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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 yvour Leave of Absence papers to the
Human Resources Department.

Returning to Work

Returning to work early:

If your doctor clears you to return te 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 to 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 employvees 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.



CAPE MAY COUNTY
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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)

Empioyee Name

Department Date of Hire
Employee Title
Length of Leave Requested ___ : From o

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 retura this form to your Department Head or Supervisor.

Physician’s Narne

Address

Phone Number

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

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

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

T understand that in order to return to work, I am reguired fo present a note from my
doctor W]:?J.Ch 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 [ have
returned to work, and I will be responsible to repay the full amount of any monies that
1 collect from the Short Term Disability Carrier as a result of my failure to report my
return to work.

Emplovee Signature



HIPAA COMPLIANT AUTHORIZATION FORM
FOR THE RELEASE OF MEDICAL RECORDS

Patient Name:

Date of Birth:

Social Security Number:

Address:

| hereby authorize {Name of Medical Provider], whose business address is located at

to disclose all protacted medical information for the purpose of review and evaluation
in connection with a lzave of absence. | expressly reguest that all covered entities under HIPAA indentified above disclose full and complete
protected medical information refated to my leave of absence, this includes the following:

¢« Al medical records, including, but not limitad to, physician's records; surgeon's racords; inpatient, outpatient and emergancy room
{reatment records; patient intake forms; consultations; hospital records; operafing room records; progress and visit notes; diagnostic
records; discharge summaries; nurse's notes; therapist's notes; consent for treatment; all clinical charts, reports and/or documents;
correspondence; test results; statements; guestionnaires/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.

+ Al diagnostic testing, reports, records, films and/or videos, including, but not limited to, x-rays; CT scans; MR {including MARS MR1};
scans/photographs; pathology/tissue siides; bone scans; any and ali laboratory testing reports, including all those related to blood ion
jevels; autopsy reports; and any other laboratory, histology, cytoiogy, pathology, or radiology reports/specimens.

[ authorize vou 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 1o psychotherapy notes, psychiatric or psychologica! records.

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

The individual signing this authorization understands information authorized for release may inciude records that may indicate the presence of a
communicable disease.

| acknowiedge the right tc revoke this authorization by writing to the Cape May County Department of Human Resources & Training at the above
referenced 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 infformation disclesed pursuant to this autharization to be subject to re-disclosure by the recipient and no longer be
protected under 45 CFR 164.508.

i acknowledge the right to inspect the material to be released.

| understand that the covered entity to whom this authorization is directed may not condition treatment, payment, enrollment 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. Department of Labor
Family Member’'s Serious Health Condition  Wage and Hour Division
(Family and Medical L eave Act)

DO NOT SEND COMPLETED FOREM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATIENT. OMB Cﬂntfgl N‘imb_ﬁg lfﬁg?éﬂﬂm
KpiFes: 3/31/2

INSTRUCTIONS to the Iy and Medical Leave Act (FMLA) provides that an employer
may require an employee seeking FMLA protections because of a need for feave to care for a covered family '
member with a serious health condition to submit a medical certification issued by the health care provider of the
covered family member. Please complete Section I before giving this form o your empioyee. Your response is
vohuntary. While you are not required to use this form, you may not ask the emplovee to provide more information
than allowed under the FMLA regulations, 26 C.F R. §§ 825.306-825.308. Employers must generally maintain
records and documents relating to medical certifications, recertifications, or medical histories of employees’ family
members, created for FMLA purposes as confidential medical records ir: separate files/records from the nsual
personnel files and in accordance with 2¢ CF.R. § 1630.14(c)(1}, if the Americans with Disabilities Act applies,
and in accordance with 26 C.F.R. § 16359, if the Genetic Information Nondiscrimination Act applies.

Employer name and contact;

INSTRUCTIONS to the EMPLOYEE: Please complete Section 11 before giving this farm to your family
member or his/her medical provider. The FMLA permits an employer to require that you submit a timely,
complete, and sufficient medical certification to support a request for FMLA leave to care for a covered family
member with a serious health condition. If requested by your employer, your response is required to obtain or
retain the benefit of FMLA protections. 29 U.8.C. §§ 2613, 2614(c}3). Failure to provide a complete and
sufficient medical certification may result in a denial of your FMLA request. 29 C.F.R. § 825.313. Your empioyer
must give you at least 15 calendar days to return this form (o your empioyer. 29 C.F.R. § 825.305.

