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DIVISION

Date:REASONIF YES, DATE

NAME OF EMPLOYER / ASSOCIATION

EMPLOYER / ASSOCIATIONGroup/Association - Short Term Disability BenefitsPrint:Signature:HAS EMPLOYEE/MEMBER BEEN TERMINATED?

IF YES, DATEEMPLOYER’S / ADMINISTRATOR’S  CERTIFICATIONPAID THRU DATEGROSS WEEKLY AMOUNT DATE BEGANBENEFITLAST DAY WORKED DATE RETURNED TO WORKPREMIUM PAID THROUGH DATE
TO PREMIUM# of Hours:

PLEASE LIST ALL BENEFITS THAT THE INSURED IS RECEIVING OR ELIGIBLE TO RECEIVE AS A RESULT 








