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HARTFORD LIFE INSURANCE COMPANY
HARTFORD LIFE AND ACCIDENT INSURANCE COMPANY

APPLICATION FOR SHORT TERM DISABILITY INCOME BENEFITS

This application package is divided into four sections, as follows:

Section | Employer’s Statement - to be completed by the employer’s authorized representative.

Section Il Employee’s Statement - to be completed by the employee who is applying for Short
Term Disability Benefits

Section Il Authorization to Obtain Information - to be signed by the employee.

Section IV Attending Physician’s Statement - to be completed by the physician who is treating
the employee.

PLEASE SEE THAT ALL SECTIONS ARE FULLY COMPLETED AND SIGNED. FORWARD THE COMPLETED
APPLICATION TO YOUR HARTFORD BENEFIT MANAGEMENT SERVICE CENTER.
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