CAPE MAY COUNTY
DEPARTMENT of HUMAN RESOURCES and TRAINING

4 Moore Road, DN 122
LEONARD C. DESIDERIO Cape May Court House, N.J. 08210-1654
Freeholder Vice-Director {609 465-1060 [ Fax: (609) 4653716
JerrrEY R. Livbsay, Esg.
BDirector

Leave of Absence Checklist

“Request For Medical/Family Leave of Absence” form: To be signed and completed by
the employee,

“Certification of Health Care Provider” form: To be signed and completed by the treating
health care provider. All 4 pages must be completed and submitted.

A Civil Service Job Description must be submitted along with the certification.

HIPAA Authorization Form: To be signed and completed by the employee.

Sun Life: The County’s short term disability carrier.

This plan takes effect when the employee reaches 7 consecutive days of without pay
status during his or her full time leave of absence.

Please complete the employee sections (pages 3, 4 & 9) and have your treating health
care provider complete pages 5 & 6 if you choose to apply.

You may submit the Sun Life forms along with your Leave of Abgence papers to the
Human Resources Department.

Returning to Work

Returning to work early:

If your doctor clears you to return to work prior to the end date of your leave of
absence, you are required to submit a note from your treating physician which clearly
states the date that you are able to return to work “without restrictions.”

You cannot return to work without this documentation.

Returning te work on time:

In order to return to work after a leave of absence has been completed, you are
required to present a note from your treating physician which clearly states the date
that you are able to return to work “without restrictions.”

This documentation must be submitted in order to return to work.

*The only exception to the return to work rules are for those on a State Leave of Absence.

*This list serves as a guide for employees and does not include all information that may
be required for a particular leave of absence. If additional information is required, the
employvee will be notified of such by Human Resources.
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REQUEST FOR MEDICAL/FAMILY LEAVE OF ABSENCE
(Must be completed for any employee who is out for
Medical/Family reasons for more than five consecutive days)

Employee Name

Departmernt Date of Hire
Employee Title
Length of Leave Requested __ : From to

Reason for Leave
(Medical/ Self, Medical /Family Member, or Birth/Adoption of a child)

Note: A Physician’s certification is required if the reason for the leave of absence is
medical, Please provide your doctor’s name, address, and telephone number below
and return this form to your Department Head or Supervisor.

Physician’s Name

Address

Phone Number

By signing below, I hereby understand and acknowledge the following:

It is my responsibility to request an extension, as outlined in the County Leave of
Absence Policy, if I cannot return to work on the expected date of return.

It is my responsibility to notify my Department Head, Supervisor and the Department
of Human Resources and Training on the first day that I return from a leave of
absence that I have returned to work.

[ understand that in order to return to work, I am required to present a note from my
doctor which clearly states the date that I am able to return to work “without
restrictions.”

I could be subject to disciplinary action for failing to notify all of the above that I have
returned to work, and [ will be responsible to repay the full amount of any monies that

I collect from the Short Term Disability Carrier as a result of my failure to report my
return to work.

Emplovee Signature



HIPAA COMPLIANT AUTHGRIZATION FORM
FOR THE RELEASE OF MEDICAL RECORDS

Patiant Name:

Date of Birth:

Social Security Number:

Address:

! hereby authorize (Name of Medical Provider), whose business address is located at

to disclase all protected medical information for the purpose of review and evaluation
in connection with a lzave of absence. | expressly request that all covered entities under HIPAA indentified ahove disclese full and complete
protectad medical information raiated to my leave of absence, this inciudes the following:

e Al medical records, including, but not fimited to, physician's records; surgean's records; inpatient, outpatient and emergency room
treatment records; patient intake forms; consultations; hespital records; operating roomn records; progress and visit notes; diagnostic
records; discharge summaries; nurse's notes; therapist’s notes; consent for treatment; ali ciinical charts, reports and/or documents;
correspondence; fest results; statements; questionnaires/histories/physicals; office and doctor's handwritten notes; records received by
other physicians; and any other papers relating to any examination, diagnosis, treatment, periods of hospitalization, or stays of
confinement, or documents containing information regarding protected health information in the medical records.

¢ All diagnaostic testing, reports, records, films and/or videos, inciuding, but not limited to, x-rays; CT scans; MRI (including MARS MRI);
scans/photographs; pathology/tissue stides; bone scans; any and all laboratory testing reports, inciuding all those related to biood ion
levels; autopsy reports; and any other taboratory, histology, cytology, pathology, or radiclogy reports/specimens.

[ authorize you to release the protected health information to:

Cape May County
Department of Human Resources & Training
4 Moore Road, DN - 122
Cape May Court House, NI 08210

This authorization does not apply To psychotherapy notes, psychiatric or psychological records.

The individual signing this authorization expressly authorizes the above-named entity fo disciose HIV/AIDS records and information to the Cape
May County Department of Human Resources & Training.

The individua! signing this authorization understands information authorized for release may include records that may indicate the prasence of a
communicable disease. :

| acknowledge the right to revoke this autharization by writing to the Cape May County Department of Human Resources & Training at the above
referanced address. However, | understand that any actions already taken in reliance on this authorization cannot be reversed, and my revocation
will not affect those actions.

| acknowledge the potential for information disclosed pursuant to this authorization to be subject to re-disclosure by the recipient and no longer be
protected under 45 CFR 164.508.

