LIFE AND DISABILITY
CLAIMS

Employer manual

The contents of this manual should not be considered legal advice or recommendations. You should work with your company’s attorney when
interpreting your company’s legal responsibility under your employee life and disability plan(s). You should also review applicable state and federal
laws and regulations. The contents of this manual may change or be updated at any time.
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Introduction

You, your employees, and your broker/administrator can submit claims online, by phone, or by mail, email, or fax.
Online submission is the fastest way to get a claim started. Each claim type will give you information to file a claim
online and by mail, email, and fax.

Our easy system lets you enter all the information we need to start your life or disability claim. Go to
https://myspecialtyappsanthem.com/Claims/UC and follow the simple steps to submit a claim. The system will
guide you through all information needed to get started on a claim. This manual is an additional resource, offering
step-by-step instructions to file claims and access your claims reports.

You will be prompted to print all forms needed while you’re submitting the claim. You can upload completed forms
and other supporting documents while you’re submitting the claim online. Make sure all forms are filled out in full.

Missing or incomplete information can delay processing.

Once you submit the claim, you’ll receive a reference number. If you give us your email address, you will also
receive a confirmation email. Be sure to keep the claim reference number handy — we can help you faster if you
have it when you call us with questions.

For assistance while using the online claim system, call 1-800-813-5682 Monday through Friday between 8:30 a.m.
and 5:00 p.m. Eastern Time.

Help with life and disability claims
If you have questions with claims, call us:
For life claims, 1-800-552-2137.
For disability claims, 1-800-813-5682, or call your group’s Case Manager.

Note for FML Administration clients: FML claims and associated STD claims cannot be submitted by the online claim
portal described in this booklet. Employees must call our Leave Management Service Center at
1-888-868-7046 to start a claim.

Register to receive life and disability claims reports

You will access claims reports via the online portal. In order to access reports, you must first submit the Online
Claims Reporting/Status Check Application Registration Form. Due to the PHI and PII that claims reporting and
status check access affords, an Officer of the Company must sign the form.

We will provide you with a user ID and password for the secure claim reporting portal.

If you have more than one administrator who needs to use the claims reporting portal, just complete the information
for all users on the Claims Reporting/Status Check Application Registration Form. Each will receive a user ID and
password.

If you want your third party administrator (TPA) to have access to the secure claims reports portal, list the TPA as
an authorized user on the form. We will confirm the TPA with you and send them a user ID and password.

You may have already completed this form during your implementation process with UniCare. If you did not,
download the form at https://www.anthem.com/docs/public/inline/eleepuseragreement.pdf and complete, sign, and
submit it to

dl-socerreporting@anthem.com.
If you have questions or forget your user ID or password, email us at dl-socerreporting@anthem.com or call us at
1-800-232-0113 ext. 4044798627. We will be happy to email your user ID to you and reset your password.

The claims reports site is protected with Computer Associates SiteMinder, an industry standard security framework.
A user cannot access any secured pages on the site until they are logged in with a user ID and password. Benefit
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administrators can securely change their password and manage their profile. We provide a password to each benefit
administrator for their initial login. They must then change their password.

If an invalid password is entered three times, the user account is locked out. Email us at

dl-socerreporting@anthem.com or call 1-800-232-0113 ext. 4044798627 to have it reset..



Getting started — submit claims online

To submit life and disability claims online, go to https://myspecialtyappsanthem.com/Claims/UC.

Select the type of claim you want to submit on the Welcome screen. Your choices are:
e Life
e Accidental dismemberment
e Living benefit

e Life waiver of premium

®  Short-term disability - note for FML Administration clients: FML claims, and associated STD claims cannot
be submitted by the online claim portal described in this booklet. Employees must call our Leave
Management Service Center at 1-888-868-7046 to start a claim.

e Long-term disability

Fields marked with an asterisk (*) are required.

>

Welcome to the Claims Entry site. Please enter details below to submit your claim.

Fields marked with an asterisk (=) are required

= Type of Claim: Select an option [v]

= Please retype the characters from the picture:

T i

LGN/ [ EChnes o
M * W K

| o N Res = e | <1 Audio Version

--

Aftach file to existing Claim

If you do not have all of the required information, you can call our Customer Service number for Life Claims call: 800-552-2137, for
Disability claims call: 800-813-5682 to see if we may be able to assist you with filing the claim.




Submitting a life insurance claim

Submitting a life insurance claim online

To submit life insurance claims online, go to https://myspecialtyappsanthem.com/Claims/UC. Select Life in the Type of
Claim field, then select whether you’re submitting a claim for an employee or a dependent. In the Type of User field, select
Employer. Enter the characters you see in the box, then click Next.

>
Welcome to the Claims Entry site. Please enter details below to submit your claim.

Fields marked with an asterisk ( * ) are required

*Type of Claim Life v
Is this claim for an Employee or Dependent? O Employee O Dependent
= Type of User: Employer v

* Please retype the characters from the picture:

NP\ © Change Words

¢ N
RO 4y Audio Version
TC5X

Attach file to existing_Claim

You can print the Beneficiary Claim Form we’ll need to process the claim from this screen. Select the Beneficiary Claim
Form link to get a fillable PDF of the form. Click Continue.

Additional Information (%)

In addition to the information you will enter online, a IBeneﬁciag Claim Form|is required
for a Life claim. If you don't have this completed form, you can print or download it by
clicking on the link. If there is more than one beneficiary, each one must complete their
own form.

If it's possible to have the form completed now, you can upload it at the end of your
online application. Otherwise, it can be completed later and sent to our claim office by
mail, fax or email.

If you have the enrollment form, beneficiary designation or death certificate now, you
can also upload them at the end of your online application.

Continue
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Enter your contact information on the Employer Information screen. Click Next.