Your name:

First Middle Last

Name of family member for whom you will provide care:

First Middle Last
Reiationship of family member to you:

If family member is your son or daughter, date of birth:

Describe care you will provide to your family member and estimate Jeave needed to provide care:

Employee Signature Date

Page ! CONTINUED ON NEXT PAGE Form WH-380-F Reyised May 2015
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INSTRUCTIONS to the HEAL'TH CARE PROVIDER:
the FMLA to care for your patient. Answer, fully and completely, all applicable parts below. Several questions
seek a response as to the frequency or duratior: of a condition, treatment, eic. Your answer should be vour best
estimate based upon your medical knowledge, experience, and examination of the patient. Be as specific as vou
cam; terms such as “lifetime,” “unknown,” or “indeterminate™ may not be sufficient to determine FMLA
coverage. Limit your responses to the condition for which the patient needs leave, Do not provide information
ahout genetic tests, as defined in 29 C.F.R. § 1635.3(f), or genetic services, as defined in 29 C.F.R. § 1635.3{e).
Page 3 provides space for additional information, should you need it. Please be sure to sign the form on the last
page.

Provider’s name and business address:

Type of practice / Medical specialty:
Telephone: { ) Fax( )

1. Approximate date condition commenced:

Probable duration of condition:

Was the patient admitted for an overnight stay in a hospital, hospice, or residential medical care facility?
_ MNo ___Yes. Ifso, dates of admission:

[Dare(s) you treated the patient for condition:

Was medication, other than over-the-counter medication, prescribed? No  Yes.

Will the patient need to have treatment visits at least twice per year due to the condition? __ No Yes

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

2. Is the medical condition pregnancy?  No  Yes. If so, expected delivery date:

3. Describe other relevant medical facts, if any, related to the condition for which the patient needs care (such
medical facts may include symptoms, diagnosis, or any regimen of continuing treatment sach as the use of
specialized equipment}:

Page 2 CONTINUED GN REXT PAGE Form WH-350-F Revised May 2015



4, 'Will the patient be incapacitated for a single continuous period of time, inciuding any time for treatment and
recovery?  No __ Yes.

Estimate the beginning and ending dates for the perioc of incapacity:

Puring this time, will the patient need care? __ No __ Yes.

Explain the care needed by the patient and why such care is medicalfy necessary:

5. Will the patient require follow-up treatments, including any time for recovery? ___ Ne Yes.

Estimate treatment schedule, if any, including the dates of any scheduled appeintments and the fime required for
each appointment, including avy recovery period:

Explain the care needed by the patient, and why such care is medically necessary:

6. Will the patient require care on an iniermitient or reduced schedule basis, including any time for recovery?
No Yes.

Estimate the haurs the patient needs care on an infermittent basis, if any:

hoar{s) per day; days per week  from _ through

Explain the care needed by the patient, and why such care ts medically necessary:

Page 3 CONTINUED ON NEXT PAGE Form WH-380-F Revised May 2013



7. Will the condition cause episodic flare-ups periodically preverting the patient from participating in normial daily
activities? Mo Yes,

Based upen the patient’s medical history 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 months {(e.g.. | episode
every 3 months lasting 1-2 days):

Frequency: times per week(s) month(s)
Duration: "_howrs or ___ day(s) per episode
Does the patient need care during these flare-nups? No Yes.

Explain the care needed by the patient, and why such care is medically necessary:

Signature of Health Care Provider Date

PAPERWORK REDUCTION ACT NOTICE AND PUBLIC BURDEN STATEMENT

If submitted, it is mandatory for employers to retain & copy of this disclosure in their records for three years, 29 U.S.C. § 2616;
29 C.F.R. § 825.500. Persons arc not required to respond to this collection of information unless it displays & currently valid OMB
control number. The Department of Labor estimates that it will take an average of 20 minutes for respondents to 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 callection of information. I you have any comments regarding this burden estimate
or any other aspect of this coliection information, including suggestions for reducing this burden, send therm to the Administrator,
Wage and Hour Division, U.S. Department of Labor, Room $-3302, 200 Censtitution Ave., NW, Washington, DC 20214,

DO NOT SEND COMPLETED FORM TO THE DEPARTMENT OF LABOR; RETURN TO THE PATEENT.

Page 4 Form WH-380-F Revised May 2015



POLICY 534-01
" LEAVE OF ABSENCE POLICY

A, PURPOSE

The purpase of this policy is to provide employees 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 a health care provider,” means:
a. Two or more treatments for Injury or ilness.
B Treatment on at least one occasion by a health care provider which resulisin a

regimen in continuing treatment under the general supervision of the health
care provigar. '

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

c. Whean an employee or family member is under the continuing supervision of a
health care provider due to a serious long-term or chronic condition. Exampiles:
Alzheimer's syndrome, serious stroke, and late stage cancer.

