
Group Disabitity Ctairn
Filing Instructions

(Not for use when filing for Physician's Expense BenefTts)

1. Complete Ëmployee's Disability Benefits Application in full.
2. Have the treating physician complete the Attending Physicians Statement

and r.gtqlll to you.
3. Have your Employer complete the Employer's Report of Claim.
4. Submit the completed:

A. Employee's Disability Benefits Application
B. Ëmployers Report of Claim
C. Attending Physician's Statement

To the address below or submit via our tolì-f ree fax @ 1 -800-818-3453

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

Toll Free Phone # (800)662-1 1 13
Local Phone # (405)523-5025

il American Fidelityüi Assurance comfiany
A rnernber of the Arnerican F'idc-lity Group.

Educational Serv¡ces Div¡s¡on
Benefits Department

PO, Box 25160
Oklahoma City, Oklahoma 731 25-01 60



il American Fidelity
ÊTli nssurance Company
A rrelnbcr <¡f thc Aûrcficau Fidclity Group-

EMPLOYER'S REPORT OF CLAIM

Amer¡can Fidelity Assurânce Company
Ma¡l to: AFES Benefits Departmenl

PO. Box 25160
Oklahoma Cíty, OK 73125-0160

Local Phone # (405) 523-5025
Toll Free Phone # 1-800-662-1113
Tolf Free Fax # 1-800-818-3453

Name ot tmplover: Phone No.:
( )

N/ailing Address: (include street, c¡ty, state and zrp code) t- ax No.:
( )

Name of Employee: Social Security Number:

)

Phone No.:
(

Address: (include street, crty, state and zip code)

Date ol Hire: Effective date of employee's coverage: Occupation: (please attach job description)

Status of employmenl at time of disability: lf Full-Time l-l Parl-Time lf Leave of Absence U Terminated ll Retired

Numberof hours worked perweekattime of d¡sability:. -.. -.-- lnhouse days:
First Day

Number of conlract daysl

Has employee's status of employmenl changed? I Yes l-l No lf yes, current status and date of status-change?

Does employee parlicipate in Social Security? U Yes -l No lf no, hired afïet 4/1/86? ll Yes lf No

Please furnish the percentage of the employee's AFA disability premium you pay: -- -._.........- -- .. .....-%

Are the AFA disabilrty premrums withheld before or after taxes? U Before -l After

SALARY ATTIME OF DISABILITY
Weekly: $ _- . Effeclive Date: - .. - -,-. . .- ..

f\.4onthly: $ -. Effective Dater u 9 u 10 il t 2 Month work sclìedule
Annual: $ Effective Date; --_-

(for educalors)

Date cmployee lasl worked:

Has employee returned to work? lJ Yes ll No

lf Yes, date returned to work: Full Time; Parl Time:

Did Emplôyee's disability result trom employment ? J Yes J No

lf yes, name, address and phone numller of Workels Compensation carrieri

Has employee made â cla¡m for or entÌtled to Worker's Compensation? lJ Yes U No

lf yes, weekly rate of compensation: $

The final date the employee is entitled lo fully pâid sick leave

The f¡rst date the employee is entitled to differential/sabbatical pay, if any

The daily rate of differential/sabbatical pay

Name, address and phone number of any other disability carr¡er; (include street, crty, state and z¡p Çode)

ls employee eligible for disability retirement benefits? lj Yes lJ No

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

I hereby ceftify that the above named employee ìs a member of our Group Disability Program. -fhe lnformatÌon stated allove is
correct to the best of my knowledge and belìef.



il American Fidelity
*äi Assurance Company

^ 
tncrnbcr of dre Arucl.iczur ltidelily (ir'ou¡r,

Amer¡cân F¡del¡ty Assurance Compâny
Mâll to: AFES Benefits Departmenl

llo Box 25160
Oklahoma City, OK 73125-0160

Local Phone ü (405) 523-5025
Toll Free Phone # 1-800-662-1113
Toll Free Fax # 1'800-818-3453
www aladvantaqe.com

