Your Disability Bene t Claim

This packet contains the forms necessary to apply for disability bene ts. It also addresses common questions about
Disability claims. Please save this material for your future reference.For specic information about your Disability
insurance coverage, refer to your group insurance certi cate. The certi cates are the ultimate authority for Disability
claim decisions. If you need other information, please contact your employer’'s bene t administrator or call our customer

service line at 800.368.2859.

How To Apply For Bene ts

The Disability bene ts application includes claim forms and an Authorization.

1. Youremployer should complete the Employer’s Statement on page 2, and mail or fax it to Standard Insurance Company,
before giving the claim packet to you.

2. Complete and sign your part of the claim form (on page 4), and then have your treating physician complete their
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4. Has the employee led for:  Workers’ Compensation Yes No

State Disability Yes No
Other Yes No
Weekly Amount
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Standard Insurance Company

800.368.2859 Tel 800.378.6053 Fax Disability Insurance
PO Box 2800 Portland OR 97208 Claim Form Fraud Notices

Some states require us to provide the following information to you:

ALABAMA, MARYLAND AND RHODE ISLAND RESIDENTS

Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or bene t or who knowingly
or willfully presents false information in an application for insurance is guilty of a crime and may be subject to nes and
con nement in prison.

CALIFORNIA RESIDENTS

For your protection, California law requires the following to appear on this form: Any person who knowingly presents a false
or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to nes and con nement in state prison.

COLORADO RESIDENTS

It is unlawful to knowingly provide false, incomplete or misleading facts or information to an insurance company for the
purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, nes, 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 the 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 RESIDENTS

WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or
any other person. Penalties include imprisonment and/or nes. In addition, an insurer may deny insurance bene ts, if false
information materially related to a claim was provided by the applicant.

FLORIDA RESIDENTS

Any person who knowingly and with intent to injure, defraud or deceive an insurance company, les a statement of claim or an
application containing false, incomplete or misleading information is guilty of a felony of the third degree

NEW JERSEY RESIDENTS

Any person who knowingly les a statement of claim containing any false or misleading information is subject to criminal and
civil penalties.

NEW YORK RESIDENTS

Any person who knowingly and with intent to defraud any insurance company or other person les an application for insurance
or statement of claim, containing any materially false information, or conceals for the purpose of misleading, information
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Standard Insurance Company

800.368.2859 Tel 800.378.6053 Fax _ Disability Insurance
PO Box 2800 Portland OR 97208 Employee/Attending Physician’s Statement
To Be Completed By Employee For a prompt review of your claim, ALL of this form must be thoroughly completed by the appropriate person
Full Name Employer/Company Name Group Policy No.
Social Security No. Phone No. Birthdate Sex Birthdate of Youngest Child
M
Address City State ZIP
1. Is your disability work related? Yes No If yes, have you led a Workers’ Compensation claim? Yes No
2. Last date at work before disability Date you returned or expect to return to work
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Standard Insurance Company

800.368.2859 Tel 800.378.6053 Fax Disability Insurance
PO Box 2800 Portland OR 97208 Claim Form Fraud Notices
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Authorization to Obtain and Release Information

| AUTHORIZE THESE PERSONS having any records or knowledge of me or my health:
* Any physician, medical practitioner or health care provider.
Any hospital, clinic, pharmacy or other medical or medically related facility or association.
Kaiser Permanente.
Any insurance company or annuity company.
Any employer, policyholder or plan sponsor.
Any organization or entity administering a bene t or leave program (including statutory bene ts) or an annuity program.
Any educational, vocational or rehabilitation counselor, organization or program.
Any consumer reporting agency, nancial institution, accountant, or tax preparer.
Any government agency for example, Social Security Administration, Public Retirement System, Railroad Retirement Board, Wor!
Compensation Board, etc.).