] acknowiedge the right to inspect the material to be reieased.

| understand that the covered entity to whom this authorization is directed may not condition treatment, payment, enroliment or eligibility
benefits on whether or not | sign the authorization.

Any facsimile, copy or photocopy of the authorization shall authorize you to release the records herein.

This authorization expires two (2) years from the date below.

Signature:

Printed Name: Date:




Certification of Health Care Provider for U.S. Depariment of Labor
Employee’s Serious Health Condition Wage and Hour Division
(Family and Medical Leave Act)

OMB Contro] Number: 1235-0003
Expires: 5/31/2018

ENSTRUCTIONS fo the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer
may require an employee seeking FMLA protections because of a need for leave due to a serious health condition to
submit a medical ceriification issued by the employee’s health care provider. Please complete Section I before giving
this form to your employee. Your response is voluntary. While you are not required to use this form, you may not ask
the employee to provide more information than allowed under the FMLA regulations, 29 C.F.R. §§ 825.306-825.308.
Employers must generally maintain records and documents relating to medical certifications, recertificafions, or
medical histories of employees created for FMLA purposes as confidential medical records in separase files/records
from the usual personnel files and in accordance with 29 C.F.R. § 1630.14(c)(1}, if the Americans with Disabilifies
Act applies, and in accordance with 29 C.F.R. § 1635.9, if the Genetic Information Nondiscrimination Act applies.

Employer name and contact:

Employee’s job title: Regular work schedule:

Emplovee’s essential job functions:

Check if job description is attached:

, INS CTIONS to the EMPLOYEE: Please complete Section k before giving this form to yvour medical
provider. The FML.A permits an employer to require that you submit a timely, complete, and sufficient medical
certification to support a request for FMLA leave due to your own serions health condition. 1f requested by your
employer, your response is required to abtain or retain the benefit of FMLA protections, 28 U.5.C, §§ 2615,
2614(c)(3). Failure io provide a complete and sufficient medical certification may reswit in a denial of yvour FMLA
reguest. 29 C.FR. § 825.313. Your employer must give you at least 15 calendar days to return this form. 29 CF.R.
§ §25.305(b).

Your name:; ‘
First ' Middie , Last

IN STRUCTIOI\S to the HEALTH CARE PROVIDER: Your pahent “has requested leave under the FMLA.
Answer, fully and compleiely, all applicable parts. Several questions seek a response as to the frequency or
duration of s condition, treatment, etc. Your answer should be your best estimate based upon your medicat
knowledge, experience, and examination of the patient. Be as specific as you can; terms such as “lifetime,”
“ynknown,” or “indeterminate” may not be sufficient to determine FMLA coverage. Limit your responses to the
condition for which the employee is seeking leave. Do not provide mformation about genetic tests, as defined in 29
C.F.R. § 1635.3(D), genetic services, as defined in 29 C.F.R. § 1635.3(g), or the manifestation of disease or disorder
in the employee’s family members, 29 C.F.R. § 1635.3(b). Please be surs to sign the form on the last page.

Provider’s name and business address:

Type of practice / Medical speciaity:

Telephone: { } | Faxi{ )

Page | : CONTINUED ON NEXT PAGE Form WH-380-E Revised May 2015
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pproximate date condition commenced:

Probabie duration of condition:

Mark below as applicable;

Was the patiemnt admitied for an overnight stay in a hospital, hospice, or residential medical care facility?
_ No  Yes. Ifso, dates of admission:

Drate(s) vou treated the patient for condition:

Will the patient need to have freatment visits at least twice per year due to the condition? _ No Yes.
Was medication, other than over-the-counter medication, prescribed?  No  Ves,

Was the patient referred to other health care provider(s) for evaluation or treatment (e.g., physical therapist)?
No Yes. If so, state the nature of such treatments and expected duration of treatment;

2. Is the medical condition pregaancy? _ WNo __ Yes. 1fso, expected delivery date:

-

3. Use the information provided by the employer in Section I to answer this guestion. If the employer fails to
provide a list of the employee’s essential functions or a job description, answer these questions based upon
the employee’s own description of his/her job functions.

Is the employee unable fo perform any of his/her job functions due to the condition: No Yes.

1f so. identity the job functions the employee is nnable to perform:

4, Describe other relevant medical facts, if any, related to the condition for which the employee seeks leave

(snch medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use
of specialized equipment):

Page 2 CONTINUED ON NEXT PAGE Form WH-380-E Revised May 2015



including any time for treatment and recovery? No Yes.

If =0, estimate the beginning and ending dates for the period of incapacity:

6. Will the employee need to attend follow-up treatment appointments or work part-time or on a reduced
schedule because of the employee’s medical condition? __ No _ Yes.

if s0, are the treatments or the reduced mumber of hours of work medicaliy necessary?
No _ Yes.

