
IRELIANCE STANDARD 
Proof of Loss Claim Statement LIFE INSURANCE COMPANY 

A MIM ..I O' TNI TOllO MAIIMI OIOUP Group Life/Accidental Death Insurance 

EMPLOYERlADMINISTRATOR INSTRUC110NS 
The Employer/Administrator must complete PART A In Its entirety. The BeneflcIary must complete The AuthorIzatIon for Use In Obtaining Information and PART B 
andPARTC. -
Return thl. fom to: Plan Administration 

580 Hazard Ave 
Enfield, CT 06082 
Ph 86Q..272-1135 
Fax 860-272-1137. 

In addition to the Proof of Loss Claim Statement, the following Items are required: 
1. CertI'IIId DMth CertIfIc:ate (with ralHd or colored ....) providing the ftnal cauee and manner of death. 
2. Ortglfllli enrollment lonna and any subsequent changes, Including aU beneftclary deelgnatlo..... 
3. PlIYroli recorda for at .... two (2) pay peltods prior to the date last wor1uKt confirming pramlum deduction (If the emploY" wa required to pay any 

portion of the pramluma for thl. I .... urance). 
4.. If the beneftt Is baNd on Earnings, ..... provide U8 with the appropriate Earnings Records (_ defined In the Group Policy). 
S. Additional documents .... required If the beneficiary Is a Minor or an Estafe.See next page for IIddltlonallnfonnation. 
S. If Accidental DMth Beneftta .... baing claimed, provide any poIlca raport, autopay report andlor relevant newspaper clippings (NOIrt: In.ome 

lnatanca, RSL mil)' need to reqlHlld thaN documents directly from the aoufC8 before a det8nnlnatlon can be made on the claim). 

A • ..,.... form must be complel8d and signed by each Beneftclary. In certain instances, we may reqLb completion of the AltfIndlng Physician's Statement 
(Part D). Also, on a small number of cases. addlllonalinfonnation may be reqUired. Submi8slon of the above information does not waive our right to request 
addItIonallnfonnaUon, or waive any of our rights or defenses, or admit liability. 

PART A: EMPLOYERIADMINISTRATOR INFORMATION 

Employer Name and Address AI RSL Policy Numbers Under WhIch Claim Is Being Made 

DMsion Name and Address Employee OccupatlonfTltlelPosItIon 

Employee Name and Address Employee Social SecurIty Number 

Other Names By Which The Employee May Have Been Known (Malden Name, HypothetIcal Name. Nickname. Derivative Form Of FlrstlMlddle Name, AIIa8) 

Date Employed (Date of Hire) 

Was Insurance In Effect on 
Date of Loss? 

DYesDNo 

Effective Date of Coverage for 
Employee 

If No, Termination Date of 
Coverage 

Insurance Class (Refer to Policy Employee's Date of 
Schedule of Benalltl Page) 

Salary on Last BenefIt Change Date Per Polley 
$ DHoI.l1y D Weekly 

DMonthIy DAnnuaRy 

Birth Employee's Date of Death 

Date of Last Salary Change 

D Increase OR D Decrease 
life BenefIt Amount Claimed 
$ 

Are Accidental Death BenefIts BeIng Claimed? 1 Date of Last BenefIt Increase 
DYes D No Amount Claimed $ 

Date To VVhlch Premium Was Paid 
On Employee's Behalf 

Status of Employee on Date of Death: 

DActive D Retired DApproved PremIum Waiver for Disability D Approved Leave ofAbaanca (Explain) DOther (Explain) 


Number of Hours Employee Scheduled to Number of Hours Employee Actually Worked Date Employee Last Reason Employee stopped WorkIng 
WoI1c Per Week In the Place Where the Job Is Per Week In the Place Where the Job Is WOI'IqId 
Normally Performed NormaRy Performed 

Employee Was: 0 Full-time 0 Union 0 Hourly 0 Exempt 0 Commissioned 
(Check All That Apply) 0 Part-time D Non-Union 0 Salalied D Non-Exempt D Other (Explain) 

If Claim Ie For Dependent, Provide the Following as It Pertains to the - t and the Dependent's Relationship to Employ..: 
Dependenfs Name SocIal Security Number IRelationship to Employee Date of Death ~pendent life Benefit 

Dependenfs Address Other Names By Which The Dependent May Have Been Known (Malden Name, HypothetIcal Name, 
Nickname. Derivative Form Of FlrstIMlddle Name, Alias) 

EMPLOYERlADMINISTRATOR SIGNATURE 
Any peraon who knowingly and with Intsnt to Injure, defraud or decaIve Reliance Standard Life I .... urance Company, tUea a .tatement of claim or 
submits any Infonnatlon In conjunction with a claim containing fraudulent, faIee, misleading, Incomplete or deceptive Infonnation commits a 
fraudulent Imsurance act, which Is a crime. Theee actIona will ....ult In the denial of the claim, and are subject to prosecution under atata andlor fed....1 
law. Reliance Standard life I .... urance Com n will ful with. roaecutIon and wi! aeek and aU a II remed.... 

