
EMPLOYEE’S STATEMENT OF CLAIM FOR BENEFITS 

Type of benefit this claim is being filed for? (Please check all applicable claims): 
  Short Term Disability benefits  Long Term Disability benefits 

Name (print): 

  Life Insurance Waiver of Premium benefits 

Address: 

City:  State:   Zip: 

  Telephone number:

Height:

 Occupation/Job title: Your employer’s name: 

Date of hire:    Annual salary: 

Please indicate the extent of your formal education (circle one).
Grade: 1      2     3     4     5      6     7  8      9  10    11  12     College:  1      2   3      4     Masters     Ph.D.  Trade School  

If your education exceeds 12th grade, please indicate your major: 

Briefly describe your past work experience for the last 20 years (begin with your most recent job): 

Job title, Employer, City and State Duties: Dates worked: 

(a) 

(b) 

(c) 

CLAIM INFORMATION

Is your claim related to an accident or injury?   No      Yes  If yes, date and time of accident or injury: 

Describe how and where the accident or injury occurred: 

Is your claim related to your occupation?  No      Yes       If yes, have you filed a Worker’s Compensation claim?   No       Yes 

If you have filed a Workers’ Compensation Claim, please indicate the status of your claim as well as your weekly benefit amount if your claim has been 

approved:  

If you are receiving Workers’ Compensation benefits, have you been contacted by the Workers’ Compensation carrier regarding vocational rehabilitation 

Services?   No     Yes    My Workers’ Compensation claim is currently being disputed 

Is your claim related to an illness  No     Yes      If yes, Date symptoms first appeared: 

Please list all symptoms associated with your claim: 

Date you ceased work:  Have you returned to work?  No   Yes  If yes, date returned: Full-time  Part-time  

If you have returned to work part time please indicate the number of hours:     ______________   per day     _______________ days per week 

Continued on Reverse Side 

Name and birth date of spouse and all dependent children (Dependent children are all unmarried children (1) under age 18, (2) under age 19 (if in
elementary or secondary school or (3) disabled children regardless of age if their disability began before age 22):

Date of Birth: Male Female Single MarriedWeight:

CLAIM INFORMATION 
Specific dates for which you are claiming disability: From __________________ up to ______________________________or unknown (circle if applicable)

BACKGROUND INFORMATION 

Social Security number:

Email address:

P.O. BOX 305 ADDISON, TX 75001-0305 
Telephone:  800-356-9601 Fax: 608-830-2701 

EE MNL 11-2024

As your disability insurer we are committed to assisting you in a return to health and to productive employment. Please complete the following form as 
thoroughly as possible. By accepting forms and investigating the claim, the Company does not admit that there is any insurance in force and does not waive 
any of its rights and / or defenses. Any incomplete claim form will not be accepted. We highly recommend that you also provide medical records from each of 
your treating physicians to help expedite the review of your claim. Lack of medical records may result in a delay in the review of your claim.
We highly encourage the filing of claims as soon as possible following the onset of a disability, or in advance in cases of planned disability events. Please 
submit completed forms to GCA@madisonlife.com, via fax or regular mail. This form can also be completed online at www.madisonlife.com using our “File a 
Claim” option.



Name  DOB  

When do you plan to return to your job either on a full-time or part-time basis? Please explain in detail: 

Please describe the primary tasks of your occupation: 

Has your doctor provided work restrictions?   No      Yes   If yes, please describe: 

Can you return to your job or another job with your current employer if accommodations were made?  No    Yes  If yes, please describe the 
accommodation needs: 

Are there any concerns you have about returning to work?  No      Yes   If yes, please describe: 

MEDICAL INFORMATION 
Please provide us with a brief description of your condition(s). Describe any physical and/or psychiatric/psychological limitations related to your 
return to work:   

Date first treated for this condition:   ________________________ Name of physician that provided initial treatment: ___________________________ 

Have you ever had the same or similar condition in the past?    No      Yes   If yes, give name and address of doctor: 

