




CLAIMANT RIGHTS AND RESPONSIBiliTIES

RULES FOR FILING A CLAIM AND APPEAL RIGHTS

1 It is your responsibility to file this claim form promptly. The law requires that claims must be filed within 30 days of the beginning of the disability. Ben,.

efits may be denied or reduced if the claim is filed late. However, if your claim is filed beyond the thirty day period, please attach a statement giving

your reasons for the late filing.

2 If you disagree with a determination on your claim and wish to appeal, you must do so in writing within ten da~s from the date the decision was

~. You do not need a lawyer at the appeal hearing.

CLAIMANT RESPONSIBILITIES:

1 When you sign the claim form, you certify that you understand any misrepresentation of fact or failure to disclose a material fact may be punishable

under the law.

2 If you receive a request for continued medical certification, you must have your physician complete the form and return it to continue benefit pay,.

ments.

3. When you recover or return to work, you must report this date immediately to the Zurich American Insurance Company.

CLAIM ASSISTANCE:

If you require any assistance with your claim, call the Zurich American Insurance Company, telephone number (631) 845-2200.

For your convenience you may FAX this form to (631) 845-2270.

t!Qn: If your disability is expected to last for one year or longer, you may be eligible for Federal Social Security Disability Benefits.

READ THE FOllOWING INSTRUCTIONS BEFORE COMPLETING THE ATTACHED FORM

CLAIM FOR DISABILITY BENEFITS. DS-1

2

Complete the first page of this form (Part A.) You are responsible for having Part B completed by your doctor and Part C by your last employer. If you cannot have all three parts

completed, mail the claim form anyway. ANY MISSING OR INCORRECT ENTRIES ON THIS FORM WILL DELAY PROCESSING OF YOUR CLAIM.

Read all questions carefully! Print or write clearly since this information is used to determine your right to benefits. If you need any assistance in completing this form, please call

the Zurich American Insurance Company at (631) 845-2200.

Items 1, 3, 4, & 5

Item 2

Item 6

Items 7a & b & 8

Item 9

Items11,12,13

Item 14

Include your full name and complete address.

Please print or type your Social Security Number CLEARLY. An incorrect or illegible number will cause a delay in processing your claim.

You must complete this item. If your answer to this question is "No," you must complete Items 6A, 6B and 6C.

Please give exact dates. Remember to include the dates of any Emergency Room care you may have received for this disability.

Starting with your most recent employer, list all employers, including those for whom you worked part-time, for the last 18 months. If you had more than three
employers, list the others with the dates you worked on a separate piece of paper and attach it to the claim form. Give business names and addresses as they
appear on your pay envelopes, pay checks, employers stationery or as listed in the telephone book.

Please answer all questions, even if answer is No.

In the event that you are unable to telephone our agency, you may designate a representative in this space to obtain information on your behalf. If there is no
one listed, only YQ.!.! will be able to obtain information on your claim from this agency.

Be sure to sign and date the claim form. Include your telephone number, if available.Item 15

SEE REVERSE SIDE FOR 'CLAIMANT RIGHTS AND RESPONSIBiliTIES'


