
Fax or mail the completed application to: 
The Hartford 
P .0. Box 14869 
Lexington, KY 40512-4869 APPLICATION FOR LONG TERM DISABILITY INCOME BENEFITS Fax Number: (833) 357-5153 
Employer's Section - To be Completed by the Employer HARTFORD 

This claim is for (Employee's Name): I Social Security Number: Date of Birth:

Employee's Address: (Street, City, State, Zip) Telephone Number: 

A I f n ormation out e Ab th E moIover 
( ) 

Company's Name: Group Policy Number: 

Address: (Street, City, State, Zip) Telephone Number: Fax Number: 
( ) ( ) 

Name and address of division where employee works: (if different from above) Class: Location: 

B. I f n ormation About the Emp1 oyee
Date employee was hired: 

I 
Date employee became insured under this plan: 

I 
What was the employee's regularly scheduled 
work week? hours per week. 

Was the employee's LTD insurance issued on the basis of a Personal Health Statement ? □Yes D No If "Yes," attach copy. 
Was the employee insured under your prior LTD policy? D Yes D No If ''Yes,"please provide the inclusive date of coverage. 
From Through Has the employee been terminated? □Yes □No If ''Yes," date. 
Reason: 

Was the employee on Qualified Family Leave when disability began? □Yes D No Is the employee a union member? □Yes D No 
Did LTD insurance continue while on Family Leave? □Yes □No If Yes, name of union and local number. 
Date Leave of Absence started under Family Leave Act: 
C. Information for Grou Life PremiumWaiver Benefits
Does the employee also have Group Life Insurance coverage with The Hartford? □Yes □No If " Yes," provide the following 
information: Basic Amount $ Supplemental Amount$ Dependent Amount =$ _____ _ 
Effective Date of Group Life Insurance coverage: ________ _ 

What percent of this employee's LTD benefits is taxable? %. 
What percentage, if any, do you contribute towards the cost of the LTD premium? % 
Does the employee contribute towards the cost of the LTD premium? □Yes □No. 
If ''Yes," is it on a □Pre or□ Post Tax basis? 
E. Information About the Claim
Were there any changes to the employee's job responsibilities due to the disabling condition before the employee became totally 
disabled? OYesONo If "Yes," what were the changes, and when were they made? 

What was the employee's permanent job on his or her last day at work? How long has the employee been in this job ? 

Why did employee stop working? Is the employee's condition work related? 
□Yes □No

Last day employee actually worked: 
I 

On that day, did the employee work a full day? 
If "No," how many hours were worked? 

□ Yes □No

Has a claim been filed with Workers' Compensation? □Yes D No I Date employee is expected/did return to work:
If ''Yes," send initial report of illness or injury and award notice. Full time? □Yes D No 
Name and address of your compensation carrier 

F. Information About Your Pension Plan(Do not complete for maternity claim.)
Do you have a pension plan? □Yes □No If ''Yes," what type? (Check as many as applicable) 
D Defined contribution D Profrt Sharing D Defined benefit D 401 K □Other (specify) 
Is the employee eligible for your pension plan? □Yes □No If eligible, does the employee participate? □ Yes □No 
lf"No," why? If "No," why? 

If the employee is participating, when is he or she eligible for benefits under the plan? 

At what point does the employee qualify for a full pension? 
Is there a Disability Retirement Option available to this employee? □Yes □No 
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AUTHORIZATION TO OBTAIN AND DISCLOSE INFORMATION

(Continue to next page)



NOTICE TO INFORMATION PROVIDERS:

Date

Form must be signed



Attending Physician’s Statement – Initial 
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Please fax the completed form to:

Patient Last Name:

The patient is responsible for 

Patient First (or Preferred) Name:  Date of Birth: Claim Id Number:

Condition

Patient’s condition is a result of:

Illness Injury

Pregnancy 

If illness or injury, is condition related to: 

Work Activity Motor Vehicle Accident
Intentional/Self-Inflicted

If pregnancy, what is date of delivery?
Actual
Estimated

    

