


PART C: CLAIMANT/BENEFICIARY INFORMATION

in crder 1o assure prompt processing, please be sure you provide the important tax information on the tront of this form. If you, as benelficiary, are not related
to the deceased, be certain the Authorization section below is signed by the deceased's next-of-kin or authorized representative. The completed
and signed form along with the certfied death certificate and other required ilems should be returned to the Employer/Administrator for submission to 1st RSL. I
you are inlerested in an optional Method of Settlement rather than a lump sum payment, please contact 1st RSL at the address shown on this form for the plans

that are avaitable.
Important: Upon approval of this claim, if the benefit amount is $5,000 or more, at no cost to you we will deposit the benefit into an interest bearing account in

your name and provide you with personalized checks to access the account.
Name ol Beneifciary Relationship Benelficiary's Address of Beneficiary (No., Street, City, State, Zip)
To Employee Date of Birth

Note: If any designated beneficiary is deceased, submit the beneficiary’s certificate of death. If the beneficiary is the Estate, we require the certified Letlers of
Administration or Letiers of Testamentary, and the Estate Tax ID Number. If a beneficiary is a minor, we require certified Lefters of Guardianship for the minor’s
eslate and the minor’s social security number. The Guardian should sign Part B "Important Tax and Signature Information” as well as below on his/her capacity

on behalf of the minor beneficiary.
If death was accidental, we require the police report, autopsy report and any newspaper clippings of the incident, if any.

List Other Coverages And Amounts Of Insurance in Force At The Time Of The Insured’s Death.
Cormpanies Policy Number Effective Date Amount Of Insurance
Business Phone No. Home Phone No. Date

Signature of Beneficiary

( ) ( )
AUTHORIZATION

First Reliance Standard Life Insurance Company (Referred to as 1st RSL)
Upon presentation of the original or a photocopy of this signed Authorization, | authorize any medical professional, hospital, or other medical-care institution,
insurance support organization, pharmacy, governmental agency, insurance company, group policyholder, employer or benefit plan administrator to provide 1st RSL
or an agent, attorney, consumer reporting agency or independent administrator, acting on its behalf, information concerning advice, care, treatment provided to or
claims made by the deceased named herein, including information relating to mental iilness, use of drugs or aicohol or treatment for HIV, or HIV Related conditions.
1 authorize the employer, group policyholder or benefit plan administrator to provide 1st RSL with financial or employment-related information. { understand that
any such information will be used by 1st RSL for the purpose of evaluating this claim for insurance benefits and that | or any authorized representative will receive

a copy of this authorization upon request.
This authorization is valid from the date signed for the duration of the claim.

Signature of Beneficiary, Authorized Representative or Next of Kin

Date Signed (Mo., Day, Year)

Business Phone No. Home Phone No.
( ) ( )
Completion of PART D below may help to expedite the processing and review of this claim.

PART D: ATTENDING PHYSICIAN'S STATEMENT

Name(s) Address(s) of all physicians who trealed Deceased

Address of Next of Kin (No., Street, City, State)

Name of Deceased

Cause of Death
Principle Date of Onset
Cause 19
Contributing Date of Onset
Cause 19
I Attended From To
Deceased 19 19
Was deceased unable 1o work due to illness or injury if “Yes", please state date on which such
prior {o date of death? O VYes 0 No iilness or injury prevented the decease from working 19
Was Death Due To: .
O Yes

{3 Accident? (O Suicide? O Homicide? if caused by accident was it associated with his/her occupation? [ No

Name Of Physician (Please Type Or Print) Address Of Physician

“Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or statement of
claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact material thereto,
commits a fraudulant insurance act, which is a crime and shalf also be subject to a civil penalty not to exceed five thousand dollars and the stated

value of the claim for each such violation.”

Date Phone Number Physician’s Signature

19 Degree
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