Estimate treatment schedule, if any, including the dates of any scheduled appointments and the time
required for each appointment, including any recovery period:

Estimate the pari~time or reduced work schedule the employee needs, if any:
hour(s) per day; days f}er week from throngh

7. Will the condition cause epsodic flare-ups periodically preventing the employee from. performing histher job
functions? Neo Yes.

s it medically necessary for the employee to be absent from work during the flare-ups?
No Yes. If so, explair:

Based upoxn the patient’s medical hisiory and your knowledge of the medical condition, estimate the
frequency of flare-ups and the duration of related incapacity that the patient may have over the next 6
menths (e,g.. | episode every 3 months lasting 1-2 days):

Freguency : times per week(s) month(s)

Duration: hours or ___ day(s) per episade

S
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Signatare of Health Care Provider Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT

If submitted, it is mandatory for employers to retain a copy of this disclosure in their records for three years. 29 U.S.C. § 2614; 26
C.F.R. § 825.500. Persons are not required to respond to this colleciion of information unless it displays a currently valid OMB
control number, The Department of Labor estimates that it will take an average of 20 minutes for respondents 1o complete this
collection of information, including the time for reviewing instructions, searching existing data sources, gathering and maintaining
the data needed, and completing and reviewing the collection of information. If you have any comments regarding this burden
"estimate or any other aspect of this collection information, including suggestions for reducing this burden, send them o the
Administrator, Wage and Hour Divisien, U.S. Department of Labor, Room $-3502, 200 Constifizion Ave., NW, Washington, DC
20210. DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT,

Page 4 ) Form WH-380-E Revised May 2015



POLICY 534-01
LEAVE OF ABSENCE POLICY

A PURPOSE

The purpose of this policy is to provide empioyses with the rights and protections afforded by
the Federal Family & Medical Leave Act and the New jersey Family Leave Act.

B. DEFINITIONS
1 “Continuing treatment by & health care provider,” means:
a. Two or more treatmants for injury ar iliness.
. Treatrnent on at least one occasion by g health care provider which resuits ina

regimen in continuing treatment under the general supervision of the heaith
care provider. ‘

. Treatment on at ieast two occasions by a physical therapist, nurse, or other
professional under orders of a health care provider,

d. When an employee or family member s under the continuing supervision of a
health care provider due to a serious long-term or chronic condition. Examples:
Alzheimer’s syndrome, serious stroke, and late stage cancer.

Z. Family mambers with serious medical conditions include:
a, Spouses |
|
b. Sons or daughters under the age of 18, including natural children, adopted

children, stepchildren, and chitdren of whom the employee s financially

responsible if the child is “incapable of self care because of mental or physu:a%
disabilities”.

c. Parents must be legal parents. {Step parents must have adopted a child)
Grandparents and In-faws are not conssdered parents untess they have legal
custody of the chiid, ‘

3. "Health Care Provider” ehcompasses medical doctors, doctors of osteopathy, dentists,
and nurse practitioners.

4. “Serious health condition” is an Hiness, injury, impairment, or physical or mental
condition involving:

a. in-patient care, or

b. Continuing treatment by a health care provider, or



c. A period of incapacity of more than three days that reguires health treatment.
{The County wili allow five days based on the cerfification requiremants in the
current bargaining agreement).

NOTE: Voluntary or cosmetic treatments, which are not medically necessary, are not
serious health conditions unless in-patient care Is required. Outpatient denta! care is
atso not covered.

STATEMENT OF POLICY

The County will grant leaves of absence in accordance with the provisions of the Federal
Family & Medical Leave Act (“FMLA"; and the New Sersey Family Leave Act (“NJFLA")
{coliectively herein, “Acts™).

_ The County will grant a ieave of absence under the Acts based on a “rolling year” The

vear will be measured from the date that the first ieave of absence commenced,

The County requires all accrued vacation and sick days to be used as a parf of the jeave
of absence. The only exception is that sick days cannot be used for care of 2 newly bom
or newly adopted child. '

There will be na accrual of vacation, sick, persona! or holiday time during the time
period covered by an unpaid leave of absance.

During the time of leave of absence, health banefits and [ife insurance benefits will be
maintained at the same level and under the same conditicns as would appiy to
employees who are not on leave,

Time off for a "workers comp” injury will be counted as Family Leave time used.

ELIGIBILITY REQUIREMENTS:

in order to be eligihle for FMLA, an employee must:
a. Have one {1} year of sernvice with the County;

b.  Have worked 1,250 hours during the last tweive {12} months prior fo the
commencement of the leave; and

c. Seeking leave for-

R the birth of a child and to care for the newborn child within one year of
birth; '
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iil.

Note:

the placernent with the employee of & child for adoption or foster care
and to care for the newly placed child within one year of piacement;

te care for the employee's spouse, child, or parent who has a serious
health condition;

a serious heatth condition that makes the empioyee unable to perform
the essential funclions of his or her job; or

any guatifying exigency arising out of the fact that the employee’s
spouse, san, daughtar, or parent is a coverad military member on
“covered active duny:”

The condition must be documented by the physician or health care
provider on the farm which is provided. No other form or “note” will be
acceptad. The County will require that this form be updated by your
physician or health care provider every four (4) weeks and turned in to
the Human Resources Department.

in order to be eligible for NJFLA, an employee must:

a.

b.

