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Waiver of Premium Claim

Attn: Life Claims

PO Box 10427

Van Nuys, CA 91410-0427
1-800-635-5832

Employee statement (please print)

Employee name: Last: First: MI: Social Security #:
Employee address: Height: Weight: Date of birth:
/ /
City: State: ZIP: Phone number:
( )
Employer name: Employee occupation/Job title:

Employer address:

City: State: ZIP: Policyholder:

Date of accident or beginning of disability: Time of accident (if applicable):

Name of injury or disability:

If injury, describe how and where accident occurred:

Have you ever had same or similar injury or disability? If yes, give dates:

From: To:
Name of hospital: Dates confined:

From: To:

Address of hospital(s):

Name of attending physician(s):

Physician address:

Between what dates were you able to work?
From: To: From: To:

Authorization to release information

I hereby authorize any hospital or physician who has attended me to disclose, when requested to do so by Health Net Life Insurance
Company, any and all information with respect to any illness or injury, medical history or treatment, and to furnish copies of all hospital or
medical records. A photostatic copy of this authorization shall be considered as effective and valid as the original.

For residents of California: For your protection, California Law requires the following to appear on this form: Any person who knowingly
presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may also be subject to fines and confinement in
state prison.

Sign and date

Employee signature: Date:

Health Net Life Insurance Company is a subsidiary of Health Net, LLC and Centene Corporation. Health Net is a registered service mark of Health Net, LLC. All rights reserved.
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Employer statement (please print)

Amount of Basic Life Insurance in force: Date of hire: Effective date of employee | Base salary: O Hourly

insurance: I weekly
$ $ ] Monthly
Total disability:
Last day worked full time: Date returned:
Signature of employer representative: Title: Date: Phone number:

( )
Attending physician statement
Patient name: Patient address: [ Male Age:
[ Female

Nature and origin of: Diagnosis (describe complications, if any):

[ Disability [ Sickness [ Injury

Date symptoms first appeared or date of accident: | When did patient first consult you for this condition? | Is this condition work

related? [ Yes

O No

Describe any other disease or complications affecting present condition:

Give dates of treatment and nature of treatment other than surgical:

Hospital name (if patient was hospitalized):

Hospital address: Date hospitalized:
From: To:
Has patient ever had same or similar condition? When: Describe:
ves [ONo (If “Yes,” state when and describe.)
Is patient still under your care for this condition? Date: Degree of recovery:
CYes [No
(If discharged, give date and degree of recovery.)
Is patient under the care of another physician? Name:
OvYes [ONo (If “Yes,” state when and describe.)
Address: City: State: ZIP:

How long was or will patient be continuously totally disabled (unable to work)?

In his/her own occupation: In any occupation:

From: To: From: To:

Date patient can return to work: How long was or will patient be partially disabled?
In your opinion, is patient a candidate for Remarks:

rehabilitation? [JYes [JNo
| authorize the release to Health Net Life Insurance Company of any and all

medical records pertaining to the above patient.

Physician signature: Title: Date: Phone number:

( )

Physician name (please print):

Physician address: City: State: ZIP:




English
No Cost Language Services. You can get an interpreter. You can get documents read to you and some sent to you
in your language. For help, call us at the number listed on your ID card or call 1-800-522-0088 (TTY: 711).

Arabic
oo L doal relisall o J gumall el e 5 o0 G5 o J gl iy 5558 o e (Slo J gl iy Ailaa a1 iled
1-800-522-0088  (TTY: 711) soladll Juai¥) S se e Jucl 5l oy sl iy o 2 g sall o8

Armenian

Ubddwp (kquljut Swnwynipinibttp: Fnip fupnn Ep pwbtwynp pupqiuithy uvnwbwg:
Quunwpnptpp jupnn B jupnu) dkq hwdwnp: Oqunipjut hwdwp quuquhwpbp Ukq atp ID
pupwnh Yypu bpdws hinwpinuwhwdwpny jud quuquhwptp 1-800-522-0088 (TTY: 711).