Name  Street Address  

City  State   Zip Phone 
Have you ever been hospitalized for the same or similar condition in the past?  No      Yes    If yes, give name and address of hospital: 

Name  Street Address  

City  State   Zip Phone 

If claim is related to Pregnancy:   Expected date of delivery: Actual Date of Delivery:  Vaginal  C-Section

Were / are there any complications associated with your pregnancy?   No     Yes   If yes, please describe: 

OTHER INCOME BENEFITS / FEDERAL TAXES 
Your monthly benefit may be affected by other income benefits received. We ask that you indicate yes below if you have applied for any of the following. 
If you are receiving benefits, please provide documentation showing your gross benefit amount and benefit effective date. Failure to provide 
documentation of your other income benefits may result in a delay in benefit payment from our company.   

Salary Continuation/Commission  No     Yes Social Security Disability or Retirement  No     Yes Unemployment Benefits  No     Yes 
Vacation/Bonus Pay   No  Yes Retirement Benefits  No     Yes Other Income Benefits   No     Yes 
Automobile No-Fault  

 No  Yes 
Short Term Disability  No     Yes Workers’ Compensation  No     Yes 

If you have been awarded any of the above other income benefits, please list the type of benefit, benefit amount, frequency of payment, and benefit effective date: 

Have you tried any type of other work since the date your ceased work, as noted above? (either for this employer, another employer or through self- 

employment)  No      Yes  if yes, provide name and address of employer, type of work, when employment began and number of hours worked per 
week: 

If your employer pays any portion of the premium or premiums are withheld from your pay on a pre-tax basis, you may elect to have Federal Income Tax

withheld from each payment. State taxes can also be withheld in IA, IN, MN and WI. Do you want amounts withheld for Federal or State tax purposes?

The information I have provided on this form is accurate to the best of my knowledge. 
I have received and read the fraud warning statements provided with this form. 

Signature    Date 

CLAIM INFORMATION CONTINUED 

No Yes
If Yes you must indicate a percentage that you would like to have withheld from your benefit payment: Federal % State %

CA, HI, NJ, NY, RI State Disability / Paid Leave
 No  Yes 
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NOTICE: If you need translation services, please contact Madison National Life Insurance Company, Inc. at 1 (800) 356-3601, 
then selection option 1 for assistance.  

AVISO: Si necesita servicios de traducción, comuníquese con Madison National Life Insurance Company, Inc. al 1 (800) 356-
3601 y luego seleccione la opción 1 para obtener ayuda.

如果您需要翻译服务，请致电 1 (800) 356-3601 联系麦迪逊国家人寿保险公司，然后选择选项 1 寻求帮助。

Dííj�́�́'ígíí: T'áá shikaadééł nihá shikaadééł dóó, Madison National Life Insurance Company, Inc. ádíí' 1 (800) 356-3601, doo 
ádíí' 1 t'áá'íiyisí yáhoot'ééł. 

PAUNAWA: Kung kailangan mo ng serbisyo sa pagsasalin, mangyaring makipag-ugnayan sa Madison National Life 
Insurance Company, Inc. sa 1 (800) 356-3601, pagkatapos ay piliin ang opsyon 1 para sa tulong. 

NOTIZ: Wenn der Übersetzungsdienst gebraucht wird, bitte Madison National Life Insurance Company unter 1 (800) 356-
3601 anrufen und dann Option 1 für Hilfe wählen. 

AVIS: Si vous avez besoin de services de traduction, veuillez contacter Madison National Life Insurance Company, Inc. au 1 
(800) 356-3601, puis sélectionnez l'option 1 pour obtenir de l'aide.

HINWEIS: Wenn Sie Übersetzungsdienste benötigen, wenden Sie sich bitte an die Madison National Life Insurance 
Company, Inc. unter 1 (800) 356-3601 und dann an die Auswahloption 1, um Unterstützung zu erhalten. 

ВНИМАНИЕ: Если вам требуются услуги перевода, свяжитесь с Madison National Life Insurance Company, Inc. по 
телефону 1 (800) 356-3601, а затем выберите вариант 1 для получения помощи. 