Have ane {1) year of service with the County;

Have worked 1000 hours during the last tweive (12} months prior to the
carmmencemeant of the lzave; and

Seeking leave for:

i,

Note:

Birth or adoption of a child within one year of the child’s birth or
adoption. If both parents work for the County this type of leave is
aggregate, which means a total of 12 weeks can be taken between both
of the parents.

The care of a parent, child under 18, spouse, or civil union partner who
has a serious health condition reguiring in-patient care, continuing
medical treatrment or medical supervision.

The candition of the family member must be documented by their
physician or health care provider on the form provided. This is the only
form to be used for certification by you'r physician. No other form or
“note” will be accepted. The County will require that this form be
updated by your physician or health care provider and turned in to the
Human Resources Department every four (4) weeks.



L. ADDITIONAL LEAVE

If an emplovee hias a medical condition, which reguires more than twelve (12} weeks

covered by the “Federal Family Mediral Leave Act,” the following shall apply:

d.

An employes who has been employed by the County for more than one (1) year
but less than five (5) vears may apply for an “exiended” County ieave for up to
twe (2} months for thelr own serious health condition. These additional months
will be either paid or unpaid, depending on if the employee has any accrued sick
or vacation time remaining. Documentation will be reguired from their “Health
Care Provider” and the same form must be used. During this “extenged”
additional leave, employees will be reguired to pay for their own benefits. This
will apply to the Health Benefits policy in effect at the time of the leave for each

empioyee. The amployze will reimburse the County the amount of the premium
paid for that policy.

An empioyee who has been employed by the Caunty of Cape May far five (5]
years or mare may reguest an additional twelve (12} weeks for medical purposes
only. These additional weeks would be paid or unpaid depending on if the
employee has any accrued sick or vacation time remaining. Documentation will
be reguired from their “Health Care Provider” every four {(4) weeks as stated for
the “Family Medica! Leave Act” and the same form must be used. If at the end
of the twelve {12} week periad, the employee is still not able to return 1o work,
they miay apply for an additional “extended” County Leave for up to four (4)
months. During this “extended” additional leave, the employee will be required
to pay for their own health benefits. This will apply to the hesith benefits policy
in effect at the time of the leave Tor that employee. The employee will
reimburse the County the amount of the premium paid for the policy.

Empioyees with ten (10} years or more of County employment would be eligible
for up to an sdditional 24 weeks if needed for their own serious medical
condition. If at the end of this 24 week period, the employee is still not able to
return to work, they may apply for an additional six {6} months of “extended”
County Leave. During this “extended” additional leave the employee will be
required to pay for their own health benefits. This will apply to the Health
Benefits policy in effect at the time of the leave for that employee. The
employee will reimburse the County the amount of the premiurm paid for that
policy.



d. I an employee with ten {10) years or more of service has exhausted all ieave and
“extended” leave time and is still medically unfit to retwn te work, they may
reguest an additiona! ieave of absence from the County. At this time, the leave
cottid he denied based on the recommendation of & commitiee which will review
the needs of the individual department, Any employee with 10 years of paid
service into the 5tate of New lersey Pension Systern would be eligible to appty
for a “disabiiity retirernent”. :

e. These additional leaves SHALL NOT apaly for the serious health condition of
anyone other than the employee.

DISABILITY

in the case of an approved “Disability Retirement” by the State of New Jersey, ifan
employee has any accrued sick days remaining, they will be paid according to the
applicable bargaining agreement.




;Li((
&
Sun .
Life Financial®

I instructions

[ Sead in ALL signed statements, which we require to properly review the claim. Failure to
provide complete and accurate information could result in the need for additional claims
investigation, which could delay the inittal benefit payment.

« Employer Statement « Attending Physician Statement
« Employee Staiement + Authorization Statemerits

A STD claim should be submitied for a disability absence that may extend beyond the required
elimination period.

[ Prefill the Group' STD policy number and Employer name on the Employee and
Physician Stafements.

] Employer is required to include the following (as applicable):

o Enrollment Form » Worker Compensation Repoit e W2

+ Job Description v Retum-io-Work slip + Payroll Ledger
[ Physician rﬁust completely fill out and sign the Physician Statement.
[] Have all the physicians keep 2 copy of your signed anthorization for their fijes.
To file 2 Disability Claim or check on a status onfine go to www.sunlife.com/us.

- Click on “Submit a Disability Claim”
- OR Fax to: 781-304-559%

Employer’s Statement

§ 1 General Information

Please print clearly. Name of employer (parent company hame) l Employer phone number }

Sun Life Assurance Employer strest address LCity \State 1Zip code

Company of Canada : | ]

Group STD Claims

P.0. Box 81915 Name of employee (first, middie inftial, last) M [Sociaﬁ Security number

Weilasley Hills, MA 02481 : . OF I

Tel.: 800-247-6875 _ | Empioyee street address  City State | Zip code

Fax: 761-304-5599 \ |

www.sunlife.com/us Employee phone number Preferred form of contact Date of birth
Home "] Home phone ZI Work phone [ Mail

Wark

XGR/2803 + STD Claim Packet Page § of 10



E 2-Employment and Claim-information

Is condifion due fo injury/sickness caused by patient’s employment? ClYes [ Ne L1 Unkniown

Date hired : Start date of insurance | Date last worked before disability | Hours worked last day

| |

Employee job title {Attach employes's formal job desaription)

