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The Standard Life Insurance Company of New York
877.237.5915 Tel . .y .
85 Allen Street, Suite 210 Rochester NY 14608 New YOl'k State Dlsablhty Clalm

Your New York State Disability Benefit Claim

This packet contains the forms that will help us to process your claim for New York State Disability Benefits. Please save a copy of
this material for your future reference. For specific information about your New York State Disability Benefits coverage, please
contact your employer’s benefits administrator or call The Standard Life Insurance Company of New York’s customer service line

listed at the top of this form.

How To Apply For Benefits
¢ The New York State Disability Benefits application consists of the DB-450 form. This is the only form thatis required as part
of vour appli fc ate Disability Benefits. The anda ections of this form are PART A — CLAIMANT’

1. You must complete and sign the section of the form called, PART A — CLAIMANT’S STATEMENT.

2. Your treating physician must complete the section of the form called, PART B — HEALTH CARE PROVIDER’S
STATEMENT.

* It is necessary for your employer to complete PART C - EMPLOYER’S STATEMENT. This information will assist us in
confirming your eligibility for the benefit and in determining the appropriate benefit level to which you may be eligible.

e  Please sign and date the AUTHORIZATION TO OBTAIN INFORMATION form. This authorization allows us to request
further information about your claim, if necessary.

Please send this information to The Standard Life Insurance Company of New York (The Standard) at the above address. Once
we receive your completed claim application, it will take approximately one week to make a claim decision. If we have not
reached a decision within one week, you will be notified with the details.

Other Benefits That May Reduce Your New York State Disability Benefits

Other benefits you receive may reduce the amount of New York State Disability Benefits due you. These benefits may include, but
are not limited to, unemployment compensation, Workers' Compensation, and Social Security Disability. To avoid a possible
overpayment of your claim, please inform The Standard if you receive other benefits.

Tax Withholding

Generally, the portion of your benefits subject to federal taxes, state taxes and city taxes (if applicable), is the percentage of
premium paid by your employer.

When You Return To Work

Your disability benefits will stop when you return to work. Be sure that you or your employer notify The Standard
immediately when you plan to return, or have returned to assure no overpayment occurs.
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CLAIMANT: READ THE FOLLOWING INSTRUCTIONS CAREFULLY

NOTICE AND PROOF OF CLAIM FOR DISABILITY BENEFITS

1. USE THIS FORM IF YOU BECOME SICK OR DISABLED WHILE EMPLOYED OR IF YOU BECOME SICK OR DISABLED WITHIN FOUR (4)
WEEKS AFTER TERMINATION OF EMPLOYMENT. USE CLAIM FORM DB-300 IF YOU BECOME SICK OR DISABLED AFTER HAVING
BEEN UNEMPLOYED MORE THAN FOUR (4) WEEKS.

2. YOU MUST COMPLETE ALL ITEMS OF PART A — THE “CLAIMANT'S STATEMENT". BE ACCURATE. CHECK ALL DATES.

3. BE SURE TO DATE AND SIGN YOUR CLAIM (SEE ITEM 12). IF YOU CANNOT SIGN THIS CLAIM FORM, YOUR REPRESENTATIVE MAY SIGN
IT IN YOUR BEHALF. IN THAT EVENT, THE NAME, ADDRESS AND REPRESENTATIVE'S RELATIONSHIP TO YOU SHOULD BE NOTED
UNDER THE SIGNATURE.

4. DO NOT MAIL THIS CLAIM UNLESS YOUR HEALTH CARE PROVIDER COMPLETES AND SIGNS PART B — THE “HEALTH CARE
PROVIDER'S STATEMENT.”

5. YOUR COMPLETED CLAIM SHOULD BE MAILED WITHIN THIRTY (30) DAYS AFTER YOU BECOME SICK OR DISABLED TO YOUR LAST
EMPLOYER OR YOUR LAST EMPLOYER'S INSURANCE COMPANY.