> Claim Type
Employer Information

Fields marked with an asterisk (* ) are required

+ Company Name

Policy Number:
=Your First Name
=Your Last Name
=Your Job Title

=Your Telephone Number:

Your Email Address:

john doe@abc.com|

(Provious | nex ]

On the Employee Information screen, give us the information we need to begin processing the claim. Click Next.

> Claim Type ¥ User Details 3

Employee Information

Fields marked with an asterisk { * ) are required

*First Name: [Jim |
« Last Name: [Roe |
+Social Security Number: [111-22-2333 |
Date OF Birth: 01/01/1970 G|
= Reason Stopped Work: ® Death
) Dismissed O Wacation
i Retired
+Date Hired: 01/01/1930 =
= Last Day Worked: 01/01/2022 v |
Date of Death: 01/02/2022 A
Employee's Work Location or IHeadquarters |
Division:
Joh Title: [Manager |
Amount of Insurance

O limess { Disability

Basic Life: §[50000.00

Optional/Supp Life: $[50000.00

Accidental Death and Dismemberment.  §|50000.00

Supp Accidental Death and Dismemberment: §50000.00

Total: $[200000.00

Cancel

(O Leave of Absence

) Temporary Layoff

Previous




If you have it, enter the beneficiary information here. Select Add Beneficiary for each beneficiary on file. Click Next.

2 Claim Type 2 User Details » Claim Details

Beneficiary Information

Social Security Number/

Name: Tax Id: Age: Relationship: ‘ Actions: ‘
Add Beneficiary

This is where you enter the beneficiary information. We’ll also need a copy of the most recent Employee Enrollment Form
or Beneficiary Designation Form. You can attach the beneficiary form later in the online claim process. Click Add.

Beneficiary Information (@)
First Name |_‘|ane |
Last Name |Roe |
Relationship [Spouse |
Age [50 |

Please indicate whether @ Social Security Number O Tax Id
you wish to supply tax

id or a social security

number?

Social Security Number [222-33-4444 |

Cancel

On this screen, you can upload any additional forms and documents, such as the Enrollment Form, Beneficiary Designation
Form, Beneficiary Claim Form and/or death certificate. Select Chose File to find them, then select Upload. Click Next.

» Claim Type J User Details P Claim Details ) Beneficiary Details

Please upload any relevant documents for this claim

Please click here to access the available forms

Choose File | No file chosen




Next you can review the information you’ve entered. You’ll also need to agree to the legal statement. If you enter your email
address, we’ll send you an email confirmation of all the information you entered. You can also add any additional comments
about the claim. Click Submit.

D Claim Type J User Details 3 Claim Details I Beneficiary Details J» Supporting Documents ¢

Fields marked with an asterisk | * ) are required

Employer Information

Company Mame: ABC Company
Policy Number: 122233344

First Name: John

Last Name: Dos

Job Title: HR Manager
Telephone Mumber: 111-222-3333

Email Address: john.doe@abc.com

Employee Information

First Name: Jim

Last Name: Roe

Social Security Mumber: 111-22-2333:
Date Of Birth: 017011870
Reascn Stopped Work: Death

Date Hired: 01/01/1890

Last Day Worked:

Date of Death:

Employee's Work Location or Headguarters

Job Title: Manager

Amount of Insurance

Basic Life: $50,000.00
Optional/Supp Life: $50,000.00
Accidental Death and $50,000.00

Dismemberment

Supp Accidental Death and $50,000.00

Dismemberment

Total: $200.000.00

Fields marked with an asterisk (*) are required

Any person who knowingly and with intent to defraud any insurance company, files a statement of claim

containing any false, incomplete, or misleading information may be subject to criminal penalties.

The laws of some states require us to provide you with the following information:

Alaska: A person whoe knowingly and with intent to injure, defraud, or

deceive an insurance company files a claim containing false, incomplete,or misleading information may be
prosecuted under state law.

Arizona: For your protection Arizona law requires the following statement to appear on this ferm. Any person
whe knowingly presents a false or fraudulent claim for payment of a loss is subject to criminal and

civil penalties.

Arkansas, Louisiana, and West Virginia: Any person who knowingly presents a false or fraudulent claim for
payment of a loss or benefit or knowingly presents false information in an application for insurance is

guilty of a crime and may be subject to fines and confinement in prison.

California: Fer your protection California law requires the following w
statement to appear on this form. Any person who knowingly presents a

false or fraudulent claim for payment of a loss is guilty of a crime and may be subject to fines and

onfinement in state prison v

* @ | acknowledge that | have read and agree to the above statement

Additional Comments

Email Confirmation

We can send you a copy of this submission. Just enter your email address below and we will send you a confirmation to your email addresss.

Emai Adress:

Confirm Email Address: jim.roe@abc.com

Our goal is to make your on-line experience enjoyable and secure. If you choose to give us your email address, we will send you a secure email
message confirming receipt of your online claim. Your privacy is very important to us and we will make every reasonable effort to safeguard any
information we collect. We encourage you to review the privacy statement for our website.




Once the claim is complete, you’ll get a confirmation summary showing all the information you entered, along with a
claim reference number. You can use this number when checking the status of the claim or attaching additional
documents. If you entered your email address on the previous screen, you’ll also get an email confirmation summary.

D claim Type Y User Detalls I Claim Details ) Supporting Documents Jp Review 3 Confirmation

Claim Confirmation Summary Print this page

This claim has been submitted successfully.

CLAIM REFERENCE NUMBER : 201049 - Life Claim submitted by Employer

The content In this confi fon page refi what you d.