_ _ /_ _ /_ _ _ _
MM    DD      YYYY

 

Condition onset:

First day recommended out of work: Office visit to complete this form:
In Person
Telemedicine 

Projected return to work date:

Disabling Diagnosis(es) and Impact to Function

ymptoms 

_

Co-Morbid Conditions with Impact to Diagnosis

None Opioid Usage Psoriasis Mental Health

Diabetes Heart Disease Asthma/Bronchitis Cognitive Impairment

Hypertension Obesity Auto-Immune Disease

COPD Arthritis Other

In your opinion is the patient competent 
to endorse checks and direct the use of 
proceeds? Yes No

Treatment Plan

Conservative treatment Bed Rest Palliative care Hospice Care

MM    DD      YYYY

Hospitalization Admittance date: Discharge date:

Next/Another appointment Date: In Person Telemedicine

Physical/Occupational therapy times per until Actual Estimated

Surgery Date: CPT Code(s):

Referral to a specialist Type: Contact Info:

Current Medications (related to condition or impacting function)

None Over counter medications:

Prescription medications Name(s):

Impacting function? Yes No If yes, why?

Chemotherapy Radiation  S tart Date: End Date:



 

  
 

  

  

  

  

   

 

 

 
 

 ____  ____  ____  ____  

____  ____  ____  ____  

  

   
    

 

 

 
 

 

    _ _ /_ _ /_ _ _ _        _ _ /_ _ /_ _ _ _  
MM     DD      YYYY

   
 
_ 
M

_ /_ _ /_ _ _ _        _ _ /_ _ /_ _ _ _    
M     DD      YYYY            MM     DD      YYYYMM     DD      YYYY              
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MM     DD      YYYY

      _____________________________ 
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Patient Last Name: Patient First (or Preferred) Name: Date of Birth: Claim Id Number: 

Level of Functionality (Based upon your medical findings and opinion, address the full range of your patient’s abilities. 

We will conclude that there are no restrictions on function unless specified below.)

In a  the patient is able to: (select either Continuous or Intermittent)

Sit

Continuously with 
standard breaks

or

Intermittently with 
standard breaks

Stand or

Walk or

If intermittent,  time for each section below

Hours at one time Total hours in 

Key:  C = Continuously (5.5 – 8 hours)   F = Frequently (2.5 – 5.5 hours)  O = Occasionally (up to 2.5 hours)  N = Never 

Activity Ability C F O N

LBS LBS LBS LBS

LBS LBS LBS LBS

Activity Ability
Squat

C F O N

Hand Dominance

Right/Left

R L

Fine Manipulation R L

R L
Reach above shoulder R L
Reach below shoulder R L

Completed or Planned Diagnostic Tests, Labs and Imaging (related to the disabling diagnosis)

Completed: X-ray MRI CT EKG

ECHO EMG Lab Work

Findings of completed tests: No significant findings Confirmed diagnosis

Planned: X-ray MRI CT EKG ECHO EMG Lab Work Scheduled date

Provider Details

Provider Name:
Specialty:
EIN Number:
License Number:

Email:

Phone:

Fax:

Provider Signature: Date:



Mental Health Attending Physician’s Statement
TO BE COMPLETED BY THE PROVIDER

(The patient is financially responsible for this form)

Patient Last Name:
___________________________

Patient First (or Preferred) Name:
____________________________

Date of Birth:
_ _ /_ _ /_ _ _ _

Claim ID Number:
____________________

Provider Name: 
___________________________

Provider Specialty: 
____________________________

Phone: 
______________

Fax/Email: 
____________________

Please provide all medical records regarding your treatment of the patient
for the impairment reported within this report form.

Is the condition related to environmental and/or interpersonal issues in his/her workplace? Yes  No 
If Yes, explain: __________________________________________________________
If Yes, can he / she perform the same job at a different location/employer? 