6. MAKE A COPY OF THIS COMPLETED FORM FOR YOUR RECORDS BEFORE YOU SUBMIT IT.

PART A — CLAIMANT’S STATEMENT (Please Print or Type) ANSWER ALL QUESTIONS

Social Security Number

MY NAME IS .eeeerererrssrerssnoinorsnsissnsssissnssstssnssssssssssssasssssssssssnssansasassssassasansass s I | | “ I rl l ' I

1.
First Middle ] L
2. NOEROER ...voveemnonisaruisennsansaransniil g A TR g
T BIING vy s oo snesnvmssesmswessupmsresssensnsdairmsssapmps sapainins 4. Date of Birth ....ccerivreiiiianen: 5. Married (Check one) O Yes [ No
My disability is (if injury, also state how, when and Where it OCCUITEA) ... e
7. | became disabled on ...........cccovemriirinesrininenninns s Dr— a. |worked onthatday [dYes [ No
y
b. | have since worked for wages or profit. [ Yes [ No If “Yes", giVe daLES .....cccevveviiviiiiiiiiis s
8. Give name of last employer. If more than one employer during the last eight (8) weeks, name all employers.
EMPLOYER'S DATES OF EMPLOYMENT AVEHC&%EVSEEKLY
FROM THROUGH (Include Bonuses, Tips,
BUSINESS NAME BUSINESS ADDRESS TELEPHONE NO. Commissions, Reasonable
Mo. Day Yr Mo. Day Yr. | value ofBoard, Rent, etc.)
DN IO . .o i s sk s 5 543450 5 4 S NSNS SO AR AP SEORATAEINRSSERSIAR.  HNSAERENAIBSRSmYS BRR IR bsANTEPas T YR DA assaRSs s arNes
Occupation Name of Union and Local Number, if Member
10. For the period of disability covered by this claim
a. Are you receiving wages, Salary Or SEPATAHON PAY: ......c.cceereurursruetriiasseseassessassesssssesssssesssssesesssessassessassesssssessessans QYes QONo
b. Are you receiving or claiming:
(1) Workers' compensation for work-connected disability .... ...dYes O No
(2) Unemployment Insurance Benefits ...........cccovvivnnvennens ... dYes O No
(8) Damages for Personal INJUNY ........ooieeiriesns e s b b s bes e absss s b ss e s sranesseabaaenas ...dYes O No
(4) Benefits under the Federal Social Security Act for long-term disability ..........cccccoiiiiininiiiiinn QYes O No
IF “YES" IS CHECKED IN ANY OF THE ITEMS IN 10a OR 10b, COMPLETE THE FOLLOWING:
| have [ received [ claimed O v nnnmmnannanssmansy TR Hiepetiog e 0. oo T
11. | have received disability benefits for another period or periods of disability within the 52 weeks immediately before my
O ORI NI .. .l . . ceanionsas aitisssiak s i i o5 i s e A SRS S G S s s SSSa A QYes O No
If “Yes”, fill in the following: | have been paid by ...........cccciviieiiiiiiiiieiinicciccisiceee. FIOM T T i o pRAEars PR
12. | have read the instructions above. | hereby claim Disability Benefits and certify that for the period covered by this claim | was disabled;

and that the foregoing statements, including any accompanying statements, are to the best of my knowledge true and complete.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD PRESENTS, CAUSES TO BE PRESENTED, OR PREPARES WITH KNOWLEDGE OR BELIEF THAT IT
WILL BE PRESENTED TO OR BY AN INSURER, OR SELF-INSURER, ANY INFORMATION CONTAINING ANY FALSE MATERIAL STATEMENT OR CONCEALS ANY MATERIAL
FACT SHALL BE GUILTY OF A CRIME AND SUBJECT TO SUBSTANTIAL FINES AND IMPRISONMENT.

B T BRI 011 . o s oo SRR P S0 S A A SRS WS SRS e e S g i b susn =i R E B s e o e T AR A A SR T O ARS8
Date Claimant’s Signalure

If signed by other than claimant, print below: name, address, and relationship of representative.

Disclosure of Information: The Board will not disclose any information about your case to any unauthorized party without your consent. If you
choose to have such information disclosed to an unauthorized party, you must file with the Board an original signed Form OC-110A, Claimant’s
Authorization to Disclose Workers' Compensation Records, or an original signed, notarized authorization letter. You may telephone your local WCB
office to have Form OC-110A sent to you, or you may download it from our web page, www.wcb.state.ny.us. It can be found under the heading
Common Forms Online. Mail the completed authorization form or letter to the address given below.