Employer Information

Company Name: Test

First Name: joe

Last Name test

Jab Title: boss
Telephone Number 1M-1M11-1111g

Employee Information

First Name: test

Last Name case

Social Security 111111111
Number:

Telephone Number: M-111-1111g

Employee Information

First Name test

Last Name: case

Social Security 111-11-1111
Mumber:

Reason Stopped Work: Death
Date Hired: 01/01/1963

Last Day Worked: 04/01/2013

Beneficiary Information

|
. Social Security . .
Name: | Number! Tax Id: Age: Relationship:

Joe Joens | 112-22-2222 4 husband

If you would like to enter another claim, please click here.
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Submitting a life insurance claim by mail, email, or fax

You can also file life insurance claims by mail, email, or fax:
e Download the Life Beneficiary Claim Form at www.unicare.com.

e Complete the Group Policyholder’s Statement in full. Missing or incomplete information can delay processing.
e Remember to include a copy of the enrollment form or beneficiary designation form.

e  Give the beneficiary the remaining pages of this package.

The beneficiary must complete the Beneficiary Claim Form in full and return it to you.
e If there is more than one beneficiary, each one must complete a separate form.
e If the beneficiary has a funeral home assignment, please have him or her include the assignment with the claim form.
e If the claim is being filed by an executor or administrator of an estate, he or she must sign the Beneficiary Claim Form,
enter the estate’s Tax ID number and include copies of the appointment papers.
e  The beneficiary must submit a copy of the death certificate. Only one death certificate is needed. We can accept a
photocopy of the certificate in most cases.

e Send the Group Policyholder’s Statement, enrollment form/beneficiary designation, Beneficiary Claim Form(s) and
death certificate to:
Life Claims Service Center
P.O. Box 105448
Atlanta, GA 30348-5448
You may also fax everything to us at 1-877-305-3901 or send by email to lifeclaims@anthem.com.

Please call the Life Claims Service Center with any questions at 1-800-552-2137.

Life insurance benefit payments

For proceeds of less than $10,000, we will mail a check to the beneficiary.

For proceeds of $10,000 or more, beneficiaries can choose to receive a check or to have their proceeds deposited into an Access
Advantage Account draft account. The beneficiary makes the choice on the Beneficiary Claim Form.

If a beneficiary chooses the Access Advantage Account, we mail to the beneficiary drafts after we approve the claim. This gives
him or her access to the funds for immediate needs but relieves him or her of making important investment decisions during a
time of stress. The account begins earning a competitive interest rate starting the day it is opened. Benefits payable to a
beneficiary who is a minor child will automatically be paid into an Access Advantage Account.

11



Submitting an accidental dismemberment claim

As soon as you learn that an insured person suffered any loss covered under the accidental dismemberment benefit,
you can initiate an accidental dismemberment claim.

Submitting an accidental dismemberment claim online

To submit accidental dismemberment insurance claims online, go to https://myspecialtyappsanthem.com/Claims/UC. Select
Accidental Dismemberment in the Type of Claim field and choose Employer in the Type of User field. Then, enterthe
characters you see in the box and select Next.

Welcome to the Claims Entry site. Please enter details below to submit your claim.

Fields marked with an asterisk (*) are required

= Type of Claim Accidental Dismemberment s
Is this claim for an Employee or Dependent? ® Employee O Dependent
= Type of User: Employer v

* Please retype the characters from the picture

P Change Words
s
'\'\] %4 Audio Version

Attach file to existing_Claim

You can print the forms we need to process the accidental dismemberment claim from this screen. Select the links to get
fillable PDFs of the Employee’s Statement and Attending Physician’s Statement. Click Continue.

Additional Information E]

In addition to the information you will enter online, the forms listed below are required
to file an Accidental Dismemberment claim. If you don't have these completed forms,
you can print or download them here:

« Employee’s Statement)

« Attending_Physician’s Statement

If it's possible to have the forms completed now, you can upload them at the end of
your online application. Otherwise, they can be completed later and sent to our claim
office by mail, fax or email.

#

Enter your contact information on the Employer Information screen. Click Next.

D Claim Type »

Employer Information

Fields marked with an asterisk (* ) are required
= Company Name:
Policy Number 122233344

= Your First Name ohn

*Your Last Name:

S >
@
3]
o
S
3
]
E]
2

= Your Job Title: HR Manager
* Your Telephone Number: 111 -[3333
Your Email Address iohn doe@abc con
Previous || Next
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On the Employee Information screen, provide the information we need to begin processing the claim. Click Next.

Employee Information

= First Name:
= Last Name:
= Social Security Number:
= Street Address 1:
Street Address 2:
= City:
= State:
= Country:
= Primary Telephone Number:
Gender.
Date Of Birth:
= Date Hired:

Last Day Worked:

2 Claim Type 2 User Details

Fields marked with an asterisk { * ) are required

JJim |

[Doe |

[111-22-2222 |

|111 Main Street |

[Anytown |

IN v <Zipt (22272

United States of America v

®Male O Female

01/01/1970 =
01/01/1920 =
01/01/2022 =

Employee's Work Location or |Headquarters |
Division:
Job Title: [Manager |
Amount of Benefit (5000000 )
Accident Information
Place of Accident:

Briefly describe the accident

- Slipped on ice. Severed left hand.
and the extent of the injury:

Attending Physician First
Name:

Attending Physician Last Billing
Name:

Telephone number of 22 R

Attending Physician:

i

[Frovius |

13



If you already have completed forms, you can scan and upload them on this screen. For example, if you have the Employee’s
Statement or Attending Physician’s Statement, you can scan and attach them here. Click Next.

> Claim Type P User Details P Claim Details I Beneficiary Details 3

Please upload any relevant documents for this claim

Please click here to access the available forms.

Choose File | No file chosen
Upload

Next, you’ll get confirmation of the information you entered and you’ll agree to the legal statement so we can beginprocessing
the claim. You can also enter your email address and we’ll send you confirmation of all the information you entered. Click
Submit.

