
HARTFORD LIFE INSURANCE COMPANY
HARTFORD LIFE AND ACCIDENT INSURANCE COMPANY

APPLICATION FOR SHORT TERM DISABILITY INCOME BENEFITS

Section I Employer’s Statement employer’s

Section II Employee’s Statement - employee

Section III Authorization to Obtain Information employee

Section IV Attending Physician’s Statement -
employee.

PLEASE SEE THAT ALL SECTIONS ARE FULLY COMPLETED AND SIGNED. FORWARD THE COMPLETED
APPLICATION TO YOUR HARTFORD BENEFIT MANAGEMENT SERVICE CENTER.



HARTFORD LIFE INSURANCE COMPANY

HARTFORD LIFE AND ACCIDENT INSURANCE COMPANY

APPLICATION FOR SHORT TERM DISABILITY INCOME BENEFITS

Section I - Employer's Section
To Be Completed by the Employer

A. Information About the Employer

B. Information About the Employee

C. Information Needed for Withholding and Reporting Taxes

D. Information About the Claim



E. Information About Salary

G. Information About the Job as it Relates to the Disability

H. Signature



HARTFORD LIFE INSURANCE COMPANY
HARTFORD LIFE AND ACCIDENT INSURANCE COMPANY

APPLICATION FOR SHORT TERM DISABILITY INCOME BENEFITS

Section II - Employee's Section
To Be Completed by the Employee(BE SURE TO ANSWER
ALL QUESTIONS - FAILURE TO DO SO MAY DELAY YOUR CLAIM)

A. Information About You

B. For an Injury, answer the following questions

C. For Illness, Injury or Pregnancy, answer the following questions

D. Information About the Disability

E. Information About Tax Withholding

IMPORTANT:

Note to residents of Iowa and the District of Columbia

Note to residents of Nebraska, Rhode Island and South Carolina





Please print

if signed by Authorized Representative



To be completed by the Employee

To be
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