2. Family members with serious medical conditions include:
a. Spouses
b. Sons or daughtars under the age of 18, including natural children, adopted

chijdren, stepchildren, and children of whom the employee isfinancially
responsible if the child is “incapable of self care because of mental or physical
disabilities”.

(o Parents must be legal parents. (Step parents must have adopted a child)
Grandparents and in-laws are not considered parents uniess they have legal
custody of the child. ' :

3 “Haalth Care Provider” encompassas medical doctors, doctors of osteopathy, dentists,
and purse practitioners,

4, “Serioys health condition” is an illness, injury, irmpairment, or physical or mental
conditien involving:

a. in-patient care, or

b. Continuing treatment by & health care provider, or



!‘\J

c, A period of incapacity of more than three days that reguires health treatment.
{The County will allow five days based on the certification reguirernents in the
currant bargaining agreement}. '

NOTE: Voluntary or cosmetic treatments, which are not medically necessary, are not
sarious health conditions unless in-patient care is required. Outpatient dental care is
alse not coverad.

STATEMENT OF POLICY

The County will grant leavas of absence in accordance with the provisions of the Federal
Family & Medical Leave Act ("FMLA"} and the New Jersey Family Leave Act (“NJFLA")
(coliectively herein, “Acts”].

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

year will be measured from the date that the first leave of absence commenced,

The County requiras all accrued vacation and sick days to be used as a part of the [eave

of absence. The only excepiion s that sick days cannot be used for care of 2 newly bom
or newly adopied child.

There will be no accrual of vacation, sick, persora! or holiday time during the time
period covered by an unpaid leave of absance.

During the time of isave of absence, health benefits and iife insurance benefits will be
maintained at the same level and under the same conditions as would apply to
empioyees who are not on leave.

Time off for a “woarkers comp” injury will be counted as Family Leave time usec.

ELIGISILITY REQUIREMENTS:

in order to be eligible for FMLA, an employee must:
a. Have one {1) year of service with the County;

b.  Have worked 1,250 hours during the last twelve (12) months prior to the
commencement of the ieave; and

C. Seeking leave for:

[3 the birth of a child and to care for the newborn child within one year of
birth; '



2.

iil.

the placement with the employee of a child for adoption or foster care
and to care for the newly placed child within one year of placement;

to care for the employee’s spouse, child, or parent whe has a serious
health condition;

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

any gualifving exigency arising cut of the fact that the employea’s
spouse, son, daughtar, or parent is a covered military member on
“covered attive duty;”

Npte: The condition must be documented by the physician or bealth care

pravider 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 Huiman Resources Department.

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

a.

b.

Have one {1} year of service with the County;

Have worked 1000 hours during the last twelve (12) months prior to the
commencement of the ieave; and

Seeking leave for:

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

The care of & parent, child under 18, spouse, or chvil union partner who
has & serious health condition requiring in-patient care, continuing
medical treatment or medical supervision.

Note: The condition 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 reguire that this form be
updated by your physician or health care provider and turned in fo the
Human Resources Depariment every four {4) weeks.



E. ADDITIONAL LEAVE

1. If an employee has a medical condition, which requires more than tweive {12} weeks
covered by the “Federal Family Medical Leave Act,” the following shiall apply:

a.

An employee who has been employed by the County for more than one {1) year
but less than five (5) vears may apply for an “extended” County leave for up o
two (2) manths for their 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 “Heaith
Care Provider” and the same form must be used. During this “extended”
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
employee. The employee will reimburse the County the amount of the premium
paid for that policy.

An employee who has been employed by the County of Cape May for five (5)
years or more may request an additional twelve (12} weeks for medical purposes
only. These additional weeks would be paic or unipaid depending on if the
empioyee 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 Medical Leave Act” and the same form must be used. If at the end
of the tweive {12) week periad, the employee is still not able to return to work,
they may apply for an additonal “extended” County Leave far up o four (4]
months. During this “extended” additional leave, the employee will be reguired
to pay for their own health benefits. This will appty to the health benefits policy
in effect at the time of the leave for that employee. The empioyee will
reimburse the County the amount of the premium paid for the policy.

