
HARTFORD LIFE INSURANCE COMPANY
HARTFORD LIFE AND ACCIDENT INSURANCE COMPANY

                                    APPLICATION FOR LONG TERM DISABILITY INCOME BENEFITS

This application package is divided into four sections, as follows:

Section    I Employer's Statement - to be completed by  the employer's authorized representative.
Be sure to provide any necessary attachments (see Section K).

Section    II Employee's Statement - to be completed by the employee who is applying for Long Term
Disability benefits.  Please attach a copy of the employee's driver's license.

Section   III Authorization to Obtain Information - to be signed by the employee.

Section   IV Attending Physician's Statement - to be completed by the physician who is treating the
employee.

Section    Ic. Information for Group Life Premium Waiver Benefits - to be completed by the
employer's authorized representative if the employer also has a Group Life Insurance
policy with The Hartford that includes a Premium Waiver benefit.  Be sure to provide
any necessary attachments (see Section K)

 PLEASE SEE THAT ALL SECTIONS ARE FULLY COMPLETED AND SIGNED.   FORWARD THE
 COMPLETED APPLICATION TO YOUR HARTFORD BENEFIT MANAGEMENT SERVICE CENTER.
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What was the employee's permanent job on his or her last day at work? How long had the employee been in this job?

Last day employee actually worked                On that day, did the employee work a full day?
           Yes No     If "No," how many hours were worked?

Why did employee stop working? Is the employee's condition work related?
Yes              No

Has a claim been filed with Workers' Compensation?
         Yes           No    If "Yes," send initial report of illness or injury and award notice.





To Be Completed by the Employee  ( BE SURE TO ANSWER ALL QUESTIONS      FAILURE TO DO SO MAY DELAY YOUR CLAIM )
A.  Information about you

                 HARTFORD LIFE INSURANCE COMPANY
HARTFORD LIFE AND ACCIDENT INSURANCE COMPANY

       APPLICATION FOR LONG TERM DISABILITY INCOME BENEFITS
Employee's  Statement

          Section  II

Address (Street) City State/Province Zip

Telephone Number

Male   Single           Widowed
Female   Married                         Divorced

Trade School:

B. Information About your Family  (required to determine your eligibility for Social Security Benefits)
Spouse's Name (Last, first)
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Source of Income                                    Amount(week /month)          Date Claim was filed          Date Payments began         Date Payments ended

Social Security/Retirement                $_____/_____________

Social Security/Disability                $_____/_____________

Sick Pay or Salary Continuation                $_____/_____________

Income from Work                $_____/_____________

Workers' Compensation                $_____/_____________

State Disability                                $_____/_____________

Pension/Retirement                                 $_____/_____________

Pension/Disability                $_____/_____________

Short Term Disability                $_____/_____________

Unemployment                $_____/_____________

No-Fault Insurance                $_____/_____________

G. Information about Tax Withholding
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Other (include Individual or Group Benefits) $_____/_____________

F. Other Income

Check the other income benefits you have  received/are receiving, or are eligible to receive during your disability
(complete the information requested).

APPLICATION FOR LONG TERM DISABILITY INCOME BENEFITS

Federal law requires us to withhold federal income tax from your check if you request us to do so.  We are also required to send a
report to your employer at the end of each calendar year showing your name, total amount of benefits paid to you, total amount
withheld, if any, and your social security number.  If you want us to withhold tax, please indicate on the line below the dollar amount
to be withheld per benefit check.  Whole dollars only (minimum is $87.00 per month): $         .00.





3.  Information concerning Social Security benefits, including, but not limited to, monthly benefit amounts, monthly
     payment amounts, entitlement dates, and information from my Master Beneficiary Record.

I authorize you to release and send to:  (i) Hartford Fire Insurance Company, Hartford Life Insurance Company, Hartford
Life and Accident Insurance Company, and any affiliate of one or more of these three companies, known collectively as
The Hartford; or (ii)  The Hartford's representatives,  a complete copy of any and all of the following information, records
or documents relative to

2.  Work information and history, including, but not limited to, job duties, earnings and personnel records, client lists,



Patient's condition is the result of:           Illness                Injury                Pregnancy                           Height                         Weight

         If pregnancy, what is the expected date of delivery?     Month                           Day                             Year

         Is condition due to illness or an injury that is work related?         Yes          No

        DIAGNOSIS

    To be completed by the Attending Physician  (The  patient  is responsible for the completion of  this form without expense to the Company.)

Was patient hospitalized for this condition?    Yes    No   If "Yes," Date(s) admitted:                        Date(s) discharged:

How often has patient been seen/treated?           Date of next office visit:

Date you first treated this patient:      Date you first treated this patient for this condition:

          Test: Date: Results:

          Test: Date: Results:

          Physical examination findings:

          Name of patient Social Security Number D.O.B

          Address of patient

          Employer's name (and division, if applicable)

 I hereby authorize release of information on this form by the below
 named physician for the purpose of claim processing.

Street City State or Province      ZIp Code or Postal Code

SIgned (Patient)
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Long Term Disability (Insured) Hartford Life Insurance Company
Hartford Life and Accident Insurance Company

Sample
Completed Long Term
Disability Claim Form









Employee’s Statement
(Continued)
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Employee’s Statement
(Continued)
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Attending Physician’s Statement
(Continued)
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