D Claim Type P User Details Y Claim Details J Beneficiary Details 3 Supporting Documents JReview P

Fields marked with an asterisk (* ) are required

Employer Information

Company Name: Test
First Name joe

Last Name test

Job Title boss
Telephone Number: M1

Employee Information

First Name tost

Last Name: case

Social Sacurity 11-11-1111
Mumber

Reason Stopped Work: Death

Ffalse sr fraudulems slitw far papwens of & less is guilemy of 4 erime and may Be suRteer =o fines amd
corfinement in state prisen.

It ir unlawful te k gly pravide false, H or misleading fasts ox i
50 an insurance company for the purpese of defrauding or artempring o defraud the company.

=TaTementc To APPeAr an thiz {oIM. ANy Person ¥ho knowingly presencs a J

*0 | acknowledge that | have read and agree to the above statement

Additional Comments: ~

Email Confirmation

We can send you a copy of this submission. Just enter your email address below and we will send you
a confirmation to your email addresss

Email Address

Confirm Email
Address

Qur goal is to make your on-line experience enjoyable and secure If you choose to give us your email
address. we will send you a secure email message confirming receipt of your online claim. Your privacy
is very important to us and we will make every ble effort o d any inf ion we collect
We encourage you to review the privacy slatement for our websile

g

If you do not have all of the required Information, you can call our Customer Service number
800.552.2137@ 10 see if we may be able to assist you with filing the claim.

14



You’ll receive a confirmation summary showing all the information you entered. If you entered your email address on the

previous screen, you’ll also get a confirmation summary by email.

Employer

Employer Information

Company Name:
Paolicy Number.
First Name

Last Mame:

Job Title:
Telephone Number:

)Cimm Type )'.J'sﬂ Detanls )Cla:m Details )Suppor!.'r:g Documents ) Aeviews )-'f_'lnl'-l'-r..:‘.-'Jl-

Claim Confirmation Summary
This claim has been submitted successfully

CLAIM REFERENCE NUMBER : 201091 - Accidental Dismemberment Claim submitted by

The centent in this cenfirmation page reflects what you entered.

test
test
test
test
test

M1-111-1111g

Print this page

Employee Information

First Name test

Last Name: test

Social Secunty 111-11-111
Mumber:

Address 1: test

City: test

State AL

Zip 22222

Country United Stales of Amenca
Primary Telephone M-111-111g
MNumber

Date Hired 01/01/1980

If you would like to enter another claim, please click here.

Our Customer Service number is 800-552-2137;g and we are available 8:00 AM o 8:00 PM Eastern Time. You
may also leave a message if you call outside of our regular hours.

15




Submitting an accidental dismemberment claim by mail, email, or fax

To file an accidental dismemberment claim by mail, email, or fax, as soon as you learn that an insured person suffered any loss
covered under the accidental dismemberment benefit, complete the Employer Statement section of the Accidental
Dismemberment or Loss of Sight Claim Form. Give the form to the insured person to fill out. His or her doctor must also
complete the Proof of Accidental Dismemberment Attending Physician’s Statement. Benefits are paid by check directly to the
employee.

Send us:
e  The completed Accidental Dismemberment or Loss of Sight Claim Form.
e Accidental Dismemberment AttendingPhysician’s Statement.
e Employee’s enrollment form.

e All available newspaper clippings pertaining to the injury and loss, and a police report, if available.

Send all information to:

Life Claims Service Center
P.O. Box 105448

Atlanta, GA 30348-5448

Y ou may also fax everything to us at 1-877-305-3901 or by email to lifeclaims@anthem.com. Please call the Life Claims Service
Center at 1-800-813-5682 with any questions.

16



Submitting a living benefit/accelerated death benefit claim

Submitting a living benefit/accelerated death benefit claim online

To submit claims online, go to https://myspecialtyappsanthem.com/Claims/UC. Select Living Benefit in the Type of
Claim field and select Employer in the Type of User field. Then, enter the charactersyou see in the box and click Next.

>
Welcome to the Claims Entry site. Please enter details below to submit your claim.
Fields marked with an asterisk (* ) are required
= Type of Claim Living Benefit v
*Type of User: Employer v

= Please retype the characters from the picture:

@:’@ © Change Words

NReW

Attach file to existing Claim

You can print the forms we need to process the living benefit claim from this screen. Select the links to get fillable PDFs of
the forms:
o  Employee’s Statement
e Aftending Physician’s Statement
e Disclosure Statement
Click Continue.

Additional Information (%)

In addition to the information you will enter online, the forms listed below are required
to file a Living Benefit claim. If you don’t have these completed forms, you can print or
download them here:

o Employee’s Statement

o Attending_Physician’s Statement
e Disclosure Statement

If it’s possible to have the forms completed now, you can upload them at the end of
your online application. Otherwise, they can be completed later and sent to our claim
office by mail, fax or email.

Pl

17



Enter your contact information on the Employer Information screen. Click Next.

P Claim Type >
Employer Information

Fields marked with an asterisk ( * ) are required

= Company Name:
Policy Number:
= Your First Name:
= Your Last Name
=Your Job Title
= Your Telephone Number:
Your Email Address:

On the Employee Information screen, provide the information we need to begin processing the claim. Click Next.

> Claim Type  User Details

Employee Information

Fields marked with an asterisk ( * ) are required

+ First Name: [John |
* Last Name: [Doe |
+ Social Security Number: |111.11.1111 |
+ Address 1: [123 Main Street |
Address 20 | |
« City: [Anytown |
+ State: N v = Zip:
+ Country: United States of America v
+ Primary Telephone Number: _
Date Of Birth: [ototds70 i
Gender: ®@Male O Female
» Date Hired: [ofo1/ee0 |

Last Day Worked: 01/01/2022 iz

Employee's Work Location or |Headquarters |

Division:
Job Title: |Man ager |
Amount of Insurance: s(50000.00] )

| Cancel Previous | Next

18



If you have completed forms, you can scan them and upload them on this screen.For example, if you have the Employee’s

Statement, the Attending Physician’s Statement and/or the Disclosure Statement, you can scan and attach them here.

