Group Disability Claim
Filing Instructions
CALIFORNIA

(Not for use when filing for Physician’s Expense Benefits)
Disability Claim form is to be completed after you become disabled.

-l

Complete Employee’s Disability Benefits Application in full.
2. Have the treating physician complete the Attending Physician’s Statement
and return to you.
3. Have your Employer complete the Employer's Report of Claim.
4. Submit the completed:
A. Employee’s Disability Benefits Application
B. Employer's Report of Claim
C. Attending Physician’s Statement
to the address below or submit via our toll-free fax @ 1-800-818-3453
5. Please complete if you desire benefits deposited directly into your bank account.

| authorize AFAC to initiate credit entries to my account at the depository named below.
This authorization is to remain in force and effect until AFAC receives written notification
from me of its termination in such time and in such manner as to afford AFAC and the
Depository opportunity to act on it.

Signature:

NOTE: You must attach a voided check to begin direct deposit.

All portions of this form package must be completed to avoid undue delay in
processing claimant’s request for benefits. If you have any questions regarding
completion of this form please call:

Toll Free Phone # 1-800-662-1113

~u American Fidelity
&4l Assurance Company
A member of the American Fidelity Group,

Educational Services Division
Benefits Department
P.O. Box 25160
Oklahoma City, Oklahoma 73125-0160
www.afadvantage.com




American Fidelity Assurance Company
Mail to:  AFES Benefits Department

i i i P.O. Box 25160
=L’" American F'dehty Oklahoma City, OK 73125-0160
Toll Free Phone # 1-800-662-1113
~Assurance Company Toll Free Fax # 1-800-818-3453
A member of the American Fidelity Group, www.afadvantage.com

EMPLOYER'S REPORT OF CLAIM

Name of Employer: Phone No.:

( )
Mailing Address: (include street, city, state and zip code) Fax No.:
( )

E Name of Employee: Social Security Number:
M
E Address: (include street, city, state and zip code) Phone No.:
o ( )
:. Date of Hire: Effective date of employee’s coverage: Occupation: (please attach job description)
E
: Status of employment at time of disability: O Full-Time O Part-Time 0 Leave of Absence 0 Terminated O Retired

Number of hours worked per week at time of disability: In-house days:

. First Day
Number of contract days: for school year.
! y Last Day

Has employee’s status of employment changed? 0 Yes 0 No [f yes, current status and date of status-change?

Does employee participate in Social Security? 0 Yes I No  If no, hired after 4/1/867 0 Yes 0 No

(=]
"
= Please furnish the percentage of the employee’s AFA disability premium you pay: Short Term %
o Are the AFA disability premiums withheld before or after taxes? Long Term %
Y| Short Term Plan 0 Before 0 After Long Term Plan {1 Before £ After
- CONTRACTED SALARY AT TIME OF DISABILITY
o | Annual $ Effective Date: J9 110 112 Month Work Schedule
A
R d9 010 [J12 Month Pay Schedule
v
o Date employee last worked: Have AFA Disability premiums been withheld
z\ Has employee retumed towork? O Yes O No through the last date worked? 1 Yes 1 No
¢ If Yes, date returned to work: If not, what is the last date disability premiums
]
v | Full Time: Part Time: were deducted?
Did Employee’s disability result from employment? O Yes O No
If yes, name, address and phone number of Worker's Compensation carrier:
T Has employee made a claim for or is entitled to Worker's Compensation? 0O Yes 0O No
H
= If yes, weekly rate of compensation: $
" Provide:  The final date the employee is entitled to fully paid sick leave
pol The first date the employee is entitled to differential/sabbatical pay, if any
< The last date the employee is entitled to differential/sabbatical pay
(=]
M The daily rate of differential/sabbatical pay $
E

Name, address and phone number of any other disability carrier: (include street, city, state and zip code)

Is employee eligible for disability retirement benefits? O Yes O No

Remember - To attach a copy of the applicable school calendar for any contracted employee.
FAILURE TO DO SO COULD RESULT IN DELAYED BENEFITS

| hereby certify that the above named employee is a member of our Group Disability Program. The Information stated above is correct to the best of my
knowledge and belief.

Authorized signature of employer firm or authorized official:
Title:
E-mail Address:

Date:

BN-658(CA)-1007