Employees with ten (10) years or more of County employment would be eligible
for up to an additional 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 premium paid for that
policy.



d.  If an employee with ten (10) years or more of service has exhausted all leave and
“extended” leave time and is stili medically unfit to return to work, they may
request an additional ieave of absence from the County. At this time, the leave
could be deniad based on the recommendation of a committee which will review
tha needs of the individua! department. Any employee with 10 years of paid
sarvice into the State of New Jersey Pension System wouid be eligible to apply
for & “disability retirement”.

e, These additional lzaves SHALL NOT apply for the serious health condition of
anyane other than the employee.

DISABIITY

in the case of an approved “Disability Retirement” by the State of New Jersey, if an
employee has any accrued sick days rermaining, they will be paid according to the
applicable bargaining agreement.
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Life Financial®
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I instructions

[ Send in ALL signed statements, which we fequire to properly review the claim. Failure to
provide compiete and accurate information could result in the need for additional claims
investigation, which could delay the initial benefit payment.

« Employer Statement « Atiending Physician Staiement
» Employee Statemzent « Authorization Statements

An STD claim should be submitted for a disability absence that may extend beyond the required
slimination period.

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

[C Employer is reguired 1o include the following (as applicable):
"« Eprollment Form + Worker Compensation Report o W2
« Job Description s Retumn-io-Work slip ¢ Payroll Ledger

] Physician must completely fill out and sign the Physician Statement.
[ Have al! the physicians keep a copy of your signed anthorization for their files.
To file a Disability Claim or check on 2 status online go to www.sunlife.com/us.

- Click on “Submit a Disability Claim”
- OR Fax to: 781-304-5599

Employer's Statement

l 1 General information

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

Sun Life Assurance Employer street address l City ‘State | Zip code
Company of Canada a ‘ 1 |

Group STD Claims
Social Security numbear

P.O. Box 81915 Name of employee (first, middle initial, last) [1M
Wellesley Hills, MA (2481 :

gaF | :
Tel.: BOG-247-6875 . |Employee street address City State Zip code
Fax; 781-304-5599
www.sunlife.com/us Empioyee phone number | Preferred form of contact Date of birth
Home [] Horne phone [ Work phona [ Mait
Work

%

XGR/2503 « §TD Claim Packet Page 1 of 10



- {2 Empioyment and Claim nfermation

Attach Return-to-Work
sfip from physician.

Attach Worker's
Compensation Report
and Reward/Denial
nofice.

ts condifion due 1o injuryisickness caused by patient's empioyment? [ ves [ No [ Unknown

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

1

Employee job fiie (Attach employee’s formal job dascripion)

List employee's major job dufies

How would you classily the empioyee’s occupation?
[ Sedentary (1-10 tos) [ Light (11-20 ibg) [ Madium (2150 tbs) T Heavy (S1+ Ibs)

indicate days per week the emploves regularly works? [J1 ]2 13 [J4 [O5 s [O7

indicate daily hours the empioyes regularly works, 118 [19 [0 40 H5 Other

Has employes terminated employment? [ Yes [ No I yes, termination dais:

Has empioyes returned to work? [ VYes [ No |f yes, return date:
if yes, did employes return: O] Fulk-Tirme (ful-capaclty) [ Full-Time (partal capacity)
[ Par-Tine (aitach payroll ledger)

Has Worker's Compensation claim been filed? [ Yes I No

Name of Worker's Compensation carrier Phonre number

! 3 Salary and Benefits Information

How was the employes paid? {chack one) Other work related fncome:
[ Hourty O salaried | Commissions | Bonuses Overiims
If emnpleyee contribuies t0 1§ per hour, & por weal: $ f$ % %

STD premium, attach a
copy of employee
enroliment form

i 4 |nformation About Other Income

How does empioyee contribute toward the STD preminm?
O PRE-tzx [ POST-tax [ Employee does not contribute

H employee coptribites, please provide peICeniage. e e %

Indicate whether

the employee is
currently receiving,
or entitled 1o receive,
benefls from any of
these sources.

Check ail that apply.

§ 5 Certification and Signature

1 certify that the above statements are true and complete. [ have read and understand the Frand
Warning in this packet.

