Y Adiinistered By:
COMBINED oo
INSURANCES ?3&';%32‘ ?ggg;;ﬁegém Option 2
'REQUEST FOR PAYMENT OF ACCELERATED BENEFIT
INSURED'S Name ___ | Date of Birth__

2. OWNER'SName 7 N Soclal Security No.
3. OWNER'S Address _ R e e
Street ~ o city . State Zip
4. Amount of Benefit Requested: (Any banefit ﬁéymem,made--wlll-'he-ln 2 fumnp sum uiess-otheiwiss requested.)
POLICY NUMBER AMOUNT REQUESTED
TOTAL

What s the diagnosis of the insured’s medical-candition?
When was the medical condition first dlagnosed? _— . _ B .
ls the Insured totally disabled? ____.YES ____ NO Datefirst disabled?____ Date last worked? ___

List all physicians who have treated thi Insured for this condltion.

NAME OF PHYSICIAN ADDRESS DATE FIRST TREATED

© N o oo

9. Complets if the Insured has been confined to a Nutsing Homs for all of the preceding six months,
NAME.OF NURSING HOME ADDRESS DATE FIRST CONFINED

FAIR CREDIT REFORTING ACT —~ PRE:NOTIFICATION FORM ,

Public Law. 91-508. requires that we advise you thet-an tnvestigative consumer report may:-be mads In connection with this
claim which will provide applicable information’cancerning character, general reputation, personal charactersties and mode of Iving.
The information for this repart may e obtalned through persongl Interviews with frends, nelghbors: and associates. 'Upan written
request, 2 complete and accurate disclosure of the "nalure and scope” of the report, if one Is mads, will be provided.

; _ AUTHORIZATION _ _ . |

| hereby certlfy that these answers. are trus and correct to the bast-of my knowledge. | understand thet the completion of this
forrn will not be construad s an admission by the Company of any llabilty on the.part of the Comipany, nor a waiver of any of the
condiflons of this insurance contract. | agree that any physician’s stetemerits, affidavils, or additional papers required by the Company
will be made a.part of thig clairm, o : ) . I

| alithorize any medical professional, medical care insfltiition, ingurgince Instltution, consumer reporting -agenicy or similar
institution, governmantal sgency including but not limited to the Social Security Adminlstration and the Veteran's’ Administration, the
Medica! information Bureau, employer or other organization havirg:records-or knowledge of me or any member of my fafiily, o relogse
to Combined Insurance Sompany, or its rélivsurars, any ard all such information R may regiiire in the Investigation of.this.claim. | certify
that | have recelved notification regarding tha Falr Gradit Reporting Act, end' uhderstand that | may request & personal interview by a
cofisumet reporting agency. | hereby walve all right of confidentlality under state and federal credit privacy laws and felease from
lighilty the user as well 48.the person-ar firm providing such Tnformation. -A photacopy of this. authorization will be considered as
effective and valid as the-original.

Insured's Signature - Date Owners Signature o Datar

irrevocable Beneficlary/Assignae: | consent to the payment of the Accelerated Benefit'and | understand that the payment of
an Accelerated Banefit will reduce the Death Benefit and any avallable cash value or loan vaiue of the policy.

irrevocable BeneRicary/Assignee's Signature  Date Winess Date

ACCL-01



REQUIRED.FRAUD WARNING STATEMENTS

Claimants are required o acknowi

date, and refism with claim documents.

sdge receipt of fraud wamnings. Please refer to the fraud waming statement for your state as indicated below.. Sign,

FOR RESIDENTS OF ALASKA: or TEXAS: A parson who knowingly and
wilh intent to injurs, defraud, or deceive an insurance sompany fes &
clair) containing false, or misleading information may be firasecuted undar
stafe law,

Clafmant's sighature Date

TFOR RESIDENTS ‘OF MARYLAND: Any porsen who Knowingly and

wilifully-presents 2 false or fraudident clalm Jor payment of & loss-or bensfl |
or whio knowingly and williully presents false informalion it sn-apphication

| for Insurence I8 gullly of 2 shime and may be subject to fihes and
1 confinement in prisen.

FOR RESIDENTS OF ARIZONA: For your protection, Arizona’
law requires the following statement to appear:oft this form.
Any person who knowingly presents a false or fraudulent
clalm for payment of a loss is subject o criminal and civit
penalties.

