUR CLAIM, ALL QUESTIONS MUST BE ANSWERED.

Member Name Date of Birth Social Security Number

Nature of illness or injury On what date did you first receive medical advice or
treatment for this sickness or injury?

NAME, ADDRESS and PHONE # of physicians/
If illness, give date symptoms first appeared: therapists who have treated you for this illness/injury:

NAME ADDRESS PHONE

If injury, give date of accident:

Was the accident auto related? YES NO

How and where did the accident occur?
What was the last day you were at work?

Is this claim the result of a work-related iliness or injury?

YES NO Have you had any previous periods of disabilities
within the past 12 months?
Are you pursuing or do you intend to pursue any type of

legal action related to this disability? YES NO NO YES -
ates
What are your job duties? If you have recovered or returned to work, give
date:
If still totally disabled, when do you expect to return
to work?
Have you engaged in any work, part-time or otherwise, since your Have you been confined to the hospital?
your disability began? YES NO YES NO
If YES, please explain and give dates. If YES, please give dates:
From_______ Through
Have you been confined to your home? YES NO
If YES, please give dates: From Through

How many total years have you been employed by a Michigan Public School?

Are you retired? YES NO If yes, give date of retirement
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Are you receiving any income benefits as a result of your disability? Yes No

If yes, please check the following that apply:

O Pension Plan O salary Continuance Plan or sick pay Amount Date of Termination
Michigan Public School Employees Retirement [ Any other benefits, including vacation pay (Weekly or Monthly) of Benefits
(MPSER) I Non-coordinated auto wage loss benefits

0 an;ary (se_lf only) Social Security [ Railroad Retirement Date Benefits Bogan

L] Family Social Security 0 Any other income from your employer, or Will Begin

3 Workers' Compensation or Occupational Disease self-employment, labor-management

[ Federal, State, Provincial or other Trustee or union employee benefit plan

Governmental Disability or Benefit Law

If you receive income from any of the above sources, please notify MESSA immediately. Failure to notify MESSA will result in
an overpayment of your disability benefits. You will be responsible to repay any overpaid amount. Your signature here
acknowledges you have read this statement and you agree to reimburse MESSA any overpaid amount.

Signature Date

Information Regarding Spouse and Unmarried Children

Name Date of Birth

Disclosure Authorization

Claimant's Name (Please Print):

| AUTHORIZE: any doctor, physician, healer, health care practitioner, hospital, clinic, other medical facility, professional, or provider of health care, medically related
facility or association, medical examiner, pharmacy, employee assistance plan, insurance company, health maintenance organization or similar entity to provide
access to or to give the company named below (Company) or the Plan Administrator or their employees and authorized agents or authorized representatives, any
medical and nonmedical information or records that they may have concerning my health condition, or health history, or regarding any advice, care or treatment
provided to me. This information and/or records may include, but is not limited to: cause, treatment, diagnoses, prognoses, consultations, examinations, tests,
prescriptions, or advice regarding my physical or mental condition, or other information concerning me. This may also include, but is not limited to, information con-
cerning: mental iliness, psychiatric, drug or alcoho! use and any disability, and also HIV related testing, infection, illness, and AIDS (Acquired Immune Deficiency
Syndrome). If my plan administrator sponsors both a disability plan underwritten or administered by Company and a medical plan of any type written by another
CIGNA company, the information and records described in this form may also be given to any CIGNA Company which administers such medical or disability benefits
for the purpose of evaluating any claim that may be submitted by me or on my behalf for benefits, for evaluating return to employment opportunities, and for adminis-
tering any feature described in the plan. This information may also be extracted for use in audits or for statistical purposes.

I AUTHORIZE: any financial institution, accountant, tax preparer, insurance company or reinsurer, consumer reporting agency, insurance support organization,
Claimant’s agent, employer, group policyholder, business associate, benefit plan administrator, family members, friends, neighbors or associates, governmental
agency including the Social Security Administration or any other organization or person having knowledge of me to give the Company or the Plan Administrator or
their employees and authorized agents, or authorized representatives, any information or records that they have concerning me, my occupation, my activities,
employee/employment records, earnings or finances, applications forinsurance coverage, prior claim files and claim history, work history and work related activities.
| UNDERSTAND: the information obtained will be included as part of the proof of claim and will be used to determine eligibility for claim benefits, any amounts pay-
able, return to employment opportunities, and to administer any other feature described in the plan with respect to the Claimant. This authorization shall remain valid
and apply to all records, information and events that occur over the duration of the claim, but not to exceed 24 months. A photocopy of this form is as valid as the
original and | or my authorized representative may request one. | or my representative may revoke this authorization at any time as it applies to future disclosures by
writing the Company. The information obtained will not be disclosed to anyone EXCEPT: a) reinsuring companies; b) the Medical Information Bureau, Inc., which
operates Health Claim Index (HCI); c) fraud or overinsurance detection bureaus; d) anyone performing business, medical or legal functions with respect to the claim
or the plan, including any entity providing assistance to the Company under its Social Security Assistance Program and employers involved in return to employment
discussions; e) for audit or statistical purposes; f) as may be required or permitted by law; g) as | may further authorize. Avalid authorization or court order for informa-
tion does not waive other privacy rights.

If my medical information contains information regarding drug or alcohol abuse, | understand that my records may be protected under federal (42 CFR Part 2) and
some state laws. To the extent permitted under law, | can ask the party that disclosed information to the Company to permit me to inspect and copy the information it
disclosed. | understand that | can refuse to sign this disclosure authorization; however, if | do so, Company may deny my claim for benefits pursuant to the plan. The
use and further disclosure of information disclosed hereunder may not be subject to the Health Insurance Portability and AccountabilityAct (HIPAA).

Signature of Claimantor

Claimant's Authorized Representative: Date:
Relationship, if other than Claimant: Claimant’s Social Security Number:
Company Name: __Michigan Education Special Services Association (MESSA) Phone: 800.247.6951 Fax: 517.336.4042
Member's phone: { )
area code

PROHIBITION ON RE-DISCLOSURE

If the medical information contains information regarding drug or alcohol abuse, it may be protected under federal law. Federal regulations (42 CFR Part 2) prohibit
any person or entity who receives such protected information from the Company from making any further disclosure of it without the specific written consent of the
person to whom it pertains, or as otherwise permitted by such regulation. A general authorization for the release of medical or other information is not sufficient for
this purpose. The federal rules restrict any use of such protected information to criminally investigate or prosecute any alcohol or drug abuse patient.
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