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APPLICATION FOR ACCELERATED BENEFITS
NOTICE: BENEFITS ADVANCED UNDER THIS RIDER MAY OR MAY NOT BE TAXABLE AS WITH ALL TAX MATTERS, YOU SHOULD CONSULT
A PERSONAL TAX ADVISOR TO ASSESS THE IMPACT OF THIS BENEFIT.

(All questions must be fully answered by claimant, or guardian if claimant is not mentally competent.)

PART I	 		  SOCIAL SECURITY # ________________________________
INSURED’S NAME _____________________________________________            DATE OF BIRTH ___________________________

 POLICY NO. ___________________	 YOUR HOME	 YOUR WORK

	 PHONE(	 )	 PHONE(           )

(1)	 Give complete description of your present illness,
	 how it began, what happened and when you first
	 noticed your trouble.

(2)	 Give names and addresses of all doctors treating your	 (3)	 Name of Doctor                               Address
	 present illness.

(4)	 What Hospitals, Sanitariums or similar Institutions have
	 you been to or are planning to go to for your health?
	 (Give dates, names, addresses, and all other details)

(5)	 The undersigned hereby request(s) an accelerated benefit payment equal to ________ percent of the net death benefit of the above 

policy(ies).

I (we) understand that this acceleration will create a reduction against any future benefits payable under the policy(ies) or termination of coverage.

I (we) hereby declare that no bankruptcy proceedings are now pending.

The above statements and answers are true and complete to the best of my knowledge and belief.

INSURED SIGN HERE X_________________________________________________________________ DATE _________________

ADDRESS___________________________________________________ CITY__________________ STATE______ ZIP__________

CLAIM AUTHORIZATION TO OBTAIN AND DISCLOSE INFORMATION

I AUTHORIZE any medical, professional, medical care institution, consumer reporting agency, insurance institution, insurance sup-
port organization, institutional source, government agency including, but not limited to, the Social Security Administration and the 
Veteran’s Administration, the Medical Information Bureau, employer or any other individual or person to provide The Company, its 
officers, employees, agents, or legal representative, and any insurance support organization and consumer reporting agency acting 
on the The Company’s behalf, with any and all medical records and personal information requested about me or my minor children.
I UNDERSTAND that this Authorization will be used to obtain information on the diagnoses, treatment, and prognosis with respect 
to any physical or mental condition as well as the use of drugs or use of alcohol.
I UNDERSTAND the information obtained by use of this Authorization will be used by The Company or its agents, to determine 
eligibility for benefits under an existing policy.
I KNOW that I or my legal representative may request to receive a copy of this Authorization.
I UNDERSTAND that when information is used or disclosed pursuant to this authorization, it may be subject to re-disclosure by the 
insurance company and may no longer be protected by the same rule that applied in the first instance. This Authorization will remain 
in effect a maximum of two (2) years from my date of signature below. I understand I may revoke this Authorization at any time by 
requesting such in writing to the Company at the address shown above, unless action has already been taken in reliance upon it, or 
during a contestability period under applicable law. A photocopy of this Authorization will be treated in the same manner as the original.

Date:____________________

Signature of Patient/guardian/personal representative:_ _____________________________________________________________________

Legal relationship to applicant:____________________________________________________________________________________________
	 (Only if signed above by guardian or personal representative)

Signature of Owner:______________________________________________________________________________________________________
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PART II	      ATTENDING PHYSICIAN REPORT 

   PATIENT’S NAME:		 AGE:

ACCELERATED BENEFIT

An Accelerated Benefit is the payment of a portion of the Eligible Face Amount before the Insured’s death. If the Insured 
is terminally ill, we will pay an Accelerated Benefit in the amount requested by the Owner, subject to the provisions of 
this endorsement.

To qualify for this benefit, the patient must have a life expectancy of twelve months or less. In your estimation, does 
your patient meet this requirement?

	   no

	   yes, my patient has a life expectancy of twelve months or less. Estimated Number of months__________

1.	 DIAGNOSIS & PROGNOSIS

2.	 HISTORY	 Mo. _________________ Day ___________ Year _________

	 (a.) When did symptoms first appear or accident  happen?

3.	 PRESENT CONDITION	 Is the patient mentally capable of handling his/her own affairs?

	 (a)  Subjective symptoms	   Yes              No        If  No, is there a legal guardian?
	
	 (b)  Objective findings
	       (Include results of current X-rays, E.K.G.s, all other	 ____________________________________________________
	       special tests)

 	 (c) Is patient:	   Ambulatory?	      Bed Confined? 
		   	        