Phone Number Fax Number 
( ) 

Employer/AdmInistrator Name (Please Print) Employer/Administrator Signature Date 

Be Sure the Authortzatlon For Use In Obtaining Infonnation and Parts Band C are Completed Per Instructions 
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PART B: IMPORTANT TAX INFORMATION 

To Be ComPleted By BenefiCiary 
Under penalties of peljury. I certify (1) that the SoCial Security Number shown on this form 
is my correct SoCial security NlITIber or Taxpayer Identification NlITIber and (2) that I am 
not subject to backup Yt'ithholdlng as a resuH of a failure to report all Interest or dividends; 
or the Intemal Revenue service has notified me that I am no longer subject to backup 
Yt'ithholding. (Strike out clause (2) ifyou are currently under noilflcatlon that you are 
subject to backup withholding.) 

By signing this form the beneficiary has read and agrees with the terms of the statement 
as well as any accompanying information. 

: SoCial SecurIty NumberlTax 10 Number 

· 
.--------­· 
: Signature of the Beneficiary: 

· · 
: 
::--------------------------------­
: Date Signed (month. day, year): _____________ 

.: 
PART C: BENEFICIARY INFORMAnON 

In order to assure prompt processing. please be sure to provide the IMPORTANT TAX INFORMA110N above. Be certain the Authorization for Use In 
Obtaining Information is signed by the next of kin or authorized representative of the deceased. The completed and signed claim form along Yt'ith the CertifIecI 
Death Certlllcate and other required items should be returned to the employer/Administrator for submission. If you are interested In an optional Method of 
Settlement rather than a lump sum payment. please contact us at the address or telephone number on this form for the plans that are available. 

Name of Beneficiary (Please Print) 
Relationship of Beneficiary 

ToEmDlovee 
Beneficiary's 
Date of Birth 

Address of Beneficiary (No•• Street, CRy. State) 
(Please provide your email address. if avaUable) 

Email address: 
Note: If any designated benefiCiary IS deceased. submH that benefiaary's certificate of death. If benef!aary IS the deceased s Estate. provide certI1Ied Letters 
of Administration or Letters Testamentary along Yt'ith the Estate's Tax 10 NlITIber. If beneficiary Is a minor, provide certified Letters of Guardianship for the 
minor's Estate and the minor's soCial secur1ty number. The Guardian should sign Part B (IMPORTANT TAX INFORMATION) above. and should also sign 
where indicated below in hl8Iher capac!l.y on behalf of the Estate of the Minor. 
List Other Insurance Coverage In Force At the l1me of the Insured's Death 

Compan... EffectIve Date Amount of InsuranceI P_.-
, 

Any pereon who knowingly and with Intent to Injure, defraud or deceive Reliance Standard Life Insurance Company, flies a statement of claim or 
submits any Infonnation In conjunction with a claim containing fraudulent, false, mleleadlng, Incomplete or deceptive Infonnation commits a 
fraudulent Insurance act, which .. a crtme. These actions will ....ult In the denial of the claim, and are subject to prosecution under state andlor 
federal law. Reliance Standard Life Insurance Company win cooperate fully with any prosecution and will seek any and atl appropriate legat 
remedl... 

Signature of Beneficiary 

Com letIon of PART D m vedWalver. 

Name of Deceased 

Cause of Death 

Principal Cause 

Contributing 
Cause 

Date of CrlSet 

Date of Onset 

I Attended 
Deceased 

From (Date) 

ToJDate) 

If Decedent was Hospitalized. Provide the Name of Hospital and Admission and Discharge Dates 
Name of HospHal: 
Admit (Date) Discharge (Date) 

Was deceased unable to work due to Illness or injury prior to date of death? Ilf "V.." please state date on which such Inness or injury 
Dves D No prevented the deceased from working: 

Was Death Due To: 0 AccIdent? 0 Suicide? 0 Homicide? if caUSed by aCCident, was it assoCiated with hislher occupation? [J Ves [J No 

Name of Physician (Please Print) Address of PhysiCian 

Any person who knOwingly and with Intent to Injure, defraud or deceive Reliance Standard Life Insurance Company. files a statement of claim 
or submits any Infonnlltlon In conJunction with a claim containing fraudulent, fa.... mleleadlng. Incomplete or deceptive Information commits a 
fraudulent Insurance act, which Is a crime. These actions will ....ult In the denial of the claim, and are subject to prosecution under state anellor 
federal law. Reliance Standard life Insurance Company will cooperate fully with any prosecution and will seek any and all appropriate legal 
remed.... 

