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Your New York State Disability Benefit Claim

This packet contains tile [onus that "ill help liS (0 process your claim for NewYorkState Disahility Benefits. Plea.sesave a copy of
this material for your future reference. For specific information about your New York State Disability Benefits coverage, plea~
contact your employer's benefit'i administralOforcalllllc St"lndard Life Insurance Company of NewYork's clIstolJ)crscn;cc line
listed at the top of this form.

How To Apply For Bencfil<t

• The NewYork State Disahility Hcnefits application consist ••of the 01\450 forlll. This is the only [OOU that is rrq"jn'd as part
of yo \If application for NrwYork State Disability {kneOls The twomandator:ysretions of this f(>onare PARTA- CIAIhJANT'S
STATEMEl\'T and PART II-liMn£! CARE PROVIDER'S STATEMFNT
I. You must complete and sign the section of the form called, PARTA - CLAIMANT'S STATEMENT.
2. Your treating physician must complete the section of the form called, PART B - HEALTH CARE PROVIDER'S

STATE~lEl\'T.
• 11is necessary for your employer to complete PARr c - E~IPLOYER'S STATEMENT. ll1is infonnation \''trillassist us in

confianing your eligibility for the benefit and in determining the appropriate benefil (evc1tDwhich YOll may he eligible.
• Please sign and date the AUTI JORIZATION TO OHTAIN INFOR~1ATION fonH. This authori7.ation allows us to request

further information abollt YOllrclaim, if necessary.
Please S('J1(( this information to The Standard Life Insurance C.•olllpany of NewYork (The Slandard) at the above address. Once
we [("ceive your completed claim application, it will take approximately one week 10 make a claim decision. If we have nol
reached a decision ",ithin aile week, you ",ill ue notified with the details.

Other Benefits That May Reduce Your New York State Disability Benefits

Other benefits you recei,'e lila)' reduce the amount of Nc,••'YorkState Disability Benefits duc you. 'Illese benefits may include, but
arc not limited 10, IlIlemplo}1ucnl compensation, 'Yorkers' C..ompensation, and Social Security Disability. To avoid a possiblc
overpayment of your claim, pleast~inform TIlC Standard if you receive other benefits.

Tax Withholding

Generally, the portion of your uenefits subject to federallaxcs, state taxes and city laxes (ifapplicahle), is the pcrcenragc of
premium paid by your employer.

'VIlen You Return To '",'ork

Your disability benefits will stop when you return to work. He sure that you or your employer notify The Standard
immediately when you plan to return, or have returned 10 assure no overpayment occurs.
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NOTICE AND PROOF OF CLAIM FOR DISABILITY BENEFITS
CLAIMANT:READTHE FOLLOWINGINSTRUCTIONSCAREFULLY
1 USE THIS FORM IF YOU BECOME SICK OR DISABLEDWHILE EMPLOYEDOR IFYOU BECOME SICK OR DISABLEDWITHIN FOUR (4)
. WEEKS AFTER TERMINATION OF EMPLOYMENT.USE CLAIM FORM DB-300 IF YOU BECOME SICK OR DISABLED AFTER HAVING
BEEN UNEMPLOYEDMORETHAN FOUR (4)WEEKS.

2. YOUMUSTCOMPLETEALL ITEMSOF PARTA - THE "CLAIMANT'S STATEMENT".BE ACCURATE.CHECKALL DATES.
3. BE SURETO DATEANDSIGNYOURCLAIM (SEE ITEM 12).IFYOU CANNOTSIGNTHISCLAIMFORM.YOURREPRESENTATIVEMAYSIGN

IT IN YOUR BEHALF. IN THAT EVENT,THE NAME. ADDRESS AND REPRESENTATIVE'SRELATIONSHIPTOYOU SHOULD BE NOTED
UNDERTHE SIGNATURE.