List empioyse’s major job dufies

How would vou classifty the employee’s ocoupation?
[l Sedantary (1-10 bs) [ Light (11-20 1bs) O Medium {21-50 Ihs) ] Heavy (514 1bs)

indicate days per week the employee reguiary works? (11 02 [J3 04 [O5 e O7

indicaie daily hours the employes regulary works.  [018 [08 110 [ Other

Atrach Retumn-to-Work | Has smployee terminates employment? ] Yes [JNo K ves, termination date:

sfip from pirysician. Has empioyee returned o work? [ Yes [INo  If yes, retum date:

i yee, did employse return: O Ful-Time (ful-capacity} [ Full-Time {pariial capagity)
Atmch Worker's [ Part-Time (attach payroll ledgen)
Compensation Report Has Waorker's Compensation claim been filed? [TIYes [dNo |
and Keward/Denal Name of Worker's Compensafion carier Phong number
notice. :

E 2 Salary and Benesfits Information

How was the employee paid? (check ong) (ther work related income:
|1 Hourly ' Sataried | Commissions | Bonuses | Overtime
E emplovee contributes to 1‘ % par hourn § per wesk: | 1$ E $
STD premium, attach a
copy of employee How does employee contribuie toward the STD premmium?
enrolltent form [ PRE-tax O POST-ax C] Employee does not confribuie
If employee contributes, please Provide PETCEDTARE. ovorirrercermereeemeeee o e i e %

Ef, information Aboui Other income

Indicate whether

the employee i3
currently receiving,
or eatitled fo receive,
benefits from any of
these sources.

Check all that apply. R -

E 5 Certification and Signature

1 certify thai the above statements are true and complete, I have read and understand the Fraud
Warning in this packet.

Name of person completing this form E-mail address

Title ‘Phone number

t
i

AGER/2803 + STD Claim Packst Page 2 of 10
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Employee’s Statement

E 1 Geonetral Information

Sun Lifs Assurance Name of employee (first, middie initial, iast) 1N | Social Security number | Date of birth (midfy)
Company of Canadz OF | ‘
Group ST Claims Employes sirest addrass City State | Zip code
P.C. Box 81915 :
Welleslay Hills, MA 52481
Haome phone: Preferred jorm of contact
Tel. 800-247-6875 Csfl ohone: [ Heme phons [} Gell phone
Fex: 781-304-5588 Work phone: [J Work phong 0 Mail
www.sunlife com/is

Name of employer (parent company name)

L

E 2 Information About the Condition Causing Your Disabiiity

Last day worksd before disability | Date first treated by Physician - Dats expectad to return 1o work
| . i OFT  OPT

Did you require Emargency Room care for your condibion? LYes [ Ng

if yes, Hospital name:

Date: Phone:

Were you comfined 1o a hospital for this condition? [OdYes [OWNo

If yog, include the hospital nams Hospiial phone
Datefs) of confinement:  Fromu: Lk
Select the appropriate type of condition, and provide details:

O Pregnancy

Expected cue date: Actuzl due date:

Delivery type: ] Nommat [J C-Sattion

Complications: 7

O Work-related injury/sSickness

Date of first symptom/njury:

Where occurred:

Cause of injury/sickness:

Do you intend to fite for Workers Compensation? ClYes [ ho

It yes, what is the status; [1Denied [JApproved [JPending [} Appealed
L] Sickness  First date of symptom:

Typs of sickness:

Have you experienced a symptom in the past?  [VYes [JNo Date:

AGR/2603 » STD Claim Packet Page 3 of 10



_Ezﬁqfﬁformaﬁon About the Condition Causing Your Disability continued

1 Motor vehicle accident - complete only if applicabls

Date occurred: Timea: OAM  OPM
Was a citafion issted to you? [1Yes [JNo

f ves, type of citation: |

How infury ocourred:
Where injury occurred;

Name of your car insurance carrier,
Phane number:

Are you recsiving compensation from & car insurance carmer? [ Yes [ No

tf yes, Date:  From: To:
[.] Other injury
Date oscurred: Where ocourrad:

How osourred, _
Describe type of injury:

g 3 information About Other Income

Are you currently receiving, or entitled to receive, benefits from any of the following sources?

D Sick pay}Salary continuance ] State Disability L] Worker's Compensation
D Other:;
Ef-’e Physician Information
Indicate physicians you Name of physician: Phone:
are seeing or have seen
for tus condition. Specialty: Fax:
hame of physician: Phone;
t
Specialty: | Fax
E 5 Signaturs

I certify that the above statements are true and complete. 1 ha‘ve read and understaﬂd the Frazd Waming
n ﬂns packet

XGER2603 » 5TD Claim Packef Page 4 of 10
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Atitending Physician’s Statement

E 1 information About the Patient

Patient 1s responsible for any costs associaied with the completion of this form.