Name of person compieting this form | E-mail address

Title \ Phone number

XGER2E0E - STD Claim Packst

Fage 2 of 10
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Sun ei/f
Life Financial®

Employee’s Statement

E‘E General Information

Sun Life Assurance
Company of Canada
Group 5TD Claims

P.Q. Box 81815
Wellesiey Hills, MA 02481

Tel.: 800-247-6875
Fax; 781-304-5589

www.sunlile com/ps

i 2 Information About the Condition Causing Your Disabiiity

Name of employse ffirst, middie initial, lash) O E Sodal Secunty number | Date of birth {m/d/)

OF | |

Fmpioyes sireet address 1 City i taie Fip code
Horme phons: Preterred form of contact:

Cell phane; [J Home phone 1 Cell phons
Work phone: 1 work phone [] Mail

Name of empioyer {parem company nams) :

Last day worked before disability | Date first reated by Physician | Date expected 1o refurn 1o work

OFT OPT
OYes [JNo

Did you require Emergency Room care for your condiion’?
If yes, Hospital name:

Daie; Phane:

Were you confined to a hospital for this condifion? OYes [INo

If yes, inciude the nospliad name Hospital phons
Datels) of confinement,  From: o

Select the appropriate type of condition, and provide details:
[] Pregnancy

Expecied dug date:
Delivary type: [ Normal
Complications:

Actual due daie:
[ &-Section

[ Work-refated injury/sickness

Date of first sympiom/injury:

Where ocourrad:

Cause of injury/sickness: :

Do you intend to file for Workers Compensation? [ Yes

F1No
If yes, what iz the status: [ Denied {JApproved [JPending L] Appealed
[ Sickness  First date of symptom:
Type of sickness:
Have you experienced a symptom in the past?  [JYes [INo Date:

XGR/2608 - STD Claim Packet

Sage 2 of 10




7@2 information About the Condition Causing Your Disability continued

O Motor vehicie accident - compleis only if applicable

Date occurred: Time: CAM [P
Was & citation issued o you? [TYes [No

It yes, type of citation: '

How injury occurred;
Whara injury occurred:

Name of your car insurance carrer:
Phone number:

Are you receiving compensation from a car insurance carmer? T Yes [ No

¥ ves, Date:  From Te:
1 Other injury
Date ocourred: Wheare ocourred:

How occurred;
Describe type of Injury,

§ 3 information About Other income

Are vou cumently receiving, or entifled (o receive, benefits from any of the following sources?

[ Sick pay/Salary continuance | State Disability ] Worker's Compensation |

[l Othar: ‘
E 4 Physician Information
Indicate physicians you | Narne of physician: Phane: : 5
are seeing or have seer
for this condition. Specialty: Fax:
Name of physiciam, Phone:
Specialty: , Fax:
E 5 Signature

[ certify that the above statements are true and complete. | have read and understand the Fraud Warning
in this packet.

XGRy2803 « STD Claim Packet Page 4 of 10



Life Financial®

E 1 Information About the Patient

Attending Physician’s Statement

Sun Life Assurance
Compary of Canads
Group STD Claims

P.C. Box 818915
Weallesiay Hills, MA 02481

Tel.: 800-247-6875
Fax: 781-304-5599

www.sunlife.com/us

§ 2 Physician information

Patisnt is responsible for any costs associated with the completion of this form.
Name of paient {first, middie inftial, tast) [T M
LIF

Name of employer {parent company name)

Social Security number | Date of birth (m/dAy)

Patient home streat address

*City

State \th code

- Patient home phone number Patient work phone number ' *

« Complete all sections — | Name of attending physician (first, middle inttial, fast) lSpecialty 1Ta>< D#
any missing information L |
may result in a delay to | Strest address : i Ciry Siate Zip code
vour patient . }
« Print clearly "1 Phone number Fax number
o Fax this form o
781-304-5599 or as List other physicians treafing for this condition
instructed by patient Name of physician: Phona: '
Specialty: Fax: }
Name of physictan: Phone: |
Specialty; | Fax: |
E 3 Diaghosis and History
Your response is required | Primary Diagnosis (include any complications; | ICD-8 Code |
and affects the patient’s | .
benefit. Failure to complete | Szeondary Diagnosis {if epplicabie) ICD-9 Code
this nformation may causs
Ele le a;en; ﬁnfﬁf 1a}1§ ¢ Has patient evar had same or similar condition? [Tyes [ONao
BTcShip due 10 fack o if yes, date occurred: )
benefit payments. : X -
‘ if pregnancy, provide the following: Delivery type: L1 Normal
Expected delivery dats:. Aciual defivery date; [] C-Section

If you need more
room, check here [
and attach a
separaie sheetl.

List any complications pre or post defivery that would extend this disability longer than a normal
pregnancy. '

ie condifion due to injury/sickness arising out of patient’s employment? [ Yes [INo [ Unknown

Describe objective or abnormal findings and date.