Claimant's signature '_ Date . . _
FOR RESIDENTS. OF -CALIFORNIA: For your protection. California law

presents a false or fraudulent claim dor the payment of a loss'ls gullty of &
crime and may be subject to fines.and confinementin state prisen,

i 'Gl'aimant‘s'sjgnatu_re e Dale
{ FOR RESIDENTS OF COLORADO: 1t 18 urlawlul o knowingly provide
false, Incompleté or silsleading facts or information td an Insurangs

raqires the following to appear on this form, Any person who knowingly |

Cialmants Signature. - “Date ,
FOR RESIDENTS OF MINNESOTAA person who. fies & clalm wiln Intent.
o defralid orhelp'commit & fraid against an'insurer is guilly of a crime.

| Cidiments sgrahie |

FOR RESIDENTS OF NEW HAMPSHIRE Any pe

Date .
rson who, with a

} purpogie fo Injure, defraud or decelve any Inguriace tompany, fles a

-ataternent of claim containing any false, incomplete. or misieading
Inforrriation 1§ subject to. prosecution and punishment for Insurarice fraud,
. as-provided by RSA 638:20.

 Clalmentssignatre. _———— Dalg
“FOR RESIDENTS OF NEW JERSEY: Any person who knowingly fles
statement ‘of clsim contelning any false or mislsading informaticn 1s
- subject to criminal and civi penalties,

Clalmant's slonature Dats

} company for the purpose of defrauding or aftempting to. defraud the.
company. Penallies may include Imgilsontnent, fines, défilal of insuranse’
and civil damages, Aty Insurance compeny or agent of :an. nsurance
comparly whorknowingly provides false, incomplete, or misleading facts or
Information fo-a policyholder-or claimant for-the purpose: of defrauding or
attempting to defraud the pélicyholder of clalmant with regard o a
sefliement or award payable from the insurance procesds shalt he-
-reporiad to the Colprado: Division, of Insurance: within the departmeiit of
regulatory agencies:

Claimant's signaturs

Do

FOR RESIDENTS OF OKLAHOMA: Any person- who knowingly, and with’
intent 1o injure, defraud o decsive any nsurer, makes any.claim for the
proceeds of an fnsurance polioy comtaliing any false, incomplste or

misleading Information s gulity of.a felony. '

Claiments signaturs |  Daks
FOR RESIDENTS OF PUERTQ RICO: Any person who knowingly: znd
with the Intention of dafrauding présants false infarmation In an Insurance.

+ appllcation, or presents, helps,-or causas the presentation of a fraudulent ;
| daim for the ‘same damage or loss, shall ingur & felony ‘and, upan

canviction, shall be sanctioned-for each violation with the penalty of a fins

FOR RESIDENTS OF DELAWARE, 1DAHO or INDIANA: Any person

who knowingly, and with Intent to Injurs, deiraud or dacalve any insurer, -
files & statement of claim contalning -any/ talge, incomplste or misleading

information is guilty of a felany.

“df not less than five thousand (5,000) dollars and. niot mord fian ten
Tiousand (10,000} dollars, or a fixed term of imprisonment for. three (3
years, of hoth penallies. Should aggraveting clrcuimistences are preseid,
“the penalty thus esfablished may b increased to a maximum-of five (5) -
“years, if extenuating circumetances are prasent, f may-be rediced to-a
mipimure of two (2} years. ’

intent to Injure, ‘defraud, or deceive any Insurer-files a statement of clalm
or zn application contalning -any {alse, Incomplele, dr misleading
information.is.guilty of a félony of fhe third degree,

“Claimant's signature. Date

Claimant's sighature. Date : R : .
. — , : _ Clamantssignatiie___ . Date_ +
FOR RESIDENTS OF FLORIDA: Any person vihio knowlgly and with | Foresto=N1S OF VIRGINIA, TENNESSEE, MAINE, of DISTRICT OF

COLUMBIA: |t I & crime ‘to knowingly provide false, Incomplete of |
migieading Informatlon: o &n ingurance company for the purpose of
defrauding the company. Penalfies Includs Imprisonment; fines, and detilal
of insurance benefils, '

Claimants sgnatirs. D

[ FOR RESIDENTS OF HAWAII: For your protecon, Hawel law raquires
you o benformed that presenting 2 fraudulent clalim for payrient of 2 Jose. |
or benefil is a ¢inié punistiable by fines or imprisonment, or both.