4. DO NOT MAIL THIS CLAIM UNLESS YOUR HEALTH CARE PROVIDER COMPLETES AND SIGNS PART B - THE "HEALTH CARE
PROVIDER'S STATEMENT,"

5. YOURCOMPLETEDCLAIM SHOULDBE MAILEDWITHINTHIRTY(30) DAYSAFTERYOU BECOME SICK OR DISABLEDTOYOURLAST
EMPLOYERORYOURLAST EMPLOYER'SINSURANCECOMPANY,

6. MAKEA COPYOFTHIS COMPLETEDFORMFORYOURRECORDSBEFOREYOUSUBMIT IT.

PART A _ CLAIMANT'S STATEMENT (Please Print or Type) ANSWER ALL QUESTIONS Social Security Number

1. My name is [==rr=J0:=1o:=IIJ
FInl I.Id<I8 las!

2. Address .
NI6nb« $1.-1 CIlyOfT""," Stme ZlpCode ApI,No,

3. Tel. No 4. Dale of Birth 5. Married (Check one) DYes D No

6. My disabilily is (if injury, also state hQw. YiMn and Yihw:a it occurred) .

..............................................................................................................................................................................................................
7. I became disabled on a. I worked on that day DYes D No

Manlh OIly Veal

b. I have since worked for wages or profit. DYes D No If "Yes", give dates .

..............................................................................................................................................................................................................
8. Give name of last employer. If more than one employer during the last eight (8) weeks, name all employers.

EMPLOYER'S DATESOF EMPLOYMENT AVERAGEWEEKLY
WAGES

FROM THROUGH (Include Bonuses, Tips,
BUSINESSNAME BUSINESSADDRESS TELEPHONENO. Commissions. Aeasonable

Mo. Day Yr. Mo. Day Yr. Value of Board. Rent. elc.)

9. My job is or was .-10. For the period of disability covered by this claim
a. Are you receiving wages, salary or separation pay: 0 Yes 0 No
b. Are you receiving or claiming:

(1) Workers' compensation for work-connected disability DYes
(2) Unemployment Insurance Benefits DYes
(3) Damages for personal injury DYes
(4) Benefits under the Federal Social Security Act for long-term disability DYes

IF "YES" IS CHECKED IN ANY OF THE ITEMS IN lOa OR lOb, COMPLETE THE FOLLOWING:
I have D received D claimed from for the period to .

""" """11. I have received disability benefits for another period or periods of disability within the 52 weeks immediately before my
present disability began DYes DNa
If "Yes", fill in the following: I have been paid by From To .

••• •••
12. I have read the instructions above. I hereby claim Disability Benefits and certify that for the period covered by this claim I 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.

Claim signed on " " .
Date ~~

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 10 any unauthorized party without your consent. II you
choose 10 have such information disclosed to an unauthorized party, you must file with Ihe Board an original signed Form OC.110A, Claimant's
Authorization to Disclose Workers' Compensation Records. or an original signed. notarized authorization lener. You may telephone your local WeB
oUice 10 have Form OC.110A senl 10 you. or you may download it from our web page. www.wcb.state.ny.us. II can be found under the heading
Common Forms Online. Mail the completed aulhorization form or leUer to the address niven below.

IF YOU HAVE ANY QUESTIONS ABOUT CLAIMING DISABILITY BENEFITS,
SI TIENE DUDAS RELACIONADAS CON LA REClAMACION DE BENEFICIOS
POR INCAPACIDAD. COMUNIQUESE CON LA OFICINA MAS CERCANA DE LA

CONTACT THE NEAREST OFFICE OF THE NYS WORKERS' COMPENSATION JUNTA DE COMPENSACION OBRERA DE NUEVA YORK. 0 ESCRIBA A:
BOARD. OR WRITE TO: WORKERS' COMPENSATION BOARD. DISABILITY WORKERS' COMPENSATION BOARD. DISABILITY BENEFITS BUREAU. 100
BENEFITS BUREAU. 100 BROADWAY-MENANDS. ALBANY, NY 12241-0005 BROADWAY-MENANDS, ALBANY. NY 12241.0005

DB-45() (2-{)4)
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NOTICE AND PROOF OF CLAIM FOR DISABILITY BENEFITS
IMPORTANT: USE THIS FORM ONLYWHEN 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 PROVIDER'S STATEMENT MUST BE FILLED IN COMPLETELV AND THE FORM MAILED TO THE
INSURANCE CARRIER OR SELF-INSURED EMPLOYER. OR RETURNED TOTHE CLAIMANT WITHIN SEVEN DAYS OFTHE
RECEIPT OF THE FORM. For item 7d, give approximate date. Make some estimate. If disability is caused by or arising in
connection with pregnancy, enter estimated delivery date under "Remarks:'

1. Claimant's Name """."".""""""."""""""""",."""""".",,"""""""""" 2. Date 01Birth """"."."."."." 3, Sex 0 Male 0 Female

4. Diagnosis! Analysis '.' , ' Diagnosis Code ' .
a. Claimant's Symptoms , ' ' .
.................................................................................................................................................................................................................
.... .
b. Objective Findings .
.................................................................................................................................................................................................................