REIMBURSEMENT AGREEMENT 
GROUP DISABILITY INSURANCE BENEFIT

(Please read carefully) 

When Madison National Life Insurance Company, Inc. (“MNL”) has made benefit payments to you in excess of the 
amount required by the provisions of this policy, or during periods of time for which you subsequently receive 
retroactive benefits from any source that may offset your benefits under the group policy, you must, in a timely 
manner, reimburse MNL for such payments, including duplicate or erroneous payments. In addition and upon 
request, you must execute and deliver to MNL such documents as may be required and do whatever else is 
necessary to secure our rights to recover any excess, duplicate, or erroneous payments. Such reimbursement will 
be due and payable immediately upon our notification to and demand of you.  Or, at our option, the subsequent 
payment of benefits or the refund of any premium owed you by MNL may be reduced or refused as a setoff and 
applied toward such reimbursement. If you delay in notifying MNL of your receipt of a reimbursable income benefit 
or in making reimbursement to MNL, MNL will have the right to charge interest at a reasonable rate on the 
delinquent amount owed to MNL. Our acceptance of premium and other fees, or our providing or paying disability 
benefits, does not constitute a waiver of our right to enforce the provisions of this agreement and/or the group policy 
in the future.  The provisions of this agreement are in addition to, and not in lieu of, any other rights or remedies 
available to MNL at law or in equity. 

Agreement 
If my application for group disability insurance benefits is approved, in consideration of the payment of benefits 
without reduction on account of other benefit payments to which I or my eligible dependents may become entitled 
under the United States Social Security Act or from any of the other income sources described and provided for in 
the group policy, I hereby agree to reimburse Madison National Life Insurance Company, Inc. for any and all 
overpayments made to me under the group disability plan provided by employer. I understand that MNL agrees to 
make payment in this manner in consideration of my agreement to promptly notify MNL of the amounts and effective 
dates of any such benefits. Further, I agree that any benefits due me, my beneficiaries, heirs, executors, 
administrators or assigns under the applicable group policy may be applied to any outstanding overpayment whether 
resulting from retroactive award of Social Security or any other income benefits as described in the applicable policy. 

With respect to any group life insurance coverage provided me by MNL and in consideration of the foregoing, I 
hereby assign to MNL, as creditor beneficiary, an amount of such group life insurance equal to the amount of any 
overpayment which may be outstanding under any applicable group disability policy at the time of death. 

In witness of the above, the parties hereto have caused this Agreement to be executed, as of the date indicated. 

________________________ 
Printed Name of Claimant 

________________________ 

Signature of Claimant

_______________________ 
Date Of Signature

________________________ 

Signature of Spouse

________________________ 

Witness (must be over age 18)

Or

EE MNL 11-2024

P.O. BOX 305 ADDISON, TX 75001-0305 
Telephone:  800-356-9601 Fax: 608-830-2701 



The following Fraud Warning applies to these states: Connecticut, District of Columbia, Georgia, Hawaii, Illinois, Iowa, Kansas, 
Michigan, Mississippi, Missouri, Montana, Nebraska, Nevada, North Carolina, North Dakota, Oregon, South Carolina, South 
Dakota, Utah, Vermont, Wisconsin and Wyoming.   

WARNING: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false 
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

