
Please mail or fax this form to:

The employee is responsible for completion of all portions of this form without expense to the Unum 
subsidiaries.

INSTRUCTIONS:

A. Attending Physician’s Statement: 

B. Employee’s Statement:

C. Employer’s Statement:

 Authorization:

Please enclose any additional information that you feel will assist us in evaluating this claim. 

CLAIM FOR SELECT INCOME PROTECTION BENEFITS



Claim Fraud Statements

Before signing this claim form, please read the warning for the state where you reside and for the state 

For your protection, state laws, including Alaska, Arizona, Arkansas, Connecticut, Delaware, Georgia, Hawaii, Idaho, Illinois, 
Indiana, Iowa, Kansas, Louisiana, Maine, Maryland, Massachusetts, Michigan, Mississippi, Missouri, Montana, Nebraska, Nevada, New 
Mexico, North Carolina, North Dakota, Ohio, Oklahoma, Oregon, Rhode Island, South Carolina, South Dakota, Tennessee, Texas, Utah, 
Vermont, Virginia, Washington, West Virginia, Wisconsin, and Wyoming require the following statement to appear on this form.

Fraud Warning:
containing any false, incomplete, or misleading information is guilty of insurance fraud, which is a felony.

For your protection: 

Alabama law requires the following statement to appear on 
this form: Any person who knowingly presents a false or fraudulent claim for 

California law requires the following statement to appear on 
this form: Any person who knowingly presents false or fraudulent claim for the 

in state prison. 

Colorado law requires the following statement to appear on 
this form: It is unlawful to knowingly provide false, incomplete, or misleading 
facts or information to an insurance company for the purpose of defrauding or 

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 Regulatory Agencies. 

District of Columbia law requires the following statement to 
appear on this form: It is a crime to provide false or misleading information 
to an insurer for the purpose of defrauding the insurer or any other person. 

by the applicant. 

Florida law requires the following statement to appear on this 
form: Any person who knowingly and with intent to injure, defraud, or deceive 

incomplete, or misleading information is guilty of a felony of the third degree.

Kentucky law requires the following statement to appear on 
this form: Any person who knowingly and with intent to defraud any insurance 

information or conceals, for the purpose of misleading, information concerning 
any fact material thereto commits a fraudulent insurance act, which is a crime.

Minnesota law requires the following statement to appear on 
this form:
fraud against an insurer is guilty of a crime.

New Hampshire law requires the following statement to 
appear on this form: Any person who, with a purpose to injure, defraud, or 

incomplete, or misleading information is subject to prosecution and punishment 
for insurance fraud, as provided in RSA 638.20.

New Jersey law requires the following statement to 
appear on this form:  Any person who knowingly and with 

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, subject 
to criminal prosecution and civil penalties.

New York law requires the following 
statement to appear on this form: Any person 
who knowingly and with intent to defraud any 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 

dollars and the stated value of the claim for each such 
violation.

Pennsylvania law requires the following statement 
to appear on this form: Any person who knowingly and 
with intent to defraud any insurance company or other person 

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.

Puerto Rico law requires the following statement to 
appear on this form: Any person who knowingly and with the 
intention of defrauding presents false information in an insurance 
application, or presents, helps, or causes the presentation of a 

or presents more than one claim for the same damage or loss, 
shall incur a felony and, upon conviction, shall be sanctioned 

thousand (5,000) dollars and not more than ten thousand (10,000) 

penalties. If aggravating circumstances are present, the penalty 

minimum of two (2) years.



CLAIM FOR SELECT INCOME PROTECTION BENEFITS

ATTENDING PHYSICIAN’S STATEMENT (PLEASE PRINT)

 

  

Instructions: 
Otherwise, please complete all applicable sections of 

complete the signature block at the bottom of this form.

 NORMAL PREGNANCY

 ALL OTHER CONDITIONS
Patient Information

Diagnosis and Treatment 
Primary Diagnosis

 
  

Other Conditions (Please attach additional information as necessary)

Treatment



CLAIM FOR SELECT INCOME PROTECTION BENEFITS

Other Providers: 

Physical Capabilities

( Please Check Number of Hours Per Workday and How Often)

 
  

 
 

(Please Check)    
 

 

(Please Check)  

 

(Please Check) 

Psychological Features 

Return to Work

 
 

FR
penalties. This includes Employer and Attending Physician portions of the claim form.

 

 



CLAIM FOR SELECT INCOME PROTECTION BENEFITS

B. EMPLOYEE’S STATEMENT (PLEASE PRINT)

1.

 

2.  

In order to expedite your claim, please provide medical records to support your inability to perform your occupational duties.

3.
 

  

  

4.   

5. 
6. 
7.  

8.  
 
 

9.

 



CLAIM FOR SELECT INCOME PROTECTION BENEFITS

10.  

If you work for an educational institution (school, college, university, etc.) , please complete questions #11 through #13. If not, continue to the signature 
block.

11.  

  
  

12a. 
12b.  
 

13.  
 

 

Fraud Warning: 

Fraud Warning: 

 (Your signature is required 
 

 
 

X 
 

Signature Date 
 

Reminder:



CLAIM FOR SELECT INCOME PROTECTION BENEFITS

 EMPLOYEE STATEMENT

Please list ALL treatment providers with whom you are currently treating.

   

 

   

   

 

   

   

 

 

   

  

Please list all current medications.

 Prescription Name Dosage Prescribing Physician  

  



CLAIM FOR SELECT INCOME PROTECTION BENEFITS

 C. EMPLOYER’S STATEMENT (PLEASE PRINT)
Type of Coverage  

 Short Term Disability  Long Term Disability  Individual Disability  Waiver of Premium (Life Insurance)

 Select Income Protection  Select Short Term Income Protection  Educator Select Income Protection  Educator Select Short Term Income Protection

1.

 

2. e  E

 

Please attach a copy of current year and prior year enrollment forms.

3.

4. 

 

5.

6.

7.

8.

9.  

10.  

11. Required for LTD, ID and Select Income Protection: Financial Documentation



CLAIM FOR SELECT INCOME PROTECTION BENEFITS

12.  

13.

14.

15.
 

16.

If the Workers’ Compensation claim has been denied, please submit a copy of denial with this claim.

17. Information about your pension plan

 

 

18.

Educational Institution Employers (schools, colleges, universities, etc.) complete question #19

19. 

 

Louisiana Educational Employers Only

 

 



P.O. Box 100158

Authorization to Collect and Disclose Information
(Not for FMLA Requests)

I authorize the following persons:

To disclose information,

To Unum Group and its subsidiaries,

So that Unum may evaluate and administer my claims, including providing assistance with return to 
work. 

I also authorize Unum to disclose My Information to the following persons

____________________________________________________ _________________________
 

____________________________________________________ _________________________