TO GIVE THIS INFORMATION:

* Charts, notes, x-rays, operative reports, lab and medication records and all other medical information about me, including
medical history, diagnosis, testing and test results. Prognosis and treatment of any physical or mental condition, including:
* Any disorder of the immune system, including HIV, Acquired Immune De ciency Syndrome (AIDS) or other related

syndromes or complexes.
* Any communicable disease or disorder.
* Any psychiatric or psychological condition, including test results, but excluding psychotherapy notes. Psychotherapy notes
do not include a summary of diagnosis, functional status, the treatment plan, symptoms, prognosis and progress to date.
» Any condition, treatment, or therapy related to substance abuse, including alcohol and drugs.

and:

* Any non-medical information requested about me, including such things as education, employment history, earnings or
nances, return to work accommodation discussions or evaluations and eligibility for other bene ts or leave periods
including but not limited to claims status, bene t amount, payments, settlement terms, effective and termination dates,
plan or program contributions, etc.

TO STANDARD INSURANCE COMPANY, THE STANDARD LIFE INSURANCE COMPANY OF NEW YORK, THE STANDARD
BENEFIT ADMINISTRATORS AND THEIR AUTHORIZED REPRESENTATIVES (referred to as “The Companies”, individually
and collectively), AND MY EMPLOYER’'S ABSENCE MANAGEMENT PROGRAM ADMINISTRATOR (“Absence Manager”).

» | acknowledge that any agreements | have made to restrict my protected health information do not apply to this authorization
and | instruct the persons and organizations identi ed above to release and disclose my entire medical record without restriction.

* | understand that each of The Companies and Absence Manager will gather my information only if they are administering
or deciding my disability or leave of absence claim(s), and will use the information to determine my eligibility or entitlement
for bene ts or leave of absence.

* | understand that | have the right to refuse to sign this authorization and a right to revoke this authorization at any time
by sending a written statement to The Companies and Absence Manager, except to the extent the authorization has been
relied upon to disclose requested records. A revocation of the authorization, or the failure to sign the authorization, may
impair The Companies and Absence Manager’s ability to evaluate or process my claim(s), and may be a basis for denying
or closing my claim(s) for bene ts or leave of absence.

» | understand that in the course of conducting its business The Companies and Absence Manager may disclose to other
parties information about me. They may release information to a reinsurer, a plan administrator, plan sponsor, or any person
performing business or legal services for them in connection with my claim(s). | understand that The Companies and Absence
Manager will release information to my employer necessary for absence management, for return to work and accommodation
discussions, and when performing administration of my employer’s self-funded (and not insured) disability plans.

* | understand that The Companies and Absence Manager comply with state and federal laws and regulations enacted to
protect my privacy. | also understand that the information disclosed to them pursuant to this authorization may be subject to
redisclosure with my authorization or as otherwise permitted or required by law. Information retained and disclosed by The
Companies and Absence Manager may not be protected under the Health Insurance Portability and Accountability Act [HIPAA].

* | understand and agree that this authorization as used to gather information shall remain in force from the date signed below:
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Standard Insurance Company is a licensed insurance company in all states except New York. The Standard Life Insurance
Company of New York is an insurance company licensed only in New York. An absence manager may be hired by your employer
and may be one of The Companies.

FOR RESIDENTS OF NEW MEXICO

The state of New Mexico requires Standard Insurance Company to provide you with the following information pursuant to its
Domestic Abuse Insurance Protection Act.

The Authorization form allows Standard Insurance Company to obtain personal information as it determines your eligibility for
insurance bene ts. The information obtained from you and from other sources may include con dential abuse information.
“Con dential abuse information” means information about acts of domestic abuse or abuse status, the work or home address or
telephone number of a victim of domestic abuse or the status of an applicant or insured as a family member, employer or
associate of a victim of domestic abuse or a person with whom an applicant or insured is known to have a direct, close personal,
family or abuse-related counseling relationship. With respect to con dential abuse information, you may revoke this authorization

in writing, effective ten days after receipt by Standard Insurance Company, understanding that doing so may result in a claim
being denied or may adversely affect a pending insurance action.

Standard Insurance Company is prohibited by law from using abuse status as a basis for denying, refusing to issue, renew or
reissue or canceling or otherwise terminating a policy, restricting or excluding coverage or bene ts of a policy or charging a
higher premium for a policy.

Upon written request you have the right to review your con dential abuse information obtained by Standard Insurance Company.
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