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EMPLOYER’S STATEMENT
Employer’s Name ...................................................................................................... Policy # ......................................... Div. # .............................
Employee’s Date of Birth ............................................................................Effective Date of Coverage ...................................................................
Is this claimant a N.Y. employee?....� Yes...� No...� Full Time...� Part Time .................. .................................. % paid by Employee
Date of Employment ........................................................................................................... .................................. % paid by Employer
Normal work week (check boxes to show usual days worked) ........................................... S M T W T F S
Date Employee last worked....................Number of Hours ................................................. � � � � � � �
Date Employee wages ceased ...........................................................................................
Date Employee returned to work ........................................................................................
Has Employment terminated? ..................................................... � Yes...� No .................
If so, date of termination .....................................................................................................
Was Employee laid off or was layoff contemplated prior to

disability? ................................................................................. � Yes...� No .................
If so, give day of layoff ........................................................................................................
Were wages continued during disability? .................................... � Yes...� No .................
If yes, does the Employer request reimbursement? ................... � Yes...� No .................

Was Employee on the job when disability occurred? .................. � Yes...� No .................
Has claim been filed for Workmen’s Compensation? ................. � Yes...� No .................
Is Employee member of a union that provides payment

of weekly cash benefits? ......................................................... � Yes...� No .................
If yes, give name and address of union ..............................................................................

Signed ............................................................................................. Employer ........................................................... Date ....................................
Telephone Number ....................................................................................................................................................................................................
THE WORKER’S COMPENSATION BOARD EMPLOYS AND SERVES PEOPLE WITH DISABILITIES WITHOUT DISCRIMINATION.
DB-450 (2-04)

Mail To: First Unum Life Insurance Company, The Benefits Center, P.O. Box 100158, Columbia, SC 29202-3158
Pacific Time Zone Toll-free: 1.877.851.7637 Fax: 1.877.851.7624
All Other Time Zones Toll-free: 1.800.858.6843 Fax: 1.800.447.2498

Employer Reimbursement Request: If Yes, the Employer agrees to indemnify
UnumProvident Corporation and hold the Company, its directors, officers, employees and
agents harmless against any claim, loss, liability, suit or judgment (including attorneys’ fees
and cost of defenses or investigation related thereto) that arises as a result of the Employer’s
obligation to pay benefits under the Policy on behalf of the Company. In addition, the Em-
ployer shall indemnify UnumProvident Corporation against any claim by an insured for ben-
efits that have been paid by the Employer and reimbursed by the Company.

Earnings 8 weeks prior to disability
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