Sun Life Assurance MName of patient {first, middle initial, last] [ M | Social Security number !Date of birth {m/d/y)
Company of Canada [ F ';
Group 8TD Claims _ !
5 0. Box 81815 Name of employer {parent company name)
Welleskey Hills, MA 02481 )
Tel: BOD-247-6875 Pafient home street address City State !Zip code
Fax: 781-304-5509 A . :
Patient home phone number Patient work phone number
www suglife com/us |
EZ Physician information
» Completz all sections — | Name of atiending physician (first, middie initiat, last) Specialty | Tax 1D#
" gny missing information ‘
may result in & delay to | Strest address - | City | State \ Zip code
your patient } 1 i
v Print clearly | Phone number l Fax number
e Fax this form to
751-304-559% or as List gther physicians treating for this condibion
mstrucied by patient . ['Name of physician: Phone:
Specialy: | Fax:
Name of physician: Phone:
Specialty: | : Fax:
§ 3 Diagnosis and History
Your response is required | Primary Diagnosis (include any complications) ) ICD-9 Code |
and affects the patient’s - ; _
bepefit. Faiture o complete | Secondary Diagnosis (if applicable) ICD-8 Code
this information may cause '
the patient fipancial Has patient evar had same of similar condition? (DvYes [INo
hardship due to lack of If yes, date oocurred: '
benefit paymenis. ; ) -
‘ i pregnancy, provide the foliowing: Delivery typa: [ Normal
Expected delivery date: Actual defivery date: ] C-Section
List any complications pre or post deltvery that would extend this disability longer than a normal
pregnancy. )
is condition due fo injury/sicknass arising out of patient's employment? 3 Yes [INo [ Unknown
Drescribe objective or abnormal findings and date.
If you need more OX+ay EKG DOMRI OPET Z Uttrasound [ Other data (e.g. Labs)
room, check here [ Dats(s):
and aftach a Findings:
separate sheet. :
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----“-Ej'ﬁ'—"'z"reairrlasﬁ Details

Start date of disabifity | [Date of first office visit | Date of last office visit | Date of next office visit

Was Emergancy Room care reguired for condifion? [I¥Yes [ No
Name of hospital | Date Phone number
1 i
Check all that epply and describe type, frequsncy and treabment
1 Surgery [ Medications prescribed [0 Therapy [ Behavioral intervention [T Other

Date(s): :
Procadurs/Treatment:
Iz patient: ] Hospital confined Date from: Date o
[ House confined [ Bed confined [ Ambuiatory
Hospital name: Phona:

E 5 Resfrictions and Limitations .

T

Describe what the patient can do. From:
, ) T
Describe what the patient should not do. | Erom:
1'1“0:
s patient capable of working with these restrictions/iimitations? [ Yes O No
T Ful-Time: 8+ hours/day O Part-Tima:  ___ hoursfday

indicate class of impairment - As defined in federal dictionary of cocupation fitles
Physical impairment

[ Class 1— No limitation [l Ciass 4 — Moderate limitation

7] Class 2 — Shght fimitation [ Class 5 - Savars limitaiion I
[ Class 3~ Medium hmitaiion

Meanial impairment (if applicable) Current DSK-IV-R diagnosis

[T Ciass 1— No limiation Axis I

[ Class 2 — Siight limitation Axas It

[ Glass & — Moderate limiation | Avds Ik
[ Ciass 4 — Marked limiiation LAXis IV
{1Class 5 — Severe limiation Axis V:

Do you balieva this patient is competent to endorse/diract the use of proceeds? []Yes [ No

ks Return-to-work

Indicate the specific date » Retum {o pafient's occupabon full-time: Date: -or-

or recovery period for Oi2wks J23wks (13-4wks [T4-5wks [J56wks (167 wks [17-8wks

when the patient will [ 2 months or mare 3 Other: 1] Never :

recover sufficiently to o ] . o ‘

perform duties. » Retum tg patient's occupation pari-tima: Date: -or-
[1-2wks [12-3wks [134wks [14-5wks []56wks T]167wks []7-8wks
3 2 months or more T Cthen: O Never

E 7 Cerfification and Signature

T certify that the above statements are trus and complete. I have read and understand the Fraud Warning
in this packet.
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kraud Warnings

State law requires that we notiy you of ths following:

Fraud warning: Any persoz who knowingly and with intent to defraud any insarance 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 frandnlest insurance act, which s a crime and subjects such person to criminal
and civil penalties. .
Fraud warhing—AK: A person who knowingly and with intent to injore, defrand, or deceive &n
insurance company iles a claim coptaining false, incomplete, or misleading information may be
prosecuied under state law,

Fraud warning—AL: Any person who knowingly presents 2 f_a}se or fraudolent clatm for payment
of a loss or benefit or who knowingly presents false infonmation in ap application for insurance is

guilty of 2 crime and may be subJac io regtifition fnes or confinement in prison, or any combination
thereot.,

Fraud warning—AR, LA, MA, MN, NM, Rl, TX, and WV: Any person who knowingly presents a
false or fraudulent claim for payment of & loss or benefit or knowingly presents false mformation in

an application for ingurance is gnilty of a crime and may be subjsct 1o fines and confinement in
PIiSCIL

Fraud warning—AZ: For vowr protfsc:tion Arizona law requires the following
statement [0 appear on this form. Any person who knowingly presents a false or
frandulent claim for payment of 2 loss is subject to criminal and civil penalties.

Frawd warning—CA. For your protection California lzw requires the foliowing to appear on this
form: Any person who knowingly presents a false or frandulent ciaim for the payment of a loss is
guilty of a crime and may be subject to fines and confinement in state prison.