‘TiX-ray CIEKG [IWRI IPFT  [JUlrasound
Date(s):

Findings:

[ Other data (e.g. Labs}
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“%L: Treatment Detalls

Stiart date of disabiitty | Date of first office visit i Date of last office visit

1

Was Emergency Room care required for condition? L 1Yes [ 1Mo
Name of hospital \ Date { Phone nuimbar

i i
Check ail that applv and describe type, freqnency and {reatment

Diate of next office visit

E O Surgery [ Medications presaried [ Tharapy [ Behavioral interverntion [l Other
Dais(s): :
Procedure/Trealiment .
ls patisnt: [ Bospital confined Date from: Date 1o:
[ Houss confined [7] Bed confinad 1 Ambutaiory
| Hospital name: ' Phong:
§5 Restrictions and Limitations .
Describe what the pafient can do. , ‘ From:
’ To
Describe what the pailent should not dao. From.:
Ta
ls patient capable of warking with thess restrictions/iimitations? [ Yes [iNo
] Ful-Time: 8+ hours/day 1 Pan-Time: hours/day i

indicate class of impairment - As defined in faderal dictionary of occupation titles
Physical Impairmment

i Ctass 7~ No limitation ] Ciass 4 — Moderate fimitation @
[ Ciass 2 — Shight Fmitation 1 Class 5 — Sevare limitation \

{[[] Class 3 - Medium iimitation 1
Mental impairment (if applicable) Current DSM-1V-R diagnosis

' Class 1 - No limitation Axis [: ]
[ Ciass 2 ~ Slight imitation Axis il ' :

M Class 3 — Moderate fimitation | Axis I1i:
[ Class ¢ - Marked limfaiion Axis IV
[[1 Class & — Severs limitation Auis V-

‘ Do you believe this patient is competent to endorsefdirect the use of proceeds? [T Yes I No

!_6_ Return-to-Work

Indicate the specific date » Refurn to patient's occupation full-time: . Dats: -or-

oz recovely period for Di-2wks [12-3wks [J3-4wks [145wks TI5-8wks [I6-7wks [J7-8wks

when the patient will C 2 months ormore [ Othern. T Never :

recover sufficiently to . i ._ - _ .

performm duties. = Return to pafient’s occupation part-time: Date: -ar-
Cl1-2wks [J2-3wks [13-4wks [145wks []5-6wks [167wks [J7-8wks
[J2 months ormore [ Other: 1 Never

§ 7 GCertification and Signature

I certify that the sbove statements are true and complete. I have read and understand the Frand Warning
in this packet.
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i Fraud Warnings

State law requires that we notify you of the foliowing:

Fraud warning. Any person who mowingty and with intent to defrand any insurance company or
other person files an application for insurance or statement of claim containing sy materialty false
information or conceals for ths purpose of misleading, mformation concarning any fact material

thereto commils a frandulent insurance act, which s 2 crime and subjects such person fo criminal
and civil penalties.

Fraud warping—AK: A person who knowingly and with intent v Injure, defraud, or deceive an
ngerance company files 2 claim containing false, incomplete, or misleading information may be
prosecuted under state law, _

Fraud warning-—AL: Any person who knowingly presents a faise or fraudnlent claim for pavment
of a loss or bepefit or who knowingly pressats false information in an application for inswrance is

guilty of a crime and may be sub;ect to restitution fines or confnement in prison, or ary combination
thereof.

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

an application for fngurance is guilty of & crime and may be subject to fines and confinement in
DIison.

Fraud warnmg—-—AZ For your protactmn Arizona law reguires the following
Statement o appear on this form. Any person who knowingly presents a false or
frandulent claim for payment of & loss 1s subject to criminal and civil penaities.

Fraud warning—CA: For your protection Caiifornia law reguires the following o appear on this
form: Any person who kmowingly presents a false or fraudulent claim for the payment of a loss is
guilty of 2 crime and may be subject to fines and confinement in state prison.

Fraud warning—CO: It is unlawfnl fo kmowingly provide false, incompiete, or misieading facts or
information to an insurance compary for the purpase of defranding or attempting o defrand the
company. Penalties may include imprisonment, fives, denial of insurance and civil damages. Any
insurance company or agent of an insurance company who knowingly provides false, incomplets, oz
misleading facts or information o 2 policyholder or claimant for the purpose of defranding or
attiempting to defrand the policyholder or claimant with regard to a seflement or award 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 & loss or berefit or who knowingly and willfully presents false
information in an appdcation for insurance is guilty of a crime and mey be subject to fines and
confinement in priscn.

Fraud waming—FL: Any person who knowingly and with infert to injure, defraui or deceive any
imsurer files 2 statement of claim or an application containing any false, incomplete, or misleading
information is guilty of a felony of the third depgree.