			     House Confined?	       Hospital Confined?

4.    TREATMENT

	 (a)  Date of first visit	          Mo.______________ Day _______________ Year __________	

	 (b)  Date of last visit	          Mo.______________ Day _______________ Year __________	

	 (c)  Frequency of visits		     Weekly             Monthly            Other ______________	

	 When did you last examine the patient?	          Mo.______________ Day _______________  Year _________

5.   If patient hospitalized, give name and address of hospital.                        Give names and addresses of all doctors treating your patient.

	 Hospital _______________________________________________

City and State __________________________________________

Admitted __________________ Discharged __________________

   It would be helpful to our evaluation of this claim to include a copy of the most recent hospital summary and office notes.

NOTE:	ANY CHARGE FOR THESE RECORDS MUST BE THE RESPONSIBILITY OF THE INSURED.

_____________________________________________________________________________________________________________________________________
    Physician’s signature		                         Date	 Telephone number

___________________________________________________________
    Physician’s printed name

    ____________________________________________________________________________________________________________________________________
    Street Address		  City	                        State	                                                     Zip Code
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Important Notice

In some states we are required to advise you of the following:  Any person who, with intent to defraud or knowing 
that he is facilitating a fraud against an insurer, submits an application containing a false or deceptive statement 
may be guilty of insurance fraud.  

Please review the appropriate fraud warning relevant to the state that you reside in prior to submitting your claim.

Alabama – 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 – Any 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 – “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 – 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 – 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 – 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 damages. 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:  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.  
District of Columbia – Warning: It is a crime to provide false or misleading information to an insurer for the 
purpose of defrauding the insurer or any other person. Penalties include imprisonment and/or fines. In addition, an 
insurer may deny insurance benefits if false information materially related to a claim was provided by the applicant.
Florida:  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.
Idaho – Any person who knowingly, and with intent to defraud or deceive any insurance company, files a statement 
of claim containing any false, incomplete, or misleading information is guilty of a felony.
Indiana – 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 – 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. 
Louisiana – 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.
Maine – It is a crime to knowingly provide false, incomplete, or misleading information to an insurance company for 
the purpose of defrauding the company.  Penalties my include imprisonment, fines, or a denial of insurance benefits.
Maryland – “Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or 
benefit or who knowingly or 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 – 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 state prison.
Minnesota – A person files a claim with intent to defraud, or helps commit a fraud against an insurer, is guilty of  
a crime.                                                                                                      
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New Hampshire – 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 or punishment 
for insurance fraud, as provided in RSA 638:20.
New Jersey – Any person who includes any false or misleading information on an application for an insurance 
policy is subject to criminal and civil penalties.
New Mexico – 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.
New York - GENERAL:  Any person who knowingly and with intent to defraud any insurance company or other per-
son 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 shall also be subject to a civil penalty not to exceed five thousand dollars and the stated 
value of the claim for each such violation.
Ohio – 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 informa-
tion is guilty of a felony.
Oregon – Any person who knowingly and with intent to defraud or solicit another to defraud an insurer: (1) by submitting 
an application, or (2) by filing a claim containing a false statement as to any material fact thereto, may be committing a 
fraudulent insurance act, which may be a crime and may subject the person to criminal and civil penalties.
Pennsylvania – 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.
Puerto Rico – Any person who, knowingly and with the intent to defraud, presents false information in an insur-
ance request form, or who presents, helps or has presented a fraudulent claim for the payment of a loss or other 
benefit, presents more than one claim for the same damage or loss, will incur a felony, and upon conviction will 
be penalized for each violation with a fine no less than five thousand (5,000) dollars nor more than ten thousand 
(10,000) dollars, or imprisonment for a fixed term of three (3) years, or both penalties. If aggravated circumstances 
prevail, the fixed established imprisonment may be increased to a maximum of five (5) years; if attenuating  
circumstances prevail, it may be reduced to a minimum of two (2) years.   
Rhode Island – 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. 
Tennessee – 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 – 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.
Utah – Any person who knowingly presents false or fraudulent underwriting information, files or causes to be filed 
a false or fraudulent claim for disability compensation or medical benefits or submits a false or fraudulent report or 
billing for health care fees or other professional services is guilty of a crime and may be subject to fines and  
confinement in state prison.  Utah Workers Compensation claims only
Virginia – 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.
Washington – 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.
West Virginia – 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.
In All Other States – Any person who, with intent to defraud or knowing that he is facilitating a fraud against an  
insurer submits an application containing a false or deceptive statement may be guilty of insurance fraud.