Claimants signature __ _ Dute

FOR RESIDENTS OF ALL OTHER STATES: Any persot who knowingly,

| end with intent to injure, defraud or deceive any insuratice éompany or

other person files ‘an application for Insurance or statement of claim
containing any materially false Information or conceals for the. purpose of

FOR RESIDENTS OF LOUISIANA:Any person who knowingly presents &
false or fraudulent clalm: for paymant of a loss or behefit or kniowingly:
presents false information. i an application for insurance is guilty of a*
crime and may be subjsct to fines and confibernent In prison, !

Claimants sionatire. " Fate

misleading, Information: genceming any fact miaterial therslo commits @ -

fraudistent insurence act, which is 4 crime and subjects such person-to
chiminal and civil penalties. ’ '
Clalmant's signature. Dale




Administered By

R , Vision Financlal Corporation
COMBINED 17 Chutch Street, PO, Box 506
" I Keens, NH 034310506
INSURANGCE e Telephone; (856)241-9891 Option 2

ATTENDING PHYSICIAN'S STATEMENT FOR ACCELERATED BENEFIT

Patlant's Nama:_ -

Pafilent's Social Seturity Noi____

Patlent's Date of Blrth:

Wa have recelved g request for the advancement of a porﬁon of the life Insurance benefit on your
patient, This Is a benefitprovided by Combined Ins Company's Accélerated Death Beneflt Option.

The aftached authorization has been given:by your patient Tor the release of thelr medical records.
PLEASE ANSWER ALL OF THE FOLLOWING QUESTIONS.

1. Whatls.iha dlagnosis of the patent's medical condidon? _

2. What date did you first treat the patient for this medical condition?

3. s the patlent's medical’ apndition the- resulf of an altempt to commit spfclds’? ____ Yas No'
4, lIsthe patlant disablad? — Ne (it Yed', complete sectiong.A and BY

A. Dala,nf_Dhﬂhl_llly I _ B. Degreeof Disabiity: . Psitlal ___ Total
8, Whatils thi patient's expected e span? . .

8. {sthe petient présently sonfinsd to a Nurslig Home? _Yes __No
If'Yes', plaase complots the-following information
A NAME OF NURSING HOME DATE FIRST CONFINED

B, Has fhe patient been confined to the Nurslng Home for slk¥the preceging sixmonihie? ___ Yes __ Mo

" Do, yois axpett the patiert to remaln in.a-Nursing Home for the remainder-of thet tfe? . Yes o

I,

Sgnatine of Physicln Date ' Sodial SecartyARE Nomber



AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

Claim or Policy Number:
Name:
Address:

Birthdate:

This will authorize VISION FINANCIAL CORPORATION, TPA for COMBINED INSURANCE COMPANY OF
AMERICA, PO BOX 506, Keene, NH, 03431-0506 to obtain necessary medical information for the purpose of
evaluating the above decedent’s insurance claim. The information to be obtained shall include
information from any Prescription Drug Database, all health care providers, employer, consumer reporting
agency, any other insurarice company, or the “MiB” (Medical Information Bureau), which is relevant to the
decedent’s loss or condition being evaluated.

The information to be disclosed may include but is not limited to:

History of Present Ifiness Consultant’s Report Discharge Summary
QOperative Reports Pathology Reports Laboratory Results
Daily Doctor’s Notes Past Medical History Previous Admissions
X-Ray Reports Other-Specify:

[ understand that the information released by this authorization may also include information
concerning treatment of physical and mental illness, HIV, alcohol/drug abuse and past medical history.

| understand upon fulfillment of the above stated purposes, this consent will automatically expire (6)
months following date of signature without any express revocation. | understand and | have the right to
revoke this authorization at any time, and in order to do so, | must present a written revocation to
Combined Insurance Company of America. | understand that revocation will not apply to the decedent’s
insurance company when the law provides the insurer with the right to contest a claim under the
decedent’s policy or evaluate the insurance application for coverage.

Federal and state laws protect the information disclosed pursuant to this authorization. | understand
that any disclosure of information carries with it the potential for re-disclosure and the information may
not be protected by the federal confidentiality rules. Treatment, payment, enroliment or eligibility of
benefits may not be conditioned on obtaining the individual’s authorization.

Date:
{Signature of Responsible Party) {Must be filled in)

(Relationship to Insured)

A photocopy of this authorization may be treated in the same manner as an original.