Fravd warning—IN, ID, and DE: Any person who knowingly, and with intent to injurs, defrand or
deceive any insurer, fies a statement of claim containing any false, incomplete or misleading
information is guilty of & felony.
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E Fraud Warnings continued

Fraud warning—KS: Ary person who knowingly and with intent to defrand any insurance
company or other person files an Application for insurance or statement of claim containing any
materially false informatior or conceals, for the purpose of misleading, information conceraing any
fact material thereio may be guitty of insurance frand as deermined by a comt of law.

Fraud warning—KY: Any person who knowingty and with intent to defrand any insurance
company of other person files a statement of claim, containing any maierially false information, or
conceals, for the purpose of misleading, information concerning any fact maierial thereto commits a

fraundulent insurance act, which may be & crime and subjects such person to criminal and civil
penalties.

Fraud warning—MD: Any person who knowingty OR wiilfully presents a false or frandulent claim
for payment of a loss or benefit or who knowingly OR willfully presents false information in an
application for issurance 15 guilty of a crime and may be subject to fines and confinement in prison.
Fraud warning—ME, TN, VA, and WA: It is a crime to knowingly provide false, incomplete or
misteading information to an insurance company. Penalfies include tmprisopment, fines and dental
of insurance benefits.
Fraud warning—NH: Any person who, with 2 purpose to injure, defrand or decetve any insurance
company, fites & statement of clatm containing any faise, incomplete or misleading information is
subject io prosecution and punishment for insurance frand, as provided in RSA 638:20,
Fraud warning—NJ: Any person who knowicgly files a statemment of claim containing any false or
misieading Information is subject to criminal and civil penalties.
Fraud warning-—-OH: Any person whe, with inient to defiand ar knowing that he s facibitating a
frand against an insurer, submits an application or files a cluim containing a false or deceptive

* statement is guilty of insurance fraad.
Fraud warning—OK: Ay persor who knowingly, and with intent to injure, defrand or deceive any
insurer, makes any claim for the proceeds of as insurance policy containing any false, incomplete or
misleading information is guilty of 2 felony.
Fraud warning—OR: Auy pemon wha, with intent to defraud or knowing that he is facilitating a

fraud z2gainst av msnrer, submits an application or files a claim containing 2 false or deceptive
statement may have violated state law.

Fraud warning—PR: Any person who knowingly and with the intention of defrauding presents
false information in ah insurance application, or presents, belps, or causes the presentation of a
fraudulent claim for the payment of a Joss or any other benefit, or presents more than one claim for
the same damage or loss, shall incur a felory and, upon conviction, shall be sanctioped for sach
violation with the penalty of a fine of not Jess thar five thousand dollars ($5,000) and not more than
ten thousand doetlars ($10,000), or a fixed term of imprisonment for three (3) vears, or both penaliies.
Should aggravating circumstances are present, the penzlty thus established may be increased to a
maximum of five (5) years, if extenuating circumstances are present, it may be reduced to a
mintmum of twe (2) years.

Fraud warning—VT: Any person who knowingly presents a false statement in ar application for
insurance may be guilty of a criminal offense and subject to penalties under state law,
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ﬁ Authorization for Release and Disclosure of Health Retated Information

This Authorization
complies with the
HIPAA Privacy Rule.
It 1s important for you
to read, sign and soboit
ail Authori-zations in
this packet. Failure io
subimit all
Awthorizations coutd
result in a delay during
the claims process.

Retarn tg:

Sun Life Assurance
Commpany of Canada
Group STD Claims

P.O. Box 81915

Wellesley Hills, MA 02481

Fax: 781-304-8599

IHEREBY AUTHORIZE any physician, health care provider, health plan, medical professional,
hospifal, clinic, laboratory, pharmacy benefit manager, or other medical or health care facility that has
provided payment, freatment, or services i me or on my behalf to disclose my entire medical record
and

any other protected health information concerning me to the Claims Department of Sup Life
Assurance Company of Canada (“the Company™), ite subsidiaries, affiliates, third party
administrators, and reingurers.

I understand that such information may ieciude records relating to my physical or mental condition,
such as diagnostic tests, physical examination notes, and treatment histories, which may incinde
mformation regarding the dizgnosis and treatment of himan mmunedeficiency viras (HIV) infection,
sexually transmitted diseases, mental ﬂlness and the use of alcohol, drugs, and tobaceo, but shall not
incinde psychotherapy notes.