  /_ _ /_ _ _ _
               

_ _ 
Yes  No 

    

      ________________________________________

________________________________________

 ____________________________________________________________________

_ _ /_ _ /_ _ _ _
  

    

          

          

        

          

          

      

      

    

        

        

          

If Yes, as of what date?
MM DD  YYYY    

Are these issues causing disincentive to return to work with the current employer? Yes No 

Diagnosis

Primary Condition DSM or ICD Code 

Secondary Condition DSM or ICD Code 

Current Self-Reported Symptoms 
________________________________________________________________________________________________

Current Mental Status Examination

Examination Date
MM    DD    YYYY   

Category Description

Appearance Well Groomed Disheveled If different than baseline, explain:  __________________

Attitude            Cooperative Guarded     Suspicious Uncooperative Belligerent

Speech Normal Halted Pressured Slurred Incoherent

Thought Process Logical/Coherent Tangential Circumstantial Flight of Ideas Perseveration

Mood WNL Depressed Anxious Irritable Euphoric

Affect Congruent Incongruent Blunted Flat Labile

Insight into Illness Absent Fair Good

Psychomotor 
Activity

WNL Agitation Retardation

Reasoning and 
Judgment

WNL Impaired

Attention Intact Impaired Mild Moderate Severe

Concentration Intact Impaired Mild Moderate Severe

Memory Intact Impaired Mild Moderate Severe



Mental Health Attending Physician’s Statement
TO BE COMPLETED BY THE PROVIDER

(The patient is financially responsible for this form)

Patient Last Name:
___________________________

Patient First (or Preferred) Name:
____________________________

Date of Birth: 
_ _ /_ _ /_ _ _ _

Claim ID Number:
____________________

Current Mental Status Examination (continued)

Please identify how attention, concentration and/or memory impairments are being measured. 
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 

Additional observed symptoms (clinical presentation, frequency)  ___________________________________________
_________________________________________________________________________________________________

Indicate how this is a change from the patient’s baseline. If the condition is chronic or long term, what and when did 
change occur?   ____________________________________________________________________________________
_________________________________________________________________________________________________

Activities of Daily Living – Please provide input on the patient’s current ability to perform the following:

The patient is currently capable of 
performing:

  Volunteer work   Attending school   Self-employed

     _______
     _______ ________________

            __________________________________
__________________________________

           __________________________________
__________________________________

    _
_

    __________________________________
__________________________________

 __________________________________
__________________________________

     __________________________________
__________________________________

  

_________________________________________________________________________________________________

_________________________________________________________________________________________________
_________________________________________________________________________________________________

  Less demanding job   No work in any capacity

Significant weight/appetite change   Yes  No Pounds gained
Pounds lost   

Time period

Sleep disturbances Yes No Describe 

Socialization Yes No Describe

Household chores Yes   No Describe _________________________________
_________________________________

Routine shopping Yes   No Describe

In your opinion, is the patient 
competent to endorse checks, and 
direct the user of proceeds thereof?

Yes  No Describe

Drivers or operates a vehicle Yes   No Describe 

Caring for self/others Yes  No 

Are the impairments impacting the patient’s overall global functioning? If so, please explain.

Additional comments on ability to complete daily activities: ________________________________________________



Mental Health Attending Physician’s Statement
TO BE COMPLETED BY THE PROVIDER

(The patient is financially responsible for this form)

Patient Last Name:
___________________________

Patient First (or Preferred) Name:
____________________________

Date of Birth:
_ _ /_ _ /_ _ _ _

Claim ID Number:
____________________

Functionality

Are you recommending the patient stop working due to their current symptoms?
  _ _ /_ _ /_ _ _ _

     

  Yes   No 

  

_ _ /_ _ /_ _ _ _
    

_
_____________________________________________________________________________________________

_ _ /_ _ /_ _ _ _
  

  

  _______   _______

_ _ /_ _ /_ _ _ _

_________________________________________________________________________________________________
_________________________________________________________________________________________________

_________________________________________________________________________________________________
_________________________________________________________________________________________________

______________________________________________________________________________
_

_ _ /_ _ /_ _ _ _
    

_ _ /_ _ /_ _ _ _
     

_ _ /_ _ /_ _ _ _ _ _ /_ _ /_ _ _ _
   

__________

_______________________________________________________________________ 

_ _ /_ _ /_ _ _ _
  

_ _ /_ _ /_ _ _ _
  

       