5, Claimant Hospitalized? 0 Ves 0 No From "." " " ""."" " ""." " "." To ." "."."."." " " " "." " .

6, Operation Indicated? 0 Ves 0 No a, Type .." " " """.""."""""." "." " b, Date ."." "." " " " "." ..

7. Enter Dates for the Following: I Month • Oay I Yea,
a. Date of your first treatment for this disability .
b. Date of your most recent treatment for this disability _
c. Date claimant was unable to work because of this disability _
d. Date claimant will be able to perform usual work _

(Even if considerable question axists. estimate date. Avoid use 01terms such as unknown or undetermined.)

o Physician 0 Psychologisto Podiatrist 0 Nurse-Midwife
I affirm that D Chiropractor
I am a 0 Dentist

8. In your opinion. is this disability the result of injury arising out of and in the course of employment or occupational disease?
OVes ONo
If yes. has form C-4 been filed with the Workers' Compensation Board? 0 Ves 0 No
Remarks (attach additional sheet, il necessary) , , ,,, ,.., , ,.., , ,.., , ,,, .

(If disability Is pregnancy related. please enter estimated delivery.)

Licensed in the State of License Number

ANY PERSON WHO KNOWINGLY AND WITH INTENTTO DEFRAUD PRESENTS. CAUSES TO BE PRESENTED, OR PREPARES WITH KNOWLEDGE OR BELIEF THAT
IT Will BE PRESENTED TO OR BY AN INSURER, OR SELF.1NSURER, 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.

Health Care Provider's Signature Date .
Health Care Provide~s Name (Please Print) "."." " ..""."" "" ..""." ".""." "."." "." " Tel. No ..""""."."."."."." " ""
Office Address "." "."."." "." .."." .."." "."."" ".""."" "".""." "".".""."."." ..""."."."."." .." " "."." " "." " .

~ SII1NIl QlyOfTown S1lI.. Zip

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
reslrlclions on disclosure of health Information.

THE WORKERS' COMPENSATION BOARO 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
877.237.5915 "lei
85AII("11 Street. Suite 210 Rochesler NY 14608

New York State Disability Claim
Employer's Statement

PART C EMPLOYER'S STATEMENT (Please Print or Tvpe) 11. DateEmployed:Employee'sFullName: I Socialsecurity No.: JobTitle: (Please attach B copy of the Job description.)

2. Is employee insured for Statutory Disability benefits? DYes DNa 3. Is disability work related? DYes DNa o Undetermined

Work Location:
ellectiv8 date:

Address:

Is employee insured lor Short Term Disability benefits? DYes DNa State: Zip Code:
effective dale:

4. Has the employee filed tor. Workers' Compensation: Dyes DNa
Is employee insured tor Long Term Disability benefits? DYes DNa Other: DYes DNa
effective dale: Weekly Amount:

Name 01Workers'
Compensation carrier:

Address:

Stale: Zip Code,

5. Is employee a member of a union. which provides New York State Disability benefits? DYes DNa
6. Has the employee had a claim for New York DBl benefits in the past 52 weeks? DYes DNa o Unknown

It yes, please indicate the dates these benefits were paid:

7. II employee is no longer in your employ, check reason: D labor dispute D lack of work D lired D quit D other (please explain):

6. Do you expect to rehire? DYes DNa 9. Has the employee received Unemployment Insurance Benefits? DYes DNa
(if yes, include dates):

10. Employee's earnings 8 weeks prior to disability (including the week in which disability occured):

WeekEnding No. Days Check days normally worked:
Month OS" Year Worked Amount D Monday

D Tuesday

oWednesday

D Thursday

o Friday

o Saturtlay
o Sunday

12. Job status when disability began: o FulHima (__ hourslweek)
11. last active day at work: D Part-time ( hourslweek)

14. Are wages being continued during disability? DYes D No
13. Date employee returned to Y.Qrk:. If "Yes", does the employer request reimbursement? 0 Yes 0 No

15. Through what date are wages being continued? Through what date is the employer requesting reimbursement?

Type of wages continued: o SickPay o Vacation Pay D Salary Continuation o Other;
16. Is employee subject to:

17. What percentage of the Statutory Disability premium does the employer pay? %Social security taxes? DYes DNa
Medicare taxes? DYes DNa What percentage 01 the Short Term Disability premium does the employer pay? %

18. Are employee premiums paid with pre-tax dollars (lAC Seclion 125 cafeteria plans)? DYes DNa
Employer: PhoneNo.: Policy No.:
Jack Byrne Ford & Mercury, Inc. ( ) 648567
Address: City: Siale: I ZlpCode:
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 matertal therelo, commits a
fraudulent insurance act, which is a crtme, and shalt also be subject 10a civil penalty not to exceed five thousand dollars and the stated value of the claim
lor each such vk>lation.