Fraud warning—CQ: I is unlawful to knowingly provide false, incomplete, or misleading facts or
information o an jnsurance company for the purpese of defranding or attempting to defraud the
company. Penalfies may include imprisonment, Snes, dental of insurance and civil damages. Any
IRSUTARCE COTpEDY oI agent of an insurance company who knowingly provides false, incomplete, or
misleading facts or informzation o a pelicyholder or claiment for the purpose of defranding or
attermnpting to defraud the policyholder or claimant with repard to a seftlement or eward payable from
insurance proceeds shall be reported to the Colorado Division of Insurance within the Department of
Regulatory Agencies.

Fraud warning—District of Columbia: Any person who knowingly and 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.

Fraud warning—FL: Ay person who kmowingly and with intent to injure, defraud or decerve any
insurer files a statement of claim or an applcation containing any false, incomplete, or misleading
information is guilty of a felony of the third degree.

Fraud warning—IN, [D, and DE: Any person who knowingly, and with intent to injure, defrand or

decelve any insurer, files a statement of claim containing any false, incomplete or misleading
information s guilty of 2 felony.
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E Fraud Warnings continued

Fraud warning—KS: Any person who knowingly and with intent to defrand any insurance
company o7 other person files an Apphcation for insurance or staiement of claim containing apy
materially false information or conceals, for the purpose of misleading, informaton concerning any
fact materis! thereto mey be gnilty of insurance frand as determined by a court of law.

Fraud warning—KY: Any person who knowingly and with intent to defraud any insurance
company or other person files & statement of claim, containing any materially false information, or
conceals, for the purpose of misleading, information concerning any fact material thereto comumits a
franduient insurance act, which may be & crime and subjects suck person o criminal and civil
penalties. ,

Fraud warning—MD: Any person who knowingly OR wiltfully pressnts a false or fraudulent claim
for payment of & loss or benefit or who knowingly OR willfully presents false information in an
application for insurance is guilty of & cime and may be subject to fines and confinement in prison.
Fraud warning—ME, TN, VA, and WA: Ii {s 2 crime to knowingly provide false, incomplete or
misleading information fo an insurance company. Pemalties include imprisonment, fines and denial
of insurance bepefits.

Fraud warning—WNH: Aay person who, with 2 purpose io injure, defrand or deceive any insurance
comparny, files o statement of claim conteining zoy falss, incomplste or misleading information is
subject to prosecution and punishieent for insurance fraud, as provided in RSA 638:20.

Fraud warning—™HN.!: Any person who knowingly files a statement of claim containing any false or
nusleading mformation 18 subject to criminal and civil penalties,

Fraud warning—OH: Any person who, with intent io defrand or knowing that he is facilitating 2
fraud against an insurer, submits an application or files a claim containing = false or deceptive
siatement Is guilty of msurance frand.

Fraud warning—CK: Any person who knowingly, and with intent to fnjure, defrand or deceive any
imsurer, makes any clain for the proceeds of an insurance pelicy containing amy false, imcomplete or
misleading mformatior is guilty of a {elony, '

Fraud warning—0OR: Apy pezson who, with intent to defrand or knowing that he Is facilitating &
fraud egainst an insurer, submits an application or files a claim contaiming & false or deceptive
stztement may have violated state law,

Fraud warning—PR: Any person who knowingly and with the intention of defrandmng presents
false information in ah nsurance application, or presents, helps, or causes the presentation of &
fraudnient claim for the payment of 2 loss or any other bensft, or presents more than one claim for
the same damage or loss, shall incur & felony and, upon conviction, shall be sanctionsd for each
viotation with the penalty of a fine of not less than fve thowsand dollars ($5,000) and not more than
ten thousand dollars ($10,000), or & fixed term of imprisonment for three (3) years, or both penalties.
Shownld aggravating circumstances are present, the penalty thus esfablished mey be increased to 2
praximum of five (5) years, if extenuating circumstances are present, it may be reduced to 2
minimnm of twe (2} yvears.

Fraud warning—VT: Any perscn who knowingly presents a false staiement in an application for
insurance may be guilty of a criminal offense and subject to penaities under state law.

XER/EE03 - STD Claim Packst Page 8 of 10



Y '“g '
Sun % o
Life Fmaxzcial‘B

E Acthorization for Release and Disclosure of Health Related Information

This Anthorizatior
complies with the
HIPAA Privacy Rule,
1t is important Tor you
to read, sign and submit
-all Anthori~zations in
this packet. Faliure to
submit-all
Authorizations could
result in 2 delay during
the claims process.

Retum to:

Sun Life Assurance
Company of Canada

Groop STD Claims

P.O. Box £1915

Wellesley Hills, MA 32481

Fax: 781-304-5599

I HEREBY AUTHORIZE any physician, bealth care provider, health plan, medical professional,
hospital, ciinic, laboratory, pharmacy benefit manager, or other medica! or health care facility that has
provided payment, treatment, or ssrvices {0 me or on oty behalf to disclose my entire medicel record
and

apy other protected hezlth informarion concerning me 1o the Claims Department of Sun Life
Assurance Company of Canads (“the Company™), its subsidiaries, affiliates, third party
administrators, and relnsurers.