By my signature below, 1 acknowledge that any agreements I have mads to restrict my protected
health information do not apply to this authorization, and T instruct any physician, health care
professional, hospital, clinic, medical facility, or other health care provider to release and disclose my
entire medical record withoat restriction,

I understand that the Company will use the information it obtains to {2) administer claims; (b)
determine or futill responsibility for coverage and provision of benefits; {c) administer coverage;
and/or (&) conduct other legally perm:ssable acfivities that relate o any coverage 1 have or have
apphiad for with the Compeny.

Tunderstand that the Company will not disclose information it obtains about me except as authorized
by thig authorization; 28 may be required of pezmitted Dy law; or as I ray further authorize. 1
understand that if information is re-disclosed as permitted by this authorization, it may no longer be
proiected by applicable federal privacy law.

The Genetic Information Nondiscrimination Act of 2008 (GINA) prohibits employers and other
entities coversd by GINA Title II from requesting or reguiring genetic information of emplovees or
their family members, except as specificalty allowed by this law. In order to comply with this faw, we
are asking that you not provide any genetic information when responding to this request for medical
information. ‘Genetic information,” as defined by GINA, includes an individual’s family medical
history, the resulis of an individual’s or family member’s genefic fests, the fact that an individual or an
individual’s family member sought or received genetic services, and genetic information of & fetus
carried by an individual or zn individual’s family member or an embryo lawfully held by an individual
or family member receiving assistive reproductive services. -

T understand that: (a) this Authorization shall be valid for 24 months from the data Isign i (b) Imay
revoke it at any time by providing written notice to Sun Life Financial, Group Short Term Disability
Claims, SC4312, One Sun Life Executive Park, Wellesiey Hills, Massachnsetts, 02481, subject to the
rights of any person who acted in reliance on it prior to receiving nofice of its revocation; and (¢) my
authorized representative and T are eatifled fo receive a copy of the autherization upon request.

A copy of this authorization shall be as valid as the original.

l Print name of employes or personal representative of employee | Group policy number

If representative, description of your authority or relationship to employee

Signature of empicyee or personal representaiive
X

Date

XER/2603 - STD Claim Packet
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PRIVACY INFORMATION NOTICE

This notice explains why Sun Life Assurance Company of Canada (“the Company™) coliscts personal information about you,
bow we use that information, and onder what circumstances we disclose it to othsrs.

COLLECTION OF INFORMATION

We nsed to obtain information about you to determine whether we can provide the insurance benafits you have requested. As part
of the claims process, we may ask vou fo undergo a physical examinatior, submit 2 statement from your physician, or provide
copies of medical tests or other information refating to your health, finances, and activities.

We also may collect information about you from other sowces. By signing the authorization for release and disclosure of health-

related informatiop and/or the anthorization for release and disciosure of psychotherapy notes, you authorize us to obtain medical
information about you that we need to underwrite your application. Depending on your particular circumsiances, we may collect

addificnal information about vou from the following sources:

» physicians, health care providers, medical professionals, hospitals, clinics, or other mechcal or heaith-care-reated facilities
other insurance companies you hiave apphed fo for insurance

¢ public records, such as Social Security and tax records

DISCLOSURE OF PERSONAL INFORMATION

When vou sign the euthorization for release and disclosure of heaith-related information and/or the authorization for rslease and
disclosure of psvehotherapy notes, you aunthorize vs to disclose information we have abot you
e o our reinsurers and

¢ 25 required or permitied by law.

In the course of the claims process, we may need o disclose information about you to others. The law permits us to disciose such

information, without obizining authorizafion from you, to;

s companies that help us conduct our business or perforn services on our behalf,

¢ your physician or treafing medical professional, and

= comply with federal, state or local laws, respond to a subpoena or comply with an injury by 2 government agenf'y or
regulator.

ACCESS, CORRECTION, AND AMENDMENT OF PERSONAL INFORMATION
Upon written request fo the Compeny, vou can:

¢ obtain & copy of the personal recorded information we have about vou in our files (a fee may be charged to cover the cost of

providing & copy of such information},

request that we correct, amend, of delete ény recorded persoral information sbout you in cur pessession, and
file your own statement of facts if you believe that the recorded personal information we have aboui 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.O. Box 81915
Wellesley Hills, MA 02481

Sun Life Assurance Company of Canada is a mamber of the Sun Lile Finandlal group of companies.
® 2012 Sun Life Assurance Company of Canada, Wellesley Hills, MA 02481, All rights reserved.

Sun Life Financial and the globa symboi are registerad frademarks of Suni Life Assurance Company of Canada.
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