STATE SPECIFIC FRAUD WARNINGS 

ALABAMA WARNING: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly 
presents false information in an application for insurance is guilty of a crime and may be subject to restitution fines or confinement in 
prison, or any combination thereof.
ALASKA WARNING: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing 
false, incomplete, or misleading information may be prosecuted under state law.
ARIZONA WARNING: For your protection Arizona law requires the following statement to appear on this form. Any person who knowingly 
presents a false or fraudulent claim for payment of a loss is subject to criminal and civil penalties.
ARKANSAS, LOUISIANA & WEST VIRGINIA WARNING: Any person who knowingly presents a false or fraudulent claim for payment of 
a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and 
confinement in prison.
CALIFORNIA WARNING: 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 be subject to fines and confinement in state 
prison.
COLORADO WARNING: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company 
for the purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance, and 
civil damage. Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or 
information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a 
settlement or award payable from insurance proceeds shall be reported to the Colorado division of insurance within the Department of 
Regulatory Agencies.
DELAWARE & IDAHO WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a statement 
of claim containing any false, incomplete or misleading information is guilty of a felony.
FLORIDA WARNING: Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an 
application containing any false, incomplete, or misleading information is guilty of a felony of the third degree.
INDIANA WARNING: A person who knowingly and with intent to defraud an insurer files a statement of claim containing any false, 
incomplete, or misleading information commits a felony.
KENTUCKY WARNING: Any person who knowingly and with intent to defraud any insurance company or other person files a statement of 
claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material 
thereto commits a fraudulent insurance act, which is a crime.
MAINE WARNING: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose 
of defrauding the company. Penalties may include imprisonment, fines or a denial of insurance benefits.
MARYLAND WARNING: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who 
knowingly and willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and 
confinement in prison.
MASSACHUSETTS WARNING: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit, or 
knowingly presents false information in an application for insurance may be guilty of a crime and may be subject to fines, confinement in 
prison and/or denial of insurance benefits.
MINNESOTA WARNING: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime. 
NEW HAMPSHIRE WARNING: Any person who, with a purpose to injure, defraud or deceive any insurance company, files a statement of 
claim containing any false, incomplete or misleading information is subject to prosecution and punishment for insurance fraud, as provided 
in RSA 638:20.
NEW JERSEY WARNING: Any person who knowingly files a statement of claim containing any false or misleading information is subject 
to criminal and civil penalties.
NEW MEXICO WARNING: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly 
presents false information in an application for insurance is guilty of a crime and may be subject to civil fines and criminal penalties. 
OHIO WARNING: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application 
or files a claim containing a false or deceptive statement is guilty of insurance fraud.
OKLAHOMA WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the 
proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.
PENNSYLVANIA WARNING: 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 fraudulent insurance act, which is a crime and subjects such person to criminal 
and civil penalties.
TENNESSEE, VIRGINIA & WASHINGTON WARNING:  It is a crime to knowingly provide false, incomplete, or misleading information to 
an insurance company for the purpose of defrauding the company.  Penalties include imprisonment, fines, and denial of insurance benefits.
TEXAS WARNING: Any person who knowingly presents a false or fraudulent claim for payment of a loss is guilty of a crime and may be 
subject to fines and confinement in the state prison.
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Name (print):   Date of birth:   Telephone number:  
I authorize the use and/or release of my protected medical and/or mental health information to Madison National Life Insurance Company for the purpose of 
determining insurance eligibility.  I authorize the release of information from: 

1) Provider / Facility Name:
   Specialty: 

Address
Phone Number: 

Medical Record Department Fax Number: Date Last Treated: 

2) Provider / Facility Name:
   Specialty: 

Address
Phone Number: 

Medical Record Department Fax Number:
Date Last Treated:   

3) Provider / Facility Name:
   Specialty: 

Address
Phone Number: 

Medical Record Department Fax Number:
Date Last Treated:   

4) Provider / Facility Name:
   Specialty: 

Address
Phone Number: 

Medical Record Department Fax Number:
Date Last Treated:   

5) Provider / Facility Name:
   Specialty: 

Address
Phone Number: 

Medical Record Department Fax Number:
Date Last Treated:   

           to:    Madison National Life Insurance Company ( address, telephone and fax number documented above)
This form serves as an authorization for Madison National Life Insurance to obtain information documenting medical treatment, including patient notes, 
treatment records, lab reports, physical therapy, diagnosis and prognosis from January 1, 2015 through two years from the date of the signature on this form. 
This form is also intended to be used to obtain psychological testing and psychological / psychiatric treatment including patient notes and treatment records 
from January 1, 2015 through two years from the date of the signature on this form. 

