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ZURICH




 DISABILITY CLAIM FORM

Group Health and Accident

	Name of Employers:
	Address of Employer:
	Policy No.:

	Name of Claimant:
	Address of Claimant:
	Certificate Number:

	Telephone Number:
	Date of Birth:
	Date Employed:

	Effective Date of Coverage:
	Date of Last Premium Payment:
	Base Salary:
	Weekly Salary:
	Monthly Salary:

	Occupation:  (Describe Duties)



	Is there a Claim Under Compensation Act?

 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
	Name of Carrier:
	Date Last Worked:

 FORMCHECKBOX 
A.M.

 FORMCHECKBOX 
P.M.
	Has Employee Returned to Work:

 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
  No (If yes, give date)

	Completed by:
	title:
	Date:


TO BE COMPLETED BY CLAIMANT

	Date Accident Occurred

or Sickness Began:


	Nature of Injury or Sickness:



	If Accident – Describe How and Where occurred:



	If sickness – Date

Symptoms First Noticed:


	Had this Sickness caused You previous Trouble?   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No (if Yes, when?)

	Name of Attending Physician:


	Address:
	Date First Treated:

	Other Physicians Consulted:  (Name and address)



	Have You been confined to a Hospital?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No (if Yes, name and address)



	Date Admitted to Hospital:
	Discharged:
	When Do You expect to Resume Light Work:
	When Do you Expect to Resume Usual Duties:



	Other Insurance  (Life, Accident, Disability, Hospital or Medical Expense:  (state names of Companies or Associations and amount in each.)




I hereby authorize any hospital, physician, or other person who has attended me or examined me, to disclose when requested to do so by  FORMCHECKBOX 
 Zurich American Insurance Company or its representative, any and all information with respect to any illness or injury, medical history, consultation, prescriptions, or treatment, and copies of all hospital or medical records.  A photostatic copy of this authorization shall be considered as effective and valid as the original.

Signature of Claimant:








        Date:




To Be Completed by Attending Physician

	Name of Patient:


	Age:

	Nature of Sickness or Injury: (Describe complications, if any)



	Date Accident Occurred or Symptoms Appeared:
	Date Patient Consulted You for this Condition:



	Has Patient Ever Had Similar Condition?  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No  (if yes, when, describe)



	Describe Any Other Disease or Infirmity Affecting Present Condition:



	Nature of Surgical or Obstetrical Procedure :  (Describe fully)
	Charge:

$



	
	Date Performed: 



	Dates of Treatment:

Office:

Home:

Hospital:


	Is patient Still Under Your Care for This Condition?

 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No   (if discharged, give date)



	If Hospitalized, Name and Address of Hospital:


	Date Admitted:

Date Discharged:

	How Long As or Will Patient Be Totally Disabled?

(unable to work)

From:                                                         Through:
	How Long was or Will Patient Be Partially Disabled?

From:                                                                       Through:



	If Sickness, Was Patient, Confined to House:  FORMCHECKBOX 
   Yes       FORMCHECKBOX 
  No  (if yes, give dates)

From:                                                                Through:



	Remarks:




Signature of Doctor:








        Date:
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