Click Next.

» Claim Type J User Details I Claim Details J Beneficiary Details

Please upload any relevant documents for this claim

Please click here to access the available forms.

Choose File | No file chosen

Next, you’ll get confirmation of the information you entered and you’ll agree to the legal statement so we can begin

processing the claim. You can also enter your email address and we’ll send you confirmation of all the information you entered.

Click Submit.

» Claim Type ¥ User Details 3 Claim Details 3 Supporting Documents 3

Fields marked with an asterisk ( * ) are required

Employer Information

Company Name:
Policy Number:
First Name:

Last Name:

Job Title:
Telephone Number:

Email Address:

Employee Information

First Name:

Last Name:

Social Security Number:
Address 1

City-

State:

Zip:

Country

Primary Telephone Number

Date Of Birth
Gender:
Date Hired

Last Day Worked:

Emp\_uyee's Work Location or

Divigion
Job Title:

Amount of Insurance:

ABC Company
12345578

Jim

Roe

HR Manager
111-222-3333

jim roe@abc.com

John

Doe
222-22-2222:
123 Main Street
Anytown

IN

22222

United States of America
22222211
01/01/1870
Male
01/01/1990
01/01/2022

Headguarters

Manager

$50,000.00

Read and Acknowledge

Fields marked with an asterisk [ *) are required

Any person who knowingly and with intent to defrsud any insurance company, files a statement of claim
containing any false, incomslete, or misleading information may be subject to criminal penalties.

The laws of some states require Us to provide you with the following information:

Alaska: A person who knowingly and with intent to injure, defraud, or

deceive an insurance company files a claim containing false, incomplete,or misleading information may be
prosecuted under state law.

Arizona: For your protection Arizona law requires the following statement to apoear on this form. Any person
who knowingly presents a false or fraudulent claim for payment of a loss is subject to criminal and

civil penalties.

Arkensas, Louisiana, and West Virginia: Any person who knowingly presents a false or fraudulent claim for
payment of & loss or benefit or knowingly presents false information in an application for insurance is
guilty of a crime and may be subject to fines and confinement in prison.

California: For your protection California law requires the following v
statement to appesr on this form. Any person who knowingly presents a

false or fraudulent claim for payment of a loss is guilty of & crime and may be subject to fines and

confinement in state prison. Vi

N | acknowledge that | have read and agree to the above statement

Additional Comments:

Email Confirmation

‘We can send you a copy of this submission. Just enter your email address below and we will send you a confirmation to your email addresss
Confim Emai Aceress

Qur goal is fo make your on-line experience enjoyable and secure. If you choose to give us your email address, we will send you a secure email
message confirming receipt of your online claim. Your privacy is very important to us and we will make every reasonable effort to safeguard any
information we collect. We encourage you to review the privacy statement for our website
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Once the claim is complete, you’ll receive a confirmation summary showing all the information you entered. If you entered
your email address on the previous screen, you’ll also get a confirmation summary by email.

) Claim Type ) User Details )Clanm Details ) Supporting Documenis ) Review ) onfirmation

Claim Confirmation Summary Print this page
This claim has been submitted successfully.

CLAIM REFERENCE NUMBER : 201119 - Living Benefit Claim submitted by Employer

The in this confi ion page reflects what you entered.
Employer Information
Company MName: test
First Name: test
Last Name: test
Job Title: test
Telephone Number 1111111111
Employee Information
First Name test
Last Mame: test
Social Security 222-22-2222
Number:
Address 1: test
City: test
State: NE
Zip: "
Country: United States of America
Primary Telephone 111111111
Number:
Date Hired: 01/0172000
If you would like to enter ancother claim, please click here.

Our Customer Service number is 800.552.2137@ and we are available 8:00 AM to 8:00 PM Eastern Time. You
may also leave a message if you call outside of our regular hours.
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) Claim Type ) User Details )Clanm Details ) Supporting Documenis ) Review ) onfirmation

Claim Confirmation Summary Print this page
This claim has been submitted successfully.

CLAIM REFERENCE NUMBER : 201119 - Living Benefit Claim submitted by Employer

The in this confi ion page reflects what you entered.
Employer Information
Company Name: test
First Name test
Last Name: test
Job Title test
Telephone Number 1111111111
Employee Information
First Name test
Last Mame: test
Social Security 222-22-2222
Number:
Address 1: test
City: test
State: NE
Zip: "M
Country: United States of America
Primary Telephone M-111-1111
Number:
Date Hired: 01/0172000
If you would like to enter another claim, please click here.

Our Customer Service number is 800.552.2137@ and we are available 8:00 AM to 8:00 PM Eastern Time. You
may also leave a message if you call outside of our reqular hours.

Submitting a living benefit/accelerated death benefit claim by mail, email, or fax

To file claims by mail, download the Living Benefit Claim Form at www.unicare.com. Complete the employer section then have the
employee and the employee’s physician complete their sections. Send all forms to:

Life Claims Service Center
P.O. Box 105448

Atlanta, GA 30348-5448
You may also fax everything to us at 1-877-305-3901 or send by email to lifeclaims@anthem.com.
Please call the Life Claims Service Center at 1-800-813-5682 with any questions.
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Submitting a life waiver of premium claim

Submitting a life waiver of premium claim online

To submit claims online, go to https://myspecialtyappsanthem.com/Claims/UC. Select Life Waiver of Premium in the Type
of Claim field and Employer in the Type of User field. Enter the characters yousee in the bottom box, then click Next.

>
Welcome to the Claims Entry site. Please enter details below to submit your claim.
Fields marked with an asterisk ( * ) are required
= Type of Claim Life Waiver of Premium %
= Type of User: Employer v
= Please retype the characters from the picture

= Change Words

4 Audio Version

Attach file to existing_Claim

You can print the forms we need to process the life waiver of premium claim from this screen. Select the links to get
fillable PDFs of the Life Waiver of Premium Employee’s Statement and the Life Waiver of Premium Attending Physician’s
Statement. Click Continue.

