Short Term Care Nursing Facility
Benefit Request Form

Administered By:

Bankers Fidelity Life Insurance Company
4370 Peachtree Road

Atlanta, Georgia 30319

1-800-241-1439; Local 404-266-5600

Claims Department
Short-Term Care Services Div.

P.O. Box 105652

Atlanta, Georgia 30348-5652
1-866-458-7499; Local 404-266-5720

INFORMATION WE NEED FROM YOU - COMPLETE AND MAIL TO SHORT TERM CARE SERVICES DIVISION

PATIENT’S NAME

DATE OF BIRTH
MONTH ‘ DAY ‘ YEAR

SEX
[ Male (1 Female

POLICY NUMBER

PATIENT’S ADDRESS (Street/City/State/Zip)

TELEPHONE NO SOCIAL SECURITY NUMBER

() I N

Is this @ new address? ......cceeeuveeeeenn.. Yes I No

Marital Status 1 Single (1 Married 1 Widowed

1a.Where are you currently residing:
(1 Private Home

(1 Hospital
[ Independent Living Unit/Retirement Facility

b.Specify Living Arrangements:
(1 Alone (1 With Spouse
[ With Children (1 Other, Specify:

[ Nursing Care Facility (Nursing Home)
(1 Assisted Living/Personal Care
(1 Other, Specify:

(3 With Other Relatives

2.Person to Contact if you cannot be reached:

Name: Telephone No.
Address
3.Do you have other Nursing Home, Long Term Care or Home Health Care Insurance?..........c..cccccceeeeennnee. (Aves (A No

If “Yes,” give name and address of other carrier and policy number.

4.Name of Primary Caregiver:

Relationship: (1 Spouse (1 Child (3 Sibling
(1 Friend (1 Home Health Care Agency
(1 Neighbor (71 Other, Specify:

(71 Other Relative, Specify:
(J Roommate/Companion

5.Describe your current condition and its cause:

ADL
(71 Bathing/Toileting

6.Which of the following Activities of Daily Living do you need assistance with?
Dates on which you first received assistance

Month/Day/Year

[ Dressing.......ccceeveveeeveceeenenne.

(1 Transferring........cccceeeeveenenne.

[ Continence......ccoveeeeeeeeeenn..

(A Eating....ccoveveeeieeeceee e

PLEASE COMPLETE BACK SECTION

STC BRF
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7a.Date first saw a doctor for this condition. Were you hospitalized? ..........coeevevireinerennn. [AYes [ No

b.If “Yes,” name and address of facility.

Date Admitted: Date Discharged:

8.Name and address of treating physician(s) or practitioner(s):
Name & Address Telephone Number Most Recent Date Consulted

9.Name and address of person holding Power of Attorney (if applicable)

Date Power of Attorney was effective:
Name & Address

PLEASE ENCLOSE A COPY OF ANY POWER OF ATTORNEY, GUARDIANSHIP, OR TRUSTEE PAPERS WITH THIS CLAIM FORM

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or
statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning any
fact material thereto may be committing a fraudulent insurance act, which is a crime and could subject such person to criminal and
civil penalties.

FL. Residents Only: Any person who knowingly and with intent to injury, defraud, or deceive any insurer files a statement of claim
or an application containing any false, incomplete, or misleading information is guilty of a felony of the third degree. MD Residents
Only: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files
a claim containing a false or deceptive statement may be guilty of insurance fraud as determined by a court of competent jurisdiction.
PA Residents Only: Any person who knowingly and with intent to defraud any insurance company or other person files an application
for insurance or statement of claim containing any materially false information or conceals for the purpose of misleading, information
concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and
civil penalties. VA Residents Only: Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an
insurer, submits an application or files a claim containing a false or deceptive statement may have violated state law. WA Residents
Only: Any person who knowingly presents a false or fraudulent claim for payment of a loss or knowingly makes a false statement in
an application for insurance may be guilty of a criminal offense under state law.

Authorization To Release Information

| hereby authorize any physicians, practitioners, hospitals, clinics, pharmacists, insurance companies, employers, credit reporting
agencies, government agencies and other persons or institutions to furnish Bankers Fidelity Life Insurance Company or its authorized
representative copies of any and all information, data or records you have regarding any iliness or injury, physical or mental condition,
medical history, consultation, prescriptions, treatment, or employment pertaining to me. | understand that | have a right to request a
copy of this authorization. A photocopy of this authorization shall be considered effective and valid as the original.

Dated: Signed:

STC BRF (3-05)