____________________________________________________  ( _ _ _ ) _ _ _ - _ _ _ _

         

If Yes, Begin Date: 
MM DD    YYYY

Are the symptoms of such severity to preclude the patient from social / occupational functioning? Yes  No 

If Yes, when did the symptoms become severe enough to preclude social / occupational 
functioning? MM  DD    YYYY

If Yes, what work activities are impaired and how?  __________________________________________________ 

What is the return to work date you 
have discussed with the patient? MM    DD     YYYY

Full-time Part-time

If Part-time, please specify: Hours per day Days per week 

What date will the patient be
able to increase to full time? MM    DD     YYYY

If appropriate, provide examples of accommodations that would allow the patient to return to work:   

What are the patient's current abilities? What type of work can the patient perform?

Additional comments:  
________________________________________________________________________________________________

Treatment

Date of onset of 
disability MM    DD YYYY

Date you first treated the
patient for any condition MM DD    YYYY

Date of onset of 
this condition MM    DD     YYYY

Date you first treated the 
patient for this condition MM   DD    YYYY

Frequency of 
treatment

List of relevant treatment dates 

Date of last office 
visit MM  DD     YYYY

Date of next office visit
MM  DD      YYYY

Has the patient been referred to any other mental health providers/physicians? Yes  No 

If Yes, please provide the following information:

Provider Name    Phone:  
Provider Address  _______________________________________________________________________________

Are you coordinating care with this provider? Yes No 



Mental Health Attending Physician’s Statement
TO BE COMPLETED BY THE PROVIDER

(The patient is financially responsible for this form)

Patient Last Name:
___________________________

Patient First (or Preferred) Name:
____________________________

Date of Birth:
_ _ /_ _ /_ _ _ _

Claim ID Number:
____________________

Treatment (continued)

Was the patient hospitalized or treated at a higher level of care for this condition?   Yes     No 

If Yes, please provide information about any higher level of care:

Inpatient
Hospital/Facility Name  ________________________________________________ Phone:  ( _ _ _ ) _ _ _ - _ _ _ _
Admission date _ _ /_ _ /_ _ _ _

MM   DD      YYYY
Discharge date _ _ /_ _ /_ _ _ _

MM   DD     YYYY
Reason for inpatient admission
_________________________________

Partial Hospital/Day Treatment/IOP
Hospital/Facility Name ________________________________________________ Phone: ( _ _ _ ) _ _ _ - _ _ _ _

Admission date _ _ /_ _ /_ _ _ _
MM    DD     YYYY

Discharge date _ _ /_ _ /_ _ _ _
MM    DD      YYYY

Days per week   ________
Hours per day    ________

Residential
Hospital/Facility Name  ________________________________________________ Phone:  ( _ _ _ ) _ _ _ - _ _ _ _

Admission date _ _ /_ _ /_ _ _ _
MM    DD      YYYY

Discharge date _ _ /_ _ /_ _ _ _
MM    DD      YYYY

Days per week   ________
Hours per day    ________

Medication (dose, change, date of change)   _____________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

Response to medication (including any side effects)   ______________________________________________________
_________________________________________________________________________________________________

Status (please check one)   In remission Improved   Unchanged   Retrogressed

Please provide a description of the most significant recent improvement and / or decompensation 
_________________________________________________________________________________________________
_________________________________________________________________________________________________

Provider Information

Provider Name: ____________________________________________

_____________________   ______________

____________________________________________

____________________________________________

License Number:  _________________

(  ) _ _ _ - _ _ _ _

( _ _ _ ) _ _ _ - _ _ _ _

____________________________________________ ( _ _ _ ) _ _ _ - _ _ _ _

______________________________________________________________ _ _ /_ _ /_ _ _ _ 
  

Specialty:   Degree: Phone: _ _ _

Address: Fax:

Email: 

Office Contact: Contact Phone:

Provider Signature: Date:

MM   DD   YYYY