Additional Information 3]

In addition to the informatien you will enter online, the forms listed below are reguired
for a Life Waiver of Premium claim. If you don’t have these completed forms, you can
print or downlead them here:

o |ufe Waiver of Premium Employee’s Statemend

+ Life Waiver of Premium Attending Physician's Statement

If it's possible to have the forms completed now, you can upload them at the end of
yvour online application. Otherwise, they can be completed later and sent to our claim
office by mail, fax or email.

we will glso need a copy of the enrollment form or beneficiary designation. If you have
it now, you can also upload it at the end of your online application. Otherwise, it can be
sent to our claim office by mail, fax or email.

)

Enter your contact information on the Employer Information screen. Click Next.

D Claim Type »
Employer Information

Fields marked with an asterisk ( * ) are required

» Company Name

Policy Number:
= Your First Name
= Your Last Name
+Your Job Title: HR Manager

* Your Telephone Number. 11 _[3333
‘Your Email Address: ohn doe@abc com|
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On the Employee Information screen, provide the information we need to begin processing the life waiver of premium
claim. Click Next.

Employee Information

Fields marked with an asterisk { * ] are required
~First Name: ohn

=Last Mame:

- Sasial Seaurity Mumber: 23234444

- Address 1 [123 Main Street |
Addrass 2 [ |

- City: [Anytown |

- State: N -Zi

~ Country: United States of America hdl

~Date Of Birtn =

+Diate Hirad: i |
Rate of Pay: Per | Hourly el
Emplayee’s Work Location or
Division:

~Last Day Worked! =

«Reason Stopped Work ® lliness / Leave of Absence Dismizsad

\Vacation Temporary Layoff Retired

Does your company have s @ ves (Mo
formal pension plan?

Employee be able to Ves ® Mo
retire under this plan?

retirement date:
Amount of Insurance
Basic Life: 5[50000.00
Optional’Supp Life: 5 (50000.00

Total: 5 _1 00000.00

If you have completed forms at the time you enter the claim, you can scan them and upload them on this screen. For example,
if you have the Life Waiver of Premium Employee’s Statement or the Life Waiver of Premium Attending Physician’s
Statement, you can scan and attach them here. Click Next.

» Claim Type P User Details P Claim Details P Beneficiary Details P

Please upload any relevant documents for this claim

Please click here to access the available forms

Choose File | No file chosen

Cancel
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Next, you’ll get confirmation of the information you entered and you’ll agree to the legal statement so we can begin
processing the claim. You can also enter your email address and we’ll send you confirmation of all the information you entered.

Click Submit.

Employer Information

Company Name
Policy Mumber:
First Mama:

Last Name:

Job Tita:
Telephone Number:

Email Addrazs:

ABC Company
12345678

Jim

Roe

HR Manager
111-222-3323

jim ros@abe.com

Employee Information

First Mame:
Last Mame:
Seocial Security Number:
Address 1
City:

State:

Zip:

Country:
Date OF Birth:
Date Hired:
Rate of Fay:

Employee’s Work Location or
Division:

Job Titie:
Last Day Worked:
Reason Stopped Work:

Does your company have a
formal pension plan?

‘Will Employee be able to
refire under this plan?

Amount of Insurance
Basic Life:
Opticnal/Supp Life:

Total:

John

Dos

123-33-4444:

123 Main Streat
Anytown

N

22222

Unitad States of Amarica
0170111870
01/01/1080
$20.00 Per Houry

Headgquarters

Manager
01/01/2022
lliness / Disability

Yes

No

$50,000.00
$50,000.00

5100,000.00

Read and Acknowledge

Fields marked with an asterisk ( * ) are required

Any person who knowingly and with intent to defraud any insurance company, files a statement of claim
containing any fzlse, incomplete, or misleading information may be subject to criminal penalties.

The laws of some states require us to provids you with the following information:

Alaska: A person who knowingly and with intent to injure, defraud, or
deceive an insurance company Files a claim containing false, incomplete,or misleading information may be

prosecuted under state law.

Arizona: For your protection Arizona law requires the following statement to appear on thi

s form. Any person

wha knowingly presents a false or fraudulent claim for payment of 3 loss is subject to criminal and

civil penalties.

Arkansas, Louisisna, and West Virginia: Any person who knowingly presents a false or fraudulent claim for
payment of a loss or benefit or knowingly presents fslse information in an applicaticn for imsurance is

guilty of a crime and may be subject to fines and confinement in pi

ison.

california: For your protection ¢alifarnia law requires the following

statement

appear on this form. Any person who knowingly presents a

false or fraudulent clsim for payment of a loss is guilty of a crime and may be subject to fines and

confinement in state prison

~ B | acknowledge that | have read and agree to the sbove statemant

Additional Comments:

Email Confirmation

‘We can send you a copy of this submission. Just enter your email address below and we will send you a confirmation to your email addresss.

Email Address:

Confirm Email Address:

im.ro=@abs.co
im roe@abe.com

Our goal is to make your on-line experience enjoyable and secure. If you choose fo give us your email address, we will send you a secure email
message confirming receipt of your online claim. Your privacy is very important to us and we will make every reasonable effort to safeguard any
information we collect We encourage you to review the privacy statement for cur website:
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Once the claim is complete, you’ll get a confirmation summary showing all the information you entered. If you provided an
email address on the previous screen, you’ll also get a confirmation summary by email.

2 Claim Type J» User Details J» Claim Details ) Supporting Documents ) Review J» Confirmation
Claim Confirmation Summary Print this page

This claim has been submitted successfully

CLAIM REFERENCE NUMBER : 201207 - Life Waiver of Premium Claim submitted by
Employer

The content In this confirmation page reflects what you entered.