Signature: Dale:
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The Standard Life lnsnrance Company of New York
877.237.5915 Tel
85 Allen SUccl, Suite 210 Rochester NY 14608

New York State Disability Claim
Authorization to Obtain Information

I AUfHORIZE THESE PERSONS having any records or knowledge of me Of my heahh:
• Any physician, medical practitioner or health care provider.
• Any hospital, dinic, pharmacy or other medical or medically related facility or association.
• Any insurance company.
• Any employer Of plan sponsor.
• Any organization or entity administering a b(~llefilprogr.un.
• Any educational, vocational or rchabilitaliollal organization or program.
• Any consumer reporting agency. financial institution. accountant, or lax preparer.
• Any govcnllJlcnt agency (for e.xnmplR, Social Smlril)' I'tdmillutralion, Public llrt;w11If7It System, Railroad lutiwmnll Board, etc.).

TO GIVE THIS INFORMATION:
• Charts, notes, x-rays,oper<lti\'l~reports, lab and mcdication rccords and all oth(~rmedical infonnation ahout me, including

mcdical history, diagnosis, testing-and test results. Prognosis and treatmelll of allYphysicalor mental condition, including:
• Any disorder of the immunc system, including Iny, Acquired Imlllunc Dcficiency Syndrome (AIDS) or other

related syndromes or complexes.
• Any COl1ll1lunicabledisease or disordcr.
• Any psychiatric or psychological condition, including test results, but excluding psychotherapy notes. Psychotherapy

notes do not include a summaI]' of diagnosis, fUllctionalstaniS,thc In~aUl1entplan, symptoms, prognosis and proh'TCSS
to date.

• Any conditioll, trcatmcnt, or therapy related to substance abuse, including alcohol :lIId drugs.
and:

• Any lIon-mcdical information requested abotltlllc, inc!mling such thillgs as education, cmploymcnt history, earnings
or finances, or eligihility for other benefits ifor example, Social SecuritJ' Administration, Public Retirement System, Railroad
Retirement Board, claims status, benefit amorwts and effective dates, etc.).

TO THE STANDARD LIFE INSURANCE COMPANY OF NllI' YORK (THE STANDARD).
•

•

•

•

•

I acknowledgt~ that any agrc.'ements I have made to restrict my protected health information do not apply to this
authorization and I instnlCt the persons and organizations idcntified above to release and disclose my cntire mcdical
rccord without restriction. I understand thai The Standard will use the information to determine my eligibility or
entitlement for insurance benefits.
1ll1lderstaJulalld agree that tilis allthori7.ationsllatl remain ill force througllOllt lIle duratiOlI of my claim for bellefilSwilli
The Standard. I understand that 1have the right to refusc to sign this aulllOri7.ationand a right to revoke this aulllOrization
at ;my time by scnding a wriuen statcment to llic Standard, exn'pt to lIle extent it h:L<; been relicd upon to discloSt~
requcsted records. A revocation of the authon7.ation, or the f<lilure10sib'lltlu; aut1lOrilation, may impair 11le St..mdanl's
ability to evaluate or process my claim and maybe a basis for dcnying myclaim for benefits.
I understand that in the course of conducting its business, The Standard may disclose LOother panics infonnation it has
about me. 11ICStandard may release this infonnation about me to a reinsurer, a plan administrator, or any person
performing business or legal serviccs for Tlu~Standard in connection \','ilhmy claim.
I understand that The Standard complies with state and federal lawsand regulations enacted to protect my privacy.I also
ll11dcrst.'lndthat the infonnation disclosed to 11le Standard pursuant to this authorization Inaybe sul~cct to redisclosllre
with myalllhoril.ation or as oUlcn,ise penlliued or required by law.(Disabilitycoverage is not subject to the PrivacyRules
of the Health Insurancc Portahility and Ac:coumabilityAct [IIIPAA] and thcrefore the release of infonnation 10 'nil'
Standard is not prot(;cted under the Act.)
I acktlOwledge that I have read tIle authorizatiOiI ;Uldllu~state variatiOils(if ajJpticabte)on I}agc6.A pllOtocopyor fdcsilnile
of this amhori1..ation is as vaJidas the original and willhc provided to me upon request.

