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Health Insurance Claim Form for Disability Benefits (1st/2nd/_ 1 __ time)
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*Certification by the business owner is not required for time periods of claims after
the insured person has lost eligibility.

TRV URERBRES

=75 OPMION 10 DE WITHEn by e doctor 1 charge or weawment |

P s M e | /AN S T

| | This is a field where the doctor proves that you have not been able to work and fills in the doctor's
opinion.
Injury and illness allowances cannot be paid by submitting a "medical certificate".
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