Employer Information

Company Name: ABC CO

First Name Jo

Last Name: Smith

Job Title: Manager
Telephone Number: 111-222-3333g

Employee Information

First Name Tim

Last Name Jones

Social Security 111.22-2333
Number:

Address 1 12 Main Street
City Columbus

State OH

Zip 43211

Country United States of America
Date Of Birth: 01/01/1960
Date Hired: 01/01/1980

Job Title: Operator

Last Day Worked 01/02/2013
Reason Stopped liness | Disability
Waork:

If you would like to enter another claim, please click here.

Submitting a life waiver of premium claim by mail, email, or fax

To file claims by mail, download the LIFE WAIVER CLAIM FORM at www.unicare.com. Complete the employer section,and
then have the employee and the employee’s physician complete their sections. Send all completed forms within 12 months of
the date of disability to:

Life Claims Service Center
P.O. Box 105448

Atlanta, GA 30348-5448

You may also fax everything to us at 1-877-305-3901 or send an email to lifeclaims@anthem.com.
Please call the Life Claims Service Center at 1-800-813-5682 with any questions.
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Submitting a short-term disability claim

For customers with administrative services only (ASO) disability plans, some of this information may not apply. Refer to your
ASO Agreement for specific claim information.

For customers with FML Administration and/or New York DBL PFL Administration, this section does not apply. See
your Leave Claims Manual for instructions on how to file claims for both Leave and Short Term Disability.

Submitting short-term disability claims by phone

Employees can call us at 1-800-232-0113 to initiate their short-term disability claim.

Submitting short-term disability claims online

To submit claims online, go to https://myspecialtyappsanthem.com/Claims/UC. Select Short-Term Disability in the Type of
Claim field and Employer in the Type of User field. Enter the characters you see in the bottom box, then click Next.

Welcome to the Claims Entry site. Please enter details below to submit your claim.
Fields marked with an asterisk (*) are required

*Type of Claim: Short Term Disability v

*Type of User Employee v

+ Please retype the characters from the picture:

L2 &€ J& - ChangeWords
» .

N i =
Sl <1 Audio Version

[
)

Next

Altach file to existing Claim

You can print the forms we need to process the short-term disability claim from this screen. Select the links to get fillable PDFs
of the forms:

Authorization for Automatic Deposit(s) form

Attending Physician’s Statement

Individual Authorization Form

Reimbursement Agreement

Communication Consent

Click Continue.

Additional Information [x]

In addition to the information you will enter online, the forms listed below are necessary
for a Disability claim. Direct Deposit is the fastest way to receive your Disability
benefits, please complete the form below if you would like your benefits paid by direct
deposit. If you don't have these completed forms, you can print or download them here:

« [Buthorization for Automatic Deposit(s) form)
« Attending Physician’s Statement

s Individual Authorization Form

« Reimbursement Agreement

« Communication Consent

If it's possible to have the forms completed now, you can upload them at the end of
your online application. Otherwise, they can be completed later and sent to our claim
office by mail, fax or email.

Enter your contact information on the Employer Information screen. Click Next.

D Claim Type >
Employer Information

Fields marked with an asterisk (*) are required

+ Company Name:
Policy Number.
o FrstNamo T —
Your Last Name Doe

Your Job Tite:
~Your Telephone Number.  [77][222

Your Email Address fiohn doe@abe-cont

[Gancer | et
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On the Employee Information screen, enter as much information as you have about the employee. Click Next.

> Claim Type
Employee Information
Fields marked with an asterisk (* ) are required
= Your First Name:
= Your Last Name:

- Address 1: 123 Main Streel ]

Address 2: [ |
= City [Anytown ]
« State: IL ~ +Zip 22222
= Country: United States of America hd
The state the Employee I ~

works in if other than where

they live:

- Social Security Number: 111222333

- Date Of Birth- |
Gender: ®Male O Female
Date Last Worked ]
Number of hours worked on
|last Day Worked:

'gir:albti,lﬁ; Absent Due fo B

* Primary Telephone Number:

Alternate Telephone Number: D l:' |:|
Email Address: ohn_doe@abc com

Employer Information
Fields marked with an asterisk ( * ) are required
+ Group Name:
Group Palicy Number:

Contact First Name: Jim
Contact Last Name:

Contact Job Title:

Contact Telephone Number:

Contact Fax Number:

Contact Email Address

Your Job Information

Fields marked with an asterisk ( * ) are required

Jos e
= Hours Worked per Week:
= Date Hired: =
+ Please provide a brief Mansger of Accounting

description of your job duties:

4|
+ Are you an Hourly or Salaried | sajaried v
Employee:
= Are you a Union Member? O Yes @ No
Cancel Previous || Next
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On the Disability Information screen, enter as much information as you can about the disabling condition. The questions will
vary based on the reason the employee stopped work:

[llness

Injury

Maternity

Unknown
Click Next.

> Claim Type ) User Details 3

Disability Information

Fields marked with an asterisk ( * ) are required

= Date Of Disability: 01/03/2022 =

*Reason Stopped Work: Injury £

Flease tell us what duties you [ynable to sit, unable to use computer.
are unable to perform as a
result of your disability:

Vi
«Have you returned to work? O Yes O No
Injury Information
Fields marked with an asterisk (* ) are required
« Date of injury: 0170372022 i |
* Describe your injury or car accident - broken leg, head injury
diagnosis
yz
= Was the injury work related? Doctor Information
Fields marked with an asterisk | * ) are required
= Mame of the doctor certifying
your disability:
Doclor's Strest Address 1: 456 Main Streel |
Doctor's Street Address 2 ‘ |
City [Anytown ]
State IN v Zp: [22222
Country: United States of America v

Doctors Telephone Number:

Doctor's specialty Emergency medicine

Date of First Office Visit: 01/03/2022 ]

Date of Last Office Visit: 01/07/2022 ]
Date of Next Office Visit: 01/10/2022 x|

‘Were you Hospitalized: @ Yas O No

Other Income

Fields marked with an asterisk ( * ) are required

Have you applied for or are you receiving any of the following benefits?