IF YOU HAVE ANY QUESTIONS ABOUT CLAIMING DISABILITY BENEFITS,
CONTACT THE NEAREST OFFICE OF THE NYS WORKERS' COMPENSATION 5
BOARD, OR WRITE TO: WORKERS' COMPENSATION BOARD, DISABILITY JUNTA DE COMPENSACION OBRERA DE NUEVA YORK, O ESCRIBA A:
BENEFITS BUREAU, 100 BROADWAY-MENANDS, ALBANY, NY 12241-0005

S| TIENE DUDAS RELACIONADAS CON LA RECLAMACION DE BENEFICIOS
POR INCAPACIDAD, COMUNIQUESE CON LA OFICINA MAS CERCANA DE LA

WORKERS' COMPENSATION BOARD, DISABILITY BENEFITS BUREAU, 100
BROADWAY-MENANDS, ALBANY, NY 12241-0005

DB-450 (2-04) HEALTH CARE PROVIDER MUST COMPLETE PART B ON REVERSE
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NOTICE AND PROOF OF CLAIM FOR DISABILITY BENEFITS

IMPORTANT: USE THIS FORM ONLY WHEN THE CLAIMANT BECOMES SICK OR DISABLED
WHILE EMPLOYED OR BECOMES SICK OR DISABLED WITHIN FOUR (4) WEEKS AFTER
TERMINATION OF EMPLOYMENT. OTHERWISE USE CLAIM FORM DB-300.

PART B — HEALTH CARE PROVIDER’S STATEMENT (Please Print or Type)

THE HEALTH CARE PFIOVIDEH S STATEMENT MUST BE FILLED IN COMPLETELY AND THE FORM MAILED TO THE
OR @ 0 OR RE D TO AIMA :N DAYS OF THE

FIECEIPT OFTHE FORM For item 7d gwe approxlmate date. Make some estu‘nate If d:sabillty is caused by or arising in
connection with pregnancy, enter estimated delivery date under “Remarks.”

JACIITTIE IO, (i st s dia i s s evsvuss 2. Date of Birth ....cocoeveeveennnnnn 3. Sex O Male [ Female

4, DIAQNOSISIANBIYSIS ...viviseiiimisessisisiiniinieiessass e s s b e b s e RS RS S s Diagnosis Code........cccovieeeirininens
A. ClAIMANTS SYMPLOMS 1.vvverevereieseieseiiciissessssssssesssss s ass s a8 eE b8 44 EE 8oL L L8028 0 0884844484004 8 b s

6. Operation Indicated? EhVeE TONe: 8 TP mmwoissisciismminisscssssnmmanses D. DALE ...coruvrnrrnesuesnesnesnessssnrsasssarassassassnssenansons

7. Enter Dates for the Following:

. Date of your first treatment for this disability .........cocvvivininiiiiiinn
Date of your most recent treatment for this disability ..........cccoccviviiiniiiinns
Date claimant was unable to work because of this disability ......................

. Date claimant will be able to perform usual WOrk .........cccoeceeviiniciiniinineiiinn
(Even if considerable question exists, estimate date. Avoid use of terms such as unknown or undetermined.)

8. In your opinion, is this disability the result of injury arising out of and in the course of employment or occupational disease?
OyYes ONo
If yes, has form C-4 been filed with the Workers’ Compensation Board? [ Yes [ No

Homarhs (attaech additional shaet, I NECBSSATY) i iwisuniiniiiiiiiiisossoiosioissi fosessisssssosfoimiva sy iy s s s passvianssass s i sssunssiiesdasissn
(If disability is pregnancy related, please enter estimated delivery.)

aoow

| affirm that [ Chiropractor [ Physician [ Psychologist Licensed in the State of License Number
lam a O Dentist O Podiatrist [ Nurse-Midwife

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD PRESENTS, CAUSES TO BE PRESENTED, OR PREPARES WITH KNOWLEDGE OR BELIEF THAT
IT WILL BE PRESENTED TO OR BY AN INSURER, OR SELF-INSURER, ANY INFORMATION CONTAINING ANY FALSE MATERIAL STATEMENT OR CONCEALS ANY
MATERIAL FACT SHALL BE GUILTY OF A CRIME AND SUBJECT TO SUBSTANTIAL FINES AND IMPRISONMENT.

HeaRir Care Providers: SBINAIIAS: . ui o muiasaiiniinmsieiii iy siss i iimssiemaiissssionsssibysssssrsvssnias
Health Care Provider's Name (Please Print) .....
Office Address ......... L

HIPAA NOTICE — In order to adjudicate a workers’ compensation claim, WCL13-a(4)(a) and 12 NYCRR 325-1.3 require health care providers to regularly file medical
reports of treatment with the Board and the carrier or employer. Pursuant to 45 CFR 164.512 these legally required medical reports are exempt from HIPAA's
restrictions on disclosure of health information.