Also this form provides Madison National Life Insurance the authorization to obtain information from any pharmacy, other insurance or annuity company, any 
consumer reporting agency, financial institution or tax preparer, any governmental agency ( e.g., Social Security Administration or Public Retirement 
System), all former and/or current employers, educational facility/entity, vocational or rehabilitation organization, employer sponsored disability/retirement 
carrier, worker’s compensation carrier, and or any other entity or institution that may have information needed by Madison National Life Insurance for the 
review of my claim for benefits. I understand this information will be used for the sole purpose of evaluating and administering my claim for benefits.  I 
understand that I may revoke this authorization at any time by requesting the revocation in writing and submitting it to Madison National Life and to the 
providers listed above. I understand if I revoke this authorization, Madison National Life Insurance may not be able to evaluate or administer my claim(s) and 
this may be the basis for denying my claim(s). This authorization will remain valid for two full years from the date of my signature. 

I understand that in the course of conducting its business, Madison National Life Insurance may release / redisclose this information about me to a reinsurer, 
a plan administrator, or any person performing business or legal services for Madison National Life Insurance in connection with my claim(s).I understand 
that the information used or released as a result of this authorization may no longer be protected by federal privacy laws. I am aware my medical information 
may be redisclosed when necessary as part of the review process performed by Madison National Life Insurance at any point during the review of my claim 
or during any appeals that may take place as explained above. I understand that I have the right to receive a copy of this authorization upon request.  I agree 
that a photocopy of this authorization is valid as the original.  Treatment, payment, enrollment or eligibility of benefits may not be conditioned on obtaining my 
authorization, however I understand if I do not sign this authorization or if I alter its content in any way, Madison National Life Insurance may not be able to 
evaluate or administer my claim(s) and this may be the basis for denying my claim(s). 

I have had full opportunity to read and consider the contents of this authorization, and I confirm that the contents are consistent with my direction to each of 
my health care providers.  I understand that, by signing this form, I am confirming my authorization that my health care provider may disclose to Madison 
National Life Insurance Company the protected health information described in this form. 

Signature Date 

Patient Authorization to Release Protected Medical Information 
You are not required to sign the authorization, but if you do not Madison National Life Insurance may not be able to evaluate or administer your claim(s). 
Please complete this form in detail to assist us in providing a timely review of your claim for benefits.  Please note that we are requesting that you 
document each of your treating providers, including any physicians, therapists, counselors, specialists, social workers, or any other representative that 
is providing treatment for your claimed condition(s).  Facility name must be included in order to assure that this authorization form will be accepted. 

P.O. BOX 305 ADDISON, TX 75001-0305 
Telephone:  800-356-9601 Fax: 608-830-2701 



 

 

 

Authorization Agreement for Direct Deposit 
 

I (we) authorize Madison National Life Insurance Company hereinafter called the 
COMPANY, to initiate credit entries and to initiate, if necessary, debit entries and 
adjustments for any credit entries in error to my (our): 
 
 (select one)   Checking Account     Savings Account 
 
indicated below and the depository names below, hereinafter called the DEPOSITORY, to credit 
and/or debit the same to such account. 
 
Depository Name: _______________________________ Branch: __________________ 
 
Complete Mailing Address of your Financial Institution: 
 
Street Name or P.O. Box: ___________________________________________________ 
 
City: __________________________________________ State: _____ Zip Code_______ 
 
Transit ABA #: _______________________________ Account #: __________________ 
 
This authority is to remain in full force and effect until the COMPANY has received written 
notification from me (or either of us) of its termination in such time and in such manner as to 
afford the COMPANY and the DEPOSITORY a reasonable opportunity to act on it. 
 
Name: _________________________________________ 
   Please Print Name 
 

Date of Birth: _________________________  
 
Claim Number:        
 
Date: _____________ Signature: ____________________________________________ 
 
Date: _____________ Signature: ____________________________________________ 

(Both parties must sign on a joint account) 

 

FOR DEPOSITS TO A CHECKING ACCOUNT PLEASE ATTACH A VOIDED CHECK.  

FOR DEPOSITS TO A SAVINGS ACCOUNT PLEASE ATTACH A DEPOSIT SLIP. 
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