Denderstand that such information may incinde records relating to my physical or mental condition,
such as diagnostic tests, physical examination notes, and treatment mstories, which may includs
irformetion regarding the diagnosis 2nd treatment of humen imnmrunodeficiency virug (HIV) infection,
sexually fransmitted diseases, mental illness, and the wse of edonbol, drogs, and iobaces, but shall not
mecinde psyzhotherapy notes.

By my signature below, [ acknowledge that any agraements [ have made to resirict my protected
health infermation do not apply to this authorization, and I instract any physician, health care
professional, hospital, clinic, medical facility, or other health care provider to release and disclose my
entire medical record withowut restriction.

I understand that the Company will use the informatior it obtains to (2} administer claims; (b}
determine or futfili responsibility far coverage and provision of benefits; {c) administer coverage;
and/for {d) conduct other legally permissible activities that relate to any coverage [ have or have
applied for with the Company. '

I understand that the Company will not disclose information it obiains abowt me except as authorized
by this authorization; as may be required or permitted by iaw; or as I may farther authorize. 1
understend that if information 18 re-disclosed as permitted by this authorization, it may no longer be
protected by applicable federal privacy law.

The Genetic Information Nondiseriminetion Act of 2008 (GINA) prohibits employers and other
entities covered by GINA Title II from requesting or requiring genetic informatior of employees or
their family members, except as specifically allowed by this law. In order to comply with this law, we
are asking that you not provide any genetic information when respending to this request for medical
information. ‘Genetic information,” as defined by GINA, includes an Individual’s family medical
higtory, the resuifs of an individual’s or family member’s genetic tests, the fact that an individual or an
individual’s famity member sought or received genetic services, and genetic information of a fetus
carried by an individual or an individual’s family member or an embryo fawfulty held by an individual
or family member receiving assistive reprodactive services. -

I understand that: () this Authorization shall be valid for 24 months from the date I sign it; (b) I may
revoke it at any time by providing written notice to Sua Life Financial, Group Short Term Disability
Claims, SC4312, One Sun Life Executive Park, Wellesley Hills, Massachusetis, 02481, subject to the
rights of any person who acted in reliance on if prior to receiving notice of is revocation; and {¢) my
authorized representative and [ are entitled to recerve a copy of the authorization upon request,

A copy of this authorzation shall be as valid as the original,

Print name of employee or personal represeniative of empioyee Group policy number

if representative, description of your au"shority or relationship 1o employee

Date

Signaiure of employss or personal repraseniative
X f
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Sen Life Assurance Company of Canada il

Wellesley Hills, MA 02481 Sun 3,?;:
(800) 247-6875 ~ Life Financial®

PRIVACY INFORMATION NOTICE

This notice explains why Sun Life Assurance Company of Canada (“the Company™) collects personal information about you,
how we use that information, and under what circamstances we disclose it to others.

COLLECTION OF INFORMATION

We need i obtain information about you o determine whether we can provide the insurance benefits you have requested. As part
of the clarms process, we may ask you to undergo & physical examination, submit 2 statement from your physician, or provide
copies of medical tests or other information relating to your health, finances, and activities.

We alsh may collect information about yon from other sources. By signing the authorization for release and disclosure of health-
related information and/or the anthorization for release and cisclosure of psychotherapy notes, you authorize us to obtain medical
information about you that we need to underwrite your application. Depending on your particular circhmstances, we may collect
addittonal information about you from the following sources: :

»  physicians, health care providers, medical professionals, hospitais, ciinics, or other medlcal or heaith-care-related facilities

s other insurance compaties vou have apphied to for insurance

« public records, such as Social Security and tax records

DISCLOSURE OF PERSCNAL INFORMATION

When vou sign the authorization for release and disclosure of health-related information and/or the authorization for release and
disciosnre of psychotherapy notes, you antherize us to disclose information we have abow yow
e {0 our reinsurers and

«  agrequired or permitted by law.,

In the course of the claims process, we mmay need o disclose information ebout you to others. The law permits us o disclose sach
information, without obtaining authorization from you, to;

¢ companies that help ns condnet our business or perform services on our behalf,

e vour physician or trezting medical professional, and

o comply with federal, state or local Yaws, respond to a subpoena or comply with an injury by & government agency or

regulator.

' AGCESS, CORRECTION, AND AMENDMENT OF PERSONAL INFORMATION
Upon wiitten request to the Company, you can:
*  obtain 2 copy of the personal recorded information we have about you in our files (a fee may be charged to cover the cost of
providing a copy of such information),
» request that we comract, amend, or delete ény recorded personal information about you in our possession, and
= file your own statement of facts if you believe that the recorded personal information we have about you is incorrect.

To take any of these actions, please contact us at the following address for further instructions:
Sun Life Assurance Company of Canada
Group Short Term Disability Claims
P.0. Box 81915
Wellesley Hills, MA 02481

Sun Life Asswance Company of Ganada is a member of the Sun Ufe Financial group of companies.

® 2012 Sun Life Assurance Company of Canada, YWellesley Hills, MA 02481, Al rights reserved.

Sun Life Financial and the globe symbal are registersd tasemarks of Sun Life Assurance Gompany of Canada.
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