Chinese

REES IR - REAOEE - &5 )\@Eﬁﬁ,u NEES SN IR 4 TS - A BT A
B S RRARIER S A F4E 1 - IFE Tmﬁjj FBHEEG B Y ESESR BB M > SEE
1-800-522-0088  (TTY:711) -

Hindi
IfT ST @ AT JaTd| 39 T YA FT el &1 3T EHATIS TG X GoATT
a@%a:rrs'

ST @ g1 #Aeg & di¢, 39s R T T FAeey Fek W §H Hid &, AT
1-800-522-0088  (TTY: 711)]

Hmong

Kev Pab Txhais Lus Dawb. Koj xav tau neeg txhais lus los tau. Koj xav tau neeg nyeem cov ntaub ntawv

kom yog koj hom lus los tau. Xav tau kev pab, hu peb tau rau tus xov tooj ntawm koj daim npav los yog hu
1-800-522-0088 (TTY: 711).

Japanese

BROSFEY—E X, @iRE ZHHAWZZT E3, XFELBHALET, BN LERY

D — FIC Rl STV 5 5 & CHREV = 72 < /v, 1-800-522-0088 - (TTY: 711),

Khmer

UM AN WRARHIG D HRMNGS UM SHAURUH WA HRMGANUIRMSRRNIBIHRY UNUESW Y
gAsuilugmuitug gt uMSISTUMIUIGSIUAHA U RsHigiugunnusnAsshmingny
iS[IBUIS 1-800-522-0088  (TTY: 711).4

Korean
FE oo} Ayl 5o qulAS W S IEUTh At TAeh ol Eaje] g Al ag
WO 5 gt Egol WASAH W H ID o] 45E WEw Askeh 7t

1-800-522-0088 (TTY 711).

Navajo

Saad Bee Aka E'eyeed T'aa Jiik’e. Ata’ halne’igii hold. T’aa hé hazaad k’ehji naaltsoos hach’j’ wéltah.
Shika a’doowot ninizingo naaltsoos bee néiho’dolzinigii bikaa’gi béésh bee hane’i bikaa’ aajj’
hodiilnih éi doodaii’ 1-800-522-0088  (TTY: 711).

Persian (Farsi)
) N ph i Lad (5] Alind 4S 25 Cansl 5350 20l 55 e L 250 (ALEE aa e S Wil 5 e B sk 4 L) et
SO el 850 b b 280 (el 00 7 0 Led (llid IS (55,5 48 (6) o sled 4 Lo b o laial )y il
.1-800-522-0088 (TTY: 711)



Panjabi (Punjabi)

gfst A B3 3 IA A | IA I8 TIHAMT YIS o AR JI 3TQ THIRH IS IH <Y
I A HE'2 7 AT IS| HEE B8, WUE WS 193 3 T3 389 3 Ag IS od 7 iU a3
1-800-522-0088  (TTY: 711).

Russian

BCC[UIaTHaSI nmoMouib nepeBOﬂ‘{I/lKOB. Bbl MOXKETEC HOﬂy‘ll/lTb NnoMouib yCTHO[‘O nepeBonqua. BaM MOFyT

MPOYNTATH JOKYMEHThI. 32 MOMOILBI0 0OpallaiTech K HaM 1o TesIepoHy , MPUBE/ICHHOMY Ha Ballei

l/UleHTI/lel/IKalU/lOHHOﬁ KapTO‘{Ke y‘laCTHI/lKa njaaHa. Kpome TOr'0, Bbl MO2KE€TE MO3BOHUTHL B
1-800-522-0088 (TTY: 711).

Spanish

Servicios de idiomas sin costo. Puede solicitar un intérprete. Puede obtener €l servicio de lectura de
documentos y recibir algunos en su idioma. Para obtener ayuda, lldmenos al nimero que figura en su tarjeta de
identificacién o comuniquese con el 1-800-522-0088 (TTY: 711).

Tagalog

Walang Bayad na Mga Serbisyo sa Wika. Makakakuha kayo ng isang interpreter. Makakakuha kayo ng mga
dokumento na babasahin sa inyo. Para sa tulong, tawagan kami sa nakalistang numero sainyong ID card o
tawagan ang 1-800-522-0088 (TTY: 711).

Thai

lifduimadunm quanansnldald Qmmmmlﬁmmaﬂmﬂﬁww\ivlﬁ fmTuaNuTInRe INTwTeny

winmawfli livudanlszddiveigm wie Intmguddadaifandinduas 1-800-522-0088  (TTY: 711)

Vietnamese

Céc Dich Vu Ngon Ngir Mién Phi. Quy vi c6 th€ ¢6 mot phién dich vién. Quy vi ¢6 the yéu ciu duwoc doc cho

nghe tai liéu. D& nhén tror gidp, hiy goi cho ching toi theo s& duwgrc liét ké trén thé ID cia quy vi hodc goi
1-800-522-0088 (TTY: 711).
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