Name (fIlm." print)

Signature nfClaimalll/Represcntath'c

Social Security No.

Date

Ifsignatllre i~prm.idcd by lcgal representative (e.g., Altonley ill Fact, gllanliall or cOllservalor), please att.ach dOCiunentation of
legal status.

7'his Autlionullian is a Iwo-page dOCll11U'11t.PllYl.Se seepage 6 for fulditional terms and infomlation. Both /}(lgt's are part of the Autlwruntum.
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11l<~Standard Life Insurance Company of NewYork
877.237.5915 Td
85/\11(:'11Street, Suitt' 210 Roches!t'r NY 14608

New York State Disability Claim
Authorization to Obtain Information

SOllie slates 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 infonnatioll about IIBV (Hepatitis B Virus), HCV (Hepatitis C Virus), O[ HIV
(H 11111<111 Imlllullodcficicllcy Virus) tests which were administered (l) to a criminal offender or crime victim as a result of a
crime that was reported to the police; (2) 10a patient who rcrl'ivcd the M:rvicesof emergency medical services personnel at a
hospital or medical care facility; (3) 10emergency medical personnel who were tested as a result of perfonning emergency
medical serviccs. The term "cmergency medical personnel" includes individuals employed to provide pre-hospital emergcncy
scn;ccs; licensed police officers, firefighters, paramedics, emergency medical technicians, liccnsed nurses, rescue squad
persollllcl, or to other individuals who serve as voltlllteers of an ambulancc service who provide emergcncy n\(~dicalscn-;ces;
crilll(: lab personnel, correctional guards, including: security guards, at tlte Minncsota security hospital, who expcricJl(~c a
significant exposure to an inmate who is transported to a facility for emcrgency medical care; and other persons who render
emergcncy care or assistance at the scene of an emergency, or whilt:an it~urcd person is lx~iJ1gtransp0l1ed to receivc medical care
and \\'110would qualify for immunity lindeI' the good samalitan law.

FOR RESIDENTS OF NEW MEXICO

The state of NewMexico requires us to fuO\.;deYOll\\ith the following information pursuant 10 its Domestic Abuse Insurance
Protection Act.

111ean'OInpanying Authorization to Obtain Infonnation allO\vs'111eStandard LifeInsurancc Company of NewYork (111eStandard)
to obtain personal infonllation as it detennines your eligibility for insurancc benefits. 111einfonnation obl"lined from you and
from other sources may include confidential abu.'\einfonnatioll. "Confidcntial abuse infonnation" means infonnation about acts
of domestic abuse or ahlL'\cSUllUS,the work or home address or telephone number of a victimof domcstic abus(~or the status of an
applicant or insured as a family member, cmployer or associate of a victimof domestic abuse or a person with whom an appliGmt
or insured is known to have a direct, dose personal, familyor abtlse-relat(~dcounseling rclatioIl..;;hip.\\'ith respect to confidential
abuse infollllation, you may revoke this authorization in "'TIting.effective ten days after receipt by111eStandard, understanding
that doing so may result in a claim being denied or lIlayadversely affect a pending insurance action.

The Standard is prohibited by lawfrom using abuse status as a basis for deuying, refusing to issue, renew or reissue or canceling
or otheru;se tenllinating a policy, restricting or excluding covcrage or bcncfits of a policy or charging a higher premium for a
policy.

Upon written request you have the right to revicw your confidential abuse infonnatioll obtained by The Standard. \Vilhin 30
business days of recch.ing the request, 11)e Standard will mail you a copy of the infonnation pertaining to you. After YOlihave
re\;ewcd the infonllation, YOllmay request that wccorrect, amcnd or delete any confidential abuse illfonnation which you belicve
is incorrect. 111eStandard willcarefully reviewyour request and make changes when justified. If you would like lIlore infollnation
about this right or our information pnu:tices, a full notice can he obtained by \\Titing to liS.

IfYOll",ish to he a protected person (a victim of domestic abuse who has notified Thc Standard that you are or have been a victim
of dOlllcsticabuse) and participate in The Standard's location inronnation confidenliality program, your request should be sent
to the same address above.
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