Hospital Name: Social Security: O Yes @ No
Hospital Address: Pension or Retirement: O Yes @ No
Admission Date __01(03#2022 = Employer Paid Time Off ® Yes O No
Discharge Date: m Approved: ® Yes O No

Did you have Qutpatient o) Yes @ No From [01/03/2022 |1 Through  [01/20/2022 |
Surgery:

State Disability: O Yes ® No

Other Income: O Yes ® No
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If you have completed forms at the time you enter the claim, such as the Authorization for Automatic Deposit(s) form,
Attending Physician’s Statement, the Individual Authorization Form and/or the Reimbursement Agreement and Communication
Consent, you can scan and attach them here. Click Next.

P Claim Type P User Details P Claim Details I Beneficiary Details P

Please upload any relevant documents for this claim

Please click here to access the available forms

Choose File | No file chosen

Next, you’ll get confirmation of the information you entered and agree to the legal statement so we can begin processing the
claim. You can also enter your email address and we’ll send you confirmation of all the information you entered.
Click Submit.

P Claim Type I User Details I Claim Details J» Supporting Documents 3¢ Doctor Information
Fields marked with an asterisk {* ) are required
Mame of the docter certifying Tom Thems
your disability:
Employee Information Doctors Strast Address 1 453 Main Strat
Anytown
“¥our First Name Jahn [ N
Your Last Name: Doe e p—
Aodress 1: 123 Main Street Country United Ststes of Amarica
City: Anytown
Dactors Telephens Number: 444-555.5066
State L
Dactor's speciaity: Emargeney megicine
Zip: 22222
Date of First Office Visit 01032022
Country United States of America
Date of Last Office Vist: ouoTi2022
The state the Employee L
warks in if othar than whare Date of Next Office Visit: 011042022
they live,
Sosial Security Number 111-22.2333: Were you Hospitalized: es
[— PO — Hospital Mama: Genaral Hospital
PR e Hospital Address: 885 Main Street, Anytown, IL
Date Last Worked: 0110112022 Admission Date: 01032022
Number of hours worked an 8 Discharge Date: 0110812022
ast Day Worked:
Did you have Quipatient Ho
First Day Absent Due to 0110212022 Surgery
Disabiliy-
Frimary Telephene Number: 111-223-444¢
Email Address: ohn doe@abe.com Other Income
Employer Information Have you applied for or are you recsiving any of the following benefits?
Sodial Security: No
Pension or Retirament Ho
Group Name. ABC Inc.
Employer Paid Time Of: Ves
Group Polioy Number. 123324
Approved: Ves
Contact First Nam: Jim
From 01/0312022 Through 01/20/2022
Contact Last Name: Fos
Cantact Jab Tre: HR Manager State Disasilty: o
Contact Telephone Number: 222-333-4444
Read and Acknowledge
Contact Emsil Address: fim ros@abc.com

Fields marked with an asterisk | * ) are required

- Any person who knowingly and with intent to defraud any insurance company, files a statement of claim N
Your Job Information containing any fzlse, incomplete, o misleading information may be subject to criminal penalties.
The laws of some states require us to provide you with the following information:
Alaska: A person who knowingly and with intent to injure, defraud,
_ deceive an insurance company files a claim containing false, incomplete,er misleading information may be
Job Title Manager =
prosecuted under state law
Hours Worked per Week: an Arizona: For your protection Arizona law requires the following statement to appear on this form. Any person
Wwho knowingly presents a false or fraudulent claim for payment of a loss is subject ta criminal and
Cate Hired: 01/01/1980 civil penalties.
) ) arkansas, Louisizna, and West Virginia: Any person who knowingly presents a false or fraudulent claim for
Pleaseprovide abriel Manager of Acgounting payment of a loss ar benefit or knowingly presents false information in an application for insurance is
lescription of your joo duties: guilty of a crime and may be subject to fines and confinement in on
v you an Houry or Salsried  Salaried california: For your protection talifornia law requires the following -
Employee: statement to appear on this form. Any person who knowingly presents a
false or fraudulent claim for payment of a loss is guilty of a crime and msy be subject to fines and
/Ara you a Union Member? No confinement in orison &
~ B | acknowiedge that | have read and agree to the above statement
ty Information Additional Comments:
Date Of Disability- 01/03/2022
Reason Stopped Work: Imjury 4
Plezse tell us what duties you Unzble to sit, unzbie to use computer,
are unable to perform as a Email Confirmation

result of your disability

Have you returned to wark? Mo
We can send you 3 copy of this submission. Just enter your email address below and we will s2nd you a confirmation to your email addresss

Ermacares
Injury Information Confirm Email Address:

Our goal is to make your on-line experience enjoyable and secure. If you choose fo give us your email address, we will send you a secure email
message confirming receipt of your online claim. Your privacy is very important to us and we will make every reasonable effort to safeguard any
information we collect. We encourage you to review the privacy statement for our website

Date of injury: 01/0312022

Desoribe your injury ar c:
diagnosis:

acsident - broken leg, head injury

'Was the injury work related? No




Once the claim is complete, you’ll receive a confirmation summary showing all the information you entered. If you entered
your email address on the previous screen, you’ll also get a confirmation summary by email.

2 Claim Type P User Details ) Claim Details JF Supporting Documents P Review P Confirmation
Claim Confirmation Summary Print this page
This claim has been submitted successtully.
CLAIM REFERENCE NUMBER : 201204 - Short Term Disability Claim submitted by
Employer
The content in this confirmation page reflects what you entered.