Pearl Insurance
13 Airline Drive | Albany, NY 12205
Fax # 518-640-8105
Telephone# 800-697-2732
customercare@pearlinsurance.com

INSURED’S SUPPLEMENTAL APPLICATION
FOR DISABILITY INCOME BENEFITS

TO ENABLE US TO EXPEDITE CONSIDERATION OF YOUR CLAIM: Use this form to report your status since the last report. If you need
additional space to answer any of the questions, attach a sheet of paper with your additional answers. Please fully answer each question, sign
and date all forms and attachments and return the originals to us. Failure to complete all the questions or sign and date the claim form(s)
will result in a delay in the consideration of your claim.
1.

Name:

2.

Current Residential Street Address:

Social Security #:

Telephone Number:

(

-

)

3.

Name and address of the doctor currently treating your medical condition:

4.

When did you last consult your doctor?

5.

When is your next scheduled appointment for treatment or evaluation by your doctor?

6.

-

/

/
/

/

List the names of all other physicians or medical practitioners, hospitals or institutions by whom, or in which, you were attended, treated
or examined during the past 12 months for this or any other medical condition.
NAME

ADDRESS

Dates of Attendance

REASON

7.

Are you currently working in any occupation on any basis? Yes
No
(If “Yes”, provide the name and address of the business and details regarding your work activities, including type of job, your job duties, number of
hours worked and the date your started working:

8.

If you have not returned to work, when do you expect to return to work?

9.

What are your daily activities?

/

/

10. List your current restrictions and limitations, if any, due to your medical condition. (If none, state “NONE”)

In furnishing this form, New York Life does not admit the validity of this claim or waive any of its rights or defenses.
Your eligibility for benefits will be determined in accordance with the terms of the specific policy contract.
NEW YORK RESIDENTS: 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 shall also be subject to a civil penalty not to exceed five
thousand dollars and the stated value of the claim for each such violation.

DECLARATION AND SIGNATURE
I declare that the answers provided on each page of this form and any attachments are complete and true to the best of my knowledge and
belief. I understand that New York Life and Pearl Insurance., their representative, reserves the right to require further information in order to
evaluate my claim.
Insured’s signature (Insured or Insured’s authorized representative)
Date Signed:

Relationship if other than Insured

ATTENDING PHYSICIAN’S STATEMENT – PROGRESS REPORT
The patient is responsible for the completion of this form without expense to the Company.
Please provide a complete answer to each question. Attach additional sheets if necessary.

Group: G-11628-0

Patient’s SSN or ID:

1. Patient’s Name:

Date of Birth:
(First, Middle, Last)

(MM/DD/YYY)

2. Current Medical Condition(s):
Primary Diagnosis:

ICD-10 CM CODE:

Secondary Diagnosis:

ICD-10 CM CODE:

3. Dates you have provided treatment to the patient since your last report to us:

4. Current objective findings (include x-rays, lab results & clinical findings. If pregnancy, also give LMP and EDC):

5. Has patient been hospitalized since the date of your last report to us:

Yes

No

If YES, provide reason, hospital name & address and dates of confinement

6. Nature of treatment currently being provided or planned (include surgery & medications prescribed if applicable):

7. Have you referred the patient to another practitioner?

Yes

No

Yes

No

If YES, please provide the name & address of all applicable physicians or practitioners:

8. In your opinion, is the patient able to work at this time?
If NO, when do you expect the patient will be able to perform some work?

(MM/DD/YYYY)
9. Is there any type of job modification or accommodation that would enable the patient to work at this time?
Yes

No

If YES, please describe:

10. Based on your objective findings and your medical opinion:
The patient was unable to work from:
The patient was able to perform some work from:

TO:
(MM/DD/YYY)
(MM/DD/YYY))
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TO:

(MM/DD/YYY)
(MM/DD/YYY)

11. List all current restrictions and limitations you have placed on the patient’s work and personal activities due to the
patient’s medical condition (if NO, please indicate “NONE”)

12. Has the patient been released from your care?

Yes

No

If YES, date released from your care:
MM/DD/YYYY
If NO, date of next scheduled treatment or evaluation:

MM/DD/YYYY

NEW YORK RESIDENTS: 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 shall also be subject to a civil penalty not to exceed five thousand dollars
and the stated value of the claim for each such violation.

ATTENDING PHYSICIAN’S DECLARATION AND SIGNATURE
I declare that the answers on this statement are complete and true to the best of my knowledge and belief. I understand that periodic
updates (including providing copies of medical records when requested) will be required in the event of a continuing claim.

Provider’s Name/Specialty (Please Print)

Tax ID/Soc. Security #

Street Address

Telephone Number

City, State and Zip

Provider’s Signature

Date Signed

Please Mail Completed Form to:
Pearl Insurance | Disability Claims Unit
13 Airline Drive | Albany, NY 12205
Fax # 518-640-8105 | Telephone# 800-697-2732
customercare@pearlinsurance.com
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