Date Phone Number Fax Number Physician's Signature Degree 
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Plan Administration IRELIANCE STANDARD 
580 Hazard Ave 

LIFE INSURANCE COMPANY 
Enfield, CT 06082 

A MIMIIR OF THI TOKIO MARINI GROUP 

LIFE CLAIM AUTHORIZATION FOR USE IN OBTAINING INFORMATION 

NAMEOFDECEDENT: ___________________________________ 

DECEDENrS DATE OF BIRTH: ______________________________ 

DATE OF DEATH: 

BENEFICIARY: 

NEXT OF KIN OR LEGAL REPRESENTATIVE OF 

DECEDENrS ESTATE: ___________________________________ 


RELATIONSHIP: ~---~--_-~-~------~ 
(If Executor, Administrator etc., Provide Appropriate Court Order) 

To all physicians and other health care professionals, hospitals, other health care institutions, insurers, 
medical, hospital and prepaid health plans, pharmacies, pharmacy benefit managers, employers, group 
policyholders, contract holders, governmental agencies (including but not limited to the Internal Revenue 
Service and the Social Security Administration), private and/or public benefit plan administrators, and/or 
attorney representatives, including but not limited to covered entities and business associates under the 
Health Insurance Portability and Accountability Act of 1996 ("HIPAA") and the accompanying regulations: 

You are authorized to provide Reliance Standard Life Insurance Company and/or its authorized 
administrators with information concerning medical care, advice, and/or treatment provided to the above 
named Decedent. and/or any employment, salary and/or benefit-related information concerning the 
above named Decedent. I understand that the disclosure of information may include disclosure of 
protected health information under HIPAA and the accompanying regulations, information regarding 
treatment for mental illness. the human immunodeficiency virus (HIV) and/or the use of drugs and 
alcohol. I also understand that information used or disclosed pursuant to this authorization may be 
subject to redisclosure by the reCipient and will no longer be subject to protection under HIPAA and the 
accompanying regulations. A statement of Relianqe Standard Life Insurance Company's privacy policy is 
available at www.rsli.com or upon request. 

I understand that any such information will be used for the purpose of evaluating my claim for benefits. 
Upon request, I understand that I am entitled to receive a copy of this Authorization. This Authorization is 
valid from the date signed for the duration of the claim, and may be revoked by me at any time upon 
written request to the address below. A reproduction of this Authorization shall be considered as valid as 
the original. 

Date BenefiCiary's Signature 

If the Beneficiary is not the Decedent's next of kin or legal representative, the next-of·kin or 
authorized legal representative of the Decedent's Estate must sign below: 

Date Authorized Person's Signature 

DeSCription of Authorized Person's authority to sign on behalf of Insured: 
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IMPORTANT INFORMATION REGARDING APPLICATION FOR BENEFITS 

This form I. to be attached to the proof of Loss Claim Statement when a claim I ••ubmltted to 
Reliance Standard Life. Pleate be .ure that all respon.lble partl .. completlna and filing a claim 
for ben. are aware of the following ftateroentf which concern claim fraud and abu ..: 

Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit 
or knowingly presents false infonnation in an application for insurance is guilty ofa crime and 
may be subject to fmes and confinement in prison. 

State of California 
For your protection, California law requires the following to appear on this fonn: 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 fines and confmement in state prison. 

State of Florida 
Any person who knowingly and with intent to injure, defraud, or deceive any insurer, files a 
statement ofclaim or an application containing false, incomplete or misleading infonnation is 
guilty of a felony of the third degree. 

State of New Jersey 
Any person who knowingly files a statement of claim containing any false or misleading 
infonnation is subject to criminal and civil penalties. 

State of New York 
Any person who knowingly and with intent to defraud any insurance company or other person 
files an application for insurance or statement ofclaim containing any materially false 
information, or conceals for the purpose of misleading, infonnation concerning any fact material 
thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil 
penalty not to exceed five thousand dollars and the stated value of the claim for each such 
violation. 

State of Ohio 
Any person who, with intent to defraud or knowing that he is facilitating a fraud against an 
insurer, submits an application or files a claim containing a false or deceptive statement is guilty 
of insurance fraud. 

State of Oregon 
Any person who, with an intent to knowingly defraud any insurance company or other person, 
files an application for insurance or statement of claim containing any materially false 
infonnation, or conceals for the purpose ofmisleading, infonnation concerning any fact material 
thereto, may be subject to prosecution for insurance fraud. 

State of Pennsylvania 
Any person who knowingly and with intent to defraud any insurance company or other person files an 
application for insurance or statement ofclaim containing any materially false infonnation or conceals 
for the purpose of misleading, information concerning any fact material thereto commits a fraudulent 
insurance act, which is a crime and subjects such person to criminal and civil penalties. 

EF-1205 