THE WORKERS’ COMPENSATION BOARD EMPLOYS AND SERVES PEOPLE WITH DISABILITIES WITHOUT DISCRIMINATION.
DB-450 Reverse (2-04)
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The Standard Life Insurance Company of New York .
2 i New York State Disability Claim

877.237.5915 Tel .
85 Allen Street, Suite 210 Rochester NY 14608 Employer’s Statement

PART C - EMPLOYER’S STATEMENT (Please Print or Type)
Social Security No.: Job Title: (Please attach a copy of the job description.) 1. Date Employed:

Employee's Full Name:

2. Is employee insured for Statutory Disability benefits?  []Yes [INo |[3. Is disability work related? CYes [INo [ Undetermined

- Work Location:
effective date:
Address:

Is employee insured for Short Term Disability benefits? []Yes [ No State: Zip Code:
effective date: -

4. Has the employee filed for: Workers' Compensation: [JYes [JNo
Is employee insured for Long Term Disability benefits? [] Yes [ No Other: ClYes [INo
WO : Weekly Amount:

Name of Workers'
Compensation carrier:

Address:
State: ______ Zip Code:

5. Is employee a member of a union, which provides New York State Disability benefits? [ Yes [ No
6. Has the employee had a claim for New York DBL benefits in the past 52 weeks? []Yes [ No [J Unknown
If yes, please indicate the dates these benefits were paid:

If employee is no longer in your employ, check reason:  [] labor dispute [ lack of work [ fired [ quit [ other (please explain):

>

8. Do you expect to rehire? []Yes [ No 9. Has the employee received Unemployment Insurance Benefits? [JYes [J] No
(if yes, include dates):
10. Employee's earnings 8 weeks prior to disability (including the week in which disability occured):

Week Ending No. Days Check days normally worked:
Month Day Year Worked Amount ] Monday

[ Tuesday

[ Wednesday
[ Thursday
[ Friday

[ saturday
[ Sunday

12. Job status when disability began: [ Full-ime  ( hours/week)
11. Last active day at work: [ Part-time  ( hours/week)
14. Are wages being continued during disability? []Yes [] No
13. Date employee returned to work: If “Yes”, does the employer request reimbursement? []Yes [] No
15. Through what date are wages being continued? Through what date is the employer requesting reimbursement?
Type of wages continued: [] Sick Pay [] Vacation Pay [] Salary Continuation [] Other:
16. Is & ee subject to: N ;
srgg::ly = cun'tly taxes? [JYes []No 17. What percentage of the Statutory Disability premium does the employerpay? %
Medicare taxes? OYes [ No What percentage of the Short Term Disability premium does the employerpay? %
18. Are employee premiums paid with pre-tax dollars (IRC Section 125 cafeteria plans)? [JYes [] No
Employer: Phone No.: Policy No.:
Jack Byrne Ford & Mercury, Inc. ( ) 648567
Address: City: State: Zip Code:

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 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.

Signature: Date:
SNY 13318 40f6 (3/07)




The Standard Life Insurance Company of New York

New York State Disability Claim

877.237.5915 Tel b . z
85 Allen Street, Suite 210 Rochester NY 14608 Authorization to Obtain Information

I AUTHORIZE THESE PERSONS having any records or knowledge of me or my health:

® 8 & & 8 & * 0

Any physician, medical practitioner or health care provider. o

Any hospital, clinic, pharmacy or other medical or medically related facility or association.

Any insurance company.

Any employer or plan sponsor.

Any organization or entity administering a benefit program.

Any educational, vocational or rehabilitational organization or program.

Any consumer reporting agency, financial institution, accountant, or tax preparer.

Any government agency (for example, Social Security Administration, Public Retirement System, Railroad Retirement Board, etc.).

TO GIVE THIS INFORMATION:

Charts, notes, x-rays, operative reports, lab and medication records and all other medical information about me, including

medical history, diagnosis, testing and test results. Prognosis and treatment of any physical or mental condition, including:

e Any disorder of the immune system, including HIV, Acquired Immune Deficiency Syndrome (AIDS) or other
related syndromes or complexes.

*  Any communicable disease or disorder.

*  Any psychiatric or psychological condition, including test results, but excluding psychotherapy notes. Psychotherapy
notes do not include a summary of diagnosis, functional status, the treatment plan, symptoms, prognosis and progress
to date.

*  Any condition, treatment, or therapy related to substance abuse, including alcohol and drugs.

and:

Any non-medical information requested about me, including such things as education, employment history, earnings

or finances, or eligibility for other benefits (for example, Social Security Administration, Public Retirement System, Railroad

Retirement Board, claims status, benefit amounts and effective dates, etc. ).

TO THE STANDARD LIFE INSURANCE COMPANY OF NEW YORK (THE STANDARD).

I acknowledge that any agreements 1 have made to restrict my protected health information do not apply to this
authorization and I instruct the persons and organizations identified above to release and disclose my entire medical
record without restriction. I understand that The Standard will use the information to determine my eligibility or
entitlement for insurance benefits.