ËMPLOYEE'S DISABILITY BENEFITS APPLICATION

Full Name: ( ast, firsl, middle initial)

Hesroence: (street, crty, slale and ztp code) |jOC]AI SECUTIIV NUMDET

Mêrlrrg Addrcss (l?0.8ox or slreel c¡tv ald zip codc) I-lale ol ts¡rthl

Telephone Number: (including area code) ll Single Il l\,4aûied O Widowed l,Divorced
()

Occupation: Has your employment terminated? lf so, dale

Narre

ñame

Names & birlh dales of
spouse & dependentsl Birth dalc

Bilh.lale

Bifth dale

Bifh.lâlc

1. Dale accidenl or llness begañ: 2. lf acciderl, exprêir wheie ard how it l-dppered?

3. Have you ever had the same oÍ similar condil¡on in the pasl? [ ] Yes [] No

ll yes, names and address of lreatinq physicians and/or hospilalsl

4. Nalure of ilness or injuryr 
| 

5. Dales oi mêdicâf ireârment:

I Datc of neÀt Docto.s appoinl']1ent

Date

7. Full names and addresses of all treating physiciansl
(altach addilional lisl il necessarv)

B. ls your disabilily relaled to your employmenvoccupation? [:] Yes O No
lf yes, have you or do you lntend to f¡le lor Workefs Compensation? ilYes .l No

9. On whal darc d d you lasr work?
Dates of lota disabililyl
From Tl'' u
On what date did you return to wo¡k?
P¡í Ti,¡e I /
FulLTine / /

0. Please complete if you desire benefìls deposifed directly inlo your bank account.

I aulhorize AFAC to initiale credil entr es to mv accoLlnt al lhe deDositorv named below.This
ârrlhôriTatiôn Ís Iô rêmâírì ln lôrnê rn.l êffê.l rintil AFAC,'êcêivêc wrillên'nnlifr^âtiñn Írñm
me of its termination ln sLrch lime and in such manner as to allord AFAC and lhe
Depository oppo unily lo âct on 11.

Bank/Crêdit tJnion Name:

lf not relurned to work, when do you anlicipale
'erurnirq Io work?

SignâtLlre:

ll your requesl fof benefits is approved do you wanl us 10 wilhhóld FederalTaxes lÍom each benelil chêck? f:l Yes 3 No

ìf yes, amounl: $ -- ,_ - _-. (indicâte amount per monlh $86.00 minimum)

Dependent Social Securityl

Sick Leave or Wage Continuation:

Fletirementr (normal ealy or disabílily)

State Disabilly lncome

Worker's compensalionr [] Yes O trlo $.-.-....-- __ _Mo

Other Disabilily Coverage: rl Yes n No $ ...... lVlo

(idenrily)
lnclude a copy ol your award or den¡al lelter for âny source in
wh¡ch one has fr€en rece¡ved.

12. ldenlrly olrìer rncoÍ¡e sources and amounl ol rncome Ior whrcll you are recervrng or may De entrtled to recerve duÍrng thrs drsab lrly

Your Social Secur¡lyr (disability or relirement)i:l Yes fl No $ lt¡o. VA. Benefils ll Yes [:l No $ N¡o

lll Yes al No $ rMo

|l Yes n No $ .Nlo

t-l Yes n No $ lr4o

lll Yes L-, No $ Mo

of lhe clair, bul not lo exceed one year from lhe dal€ signed. By signing below I certily th€ above Ìnlornìallon as lrue and COFìFECT lo the besl of my knowlcdge.