I understand and agree that this authorization shall remain in force throughout the duration of my claim for benefits with
The Standard. I understand that I have the right to refuse to sign this authorization and a right to revoke this authorization
at any time by sending a written statement to The Standard, except to the extent it has been relied upon to disclose
requested records. A revocation of the authorization, or the failure to sign the authorization, may impair The Standard’s
ability to evaluate or process my claim and may be a basis for denying my claim for benefits.

I understand that in the course of conducting its business, The Standard may disclose to other parties information it has
about me. The Standard may release this information about me to a reinsurer, a plan administrator, or any person
performing business or legal services for The Standard in connection with my claim.

I understand that The Standard complies with state and federal laws and regulations enacted to protect my privacy. I also
understand that the information disclosed to The Standard pursuant to this authorization may be subject to redisclosure
with my authorization or as otherwise permitted or required by law. (Disability coverage is not subject to the Privacy Rules
of the Health Insurance Portability and Accountability Act [HIPAA] and therefore the release of information to The
Standard is not protected under the Act.)

I 'acknowledge that I have read the authorization and the state variations (if applicable) on page 6. A photocopy or facsimile
of this authorization is as valid as the original and will be provided to me upon request.

Name (please print) Social Security No.

Signature of Claimant/Representative Date

If signature is provided by legal representative (e.g., Attorney in Fact, guardian or conservator), please attach documentation of
legal status.

This Authorization is a two-page document. Please see page 6 for additional terms and information. Both pages are part of the Authorization.
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The Standard Life Insurance Company of New York
877.987.5915 Tel New York State Disability Claim
85 Allen Street, Suite 210 Rochester NY 14608 Authorization to Obtain Information

Some states require us to provide the following information to you and to those persons and entities disclosing information
about you:

FOR RESIDENTS OF MINNESOTA

This authorization excludes the release of information about HBV (Hepatitis B Virus), HCV (Hepatitis C Virus), or HIV
(Human Immunodeficiency Virus) tests which were administered (1) to a criminal offender or crime victim as a result of a
crime that was reported to the police; (2) to a patient who received the services of emergency medical services personnel at a
hospital or medical care facility; (3) to emergency medical personnel who were tested as a result of performing emergency
medical services. The term “emergency medical personnel” includes individuals employed to provide pre-hospital emergency
services; licensed police officers, firefighters, paramedics, emergency medical technicians, licensed nurses, rescue squad
personnel, or to other individuals who serve as volunteers of an ambulance service who provide emergency medical services;
crime lab personnel, correctional guards, including security guards, at the Minnesota security hospital, who experience a
significant exposure to an inmate who is transported to a facility for emergency medical care; and other persons who render
emergency care or assistance at the scene of an emergency, or while an injured person is being transported to receive medical care
and who would qualify for immunity under the good samaritan law.

FOR RESIDENTS OF NEW MEXICO

The state of New Mexico requires us to provide you with the following information pursuant to its Domestic Abuse Insurance
Protection Act.

The accompanying Authorization to Obtain Information allows The Standard Life Insurance Company of New York (The Standard)
to obtain personal information as it determines your eligibility for insurance benefits. The information obtained from you and
from other sources may include confidential abuse information. “Confidential abuse information” means information about acts
of domestic abuse or abuse status, the work or home address or telephone number of a victim of domestic abuse or the status ofan
applicant or insured as a family member, employer or associate of a victim of domestic abuse or a person with whom an applicant
or insured is known to have a direct, close personal, family or abuse-related counseling relationship. With respect to confidential
abuse information, you may revoke this authorization in writing, effective ten days after receipt by The Standard, understanding
that doing so may result in a claim being denied or may adversely affect a pending insurance action.

The Standard is prohibited by law from using abuse status as a basis for denying, refusing to issue, renew or reissue or canceling
or otherwise terminating a policy, restricting or excluding coverage or benefits of a policy or charging a higher premium for a
policy.

Upon written request you have the right to review your confidential abuse information obtained by The Standard. Within 30
business days of receiving the request, The Standard will mail you a copy of the information pertaining to you. After you have
reviewed the information, you may request that we correct, amend or delete any confidential abuse information which you believe
is incorrect. The Standard will carefully review your request and make changes when justified. If you would like more information
about this right or our information practices, a full notice can be obtained by writing to us.

If you wish to be a protected person (a victim of domestic abuse who has notified The Standard that you are or have been a victim
of domestic abuse) and participate in The Standard’s location information confidentiality program, your request should be sent
to the same address above.
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