By Slale Law you rìusl bê advised lhal
THE INFORIIÂTIÔN YOU AUIHOßIZF FOR RELEASF IMAY INCLUDE INFORN,4AT1ON WHICH N¡AY BE CONSIDERED A COf\¡[4UNICAALE OH VËNIIREAL DISËASE
WHICH N,IAY INCI UDE, BUT ARE NOl'LIN¡IlED TO DiSEASËS SUCI1 AS HËPATI]IS SYPIIILIS, GONORRI.lEA TIIE I]U\¡AN I[IfMUNODEFICIENCY VIRUS ALSO KNOWN
AS ACQUIRED tN,4[,4UNË DEt:totENCY SYNDf]OME (',AtDS).

aloohol ând druq abuse



Ç fl¡¡s¡ican Fidelity
&i Assurance company
A fircmbcr of tlìe Allìcrican Fidclity Group,

ATTENDING PHYSICIAN'S STATEMENT

American F¡del¡ty Assurance Company
Ma¡l to: AFES Benefits Department

PO. Box 25160
Oklahoma C¡ty, OK 73125-0160

Local Phone # (405) 523-5025
Toll Free Phone # 1-800-662-1 1 13
Toll Free Fax # 1 -800-818-3453

Nâme of Patient Dâte of Bl h: Acc.ìrnt Nrimber

u agnosrs: {rnclucrng coÍnplrcalrons) tuuA uooe

ls disability due to injury or sickness arising oul of or in lhe course of patient's employmenl? l:] Yes T] No

ls disability the result of pregnancy? t'l Yes ]l No lf yes, lype of deLiveryt -

Date pregnancy was d¡agnosed? -.-_ /-,--l _ Date of delivery:(if delivered) -. L /- Expected dateol delivery ? I /

When d¡d symploms f¡rst appeared or acc¡dent happen? Date palrent f¡rst consulted you for this condilion?

Has lrìe palrenl ever had tne same oÍ srmrlar cond llon'¿ L-J Yes 1 ¡ No ll yes, rndrcale when and descnbe

Was lhe palerl refêred Io you? -l Yes -1 No ll yeq. fuìl r.me ând address of referring physician:

FÍequency ol treatmenlr |-j Monthly L-J Weekly n
lf not under your regular care and atlendânce please exp ain

Date of nexl appoinlmenl: I J

Other

Nalure of lreatment being rendered (including surgery and any medicalions being prescribed) and the current lrealment plan

Lisl a I dales of treatr¡ent or medical attention since the disabilì1y began

ls patienl st¡ll under your care lor th¡s cond¡t¡on? ¡ Yes ¡ No lf no, please provide the name of the curenl lreatino phys cianl

hosprtal l-l¡scharged

Name:

Dates ol totâl disabilily; (unable to work) Fromr _.*._-.'_.--.. *,-,--Through: .

Disabled fromr Patients Job L-l Yes Õ No Any other work ft Yes a:l No

Dales of partial disability: From lhroughl

l1 ìhe patrent ¡s currently d¡sabled, whal ¡s the antrcrpaled length ot d¡sab¡l¡ty:

[:] 1-2 ft¡onlhs O 2-3 N¡onths O 3-6 Monlhs il 6-12 Months fJ Mo.e than 12 ft¡onths fÌ Permanent

When, in your opinion wil lhe patient recover sullicÌenlly 1o return to work?

Physical lmpairments (-As defined in Federal Dictionary of Occupaìional Titles)

---Class 1 - No limitalìon of functional capacity, capable of heavy work. No reskictions -(0-10%)

,-_Class 2 - Medlum manual âctívlty'(15-30%)
._.Class 3 - Slighl limitallon of functionâl capacily; capable of Iight work'âclivily (35-55%)

Class 4 - N¡oderate limitalion of functional capacity; capable ol clerical/adm¡nistrative (sedentary) activity (60-70%)

_ _Clâss 5 - Severe limilation of functional capacity; incâpable ôf mrnimum (sedentary) activity (75-100%)

DSMIV Diagnosis (if applicable)
Axis l: .-- - -_--
Axrs lll
Axrs lll:
A¡is lV:
Axrs V:
Do you believe palient is competent to endorse checks and direcl lhe use of the proceeds thereof? tl Yes Tl No

Attending Physician's Namer (p¡int) Degreel Telephone #:

()
Fax lf:

()
Sireet Address: City: State Zip Codel

Signature FederalTax lD t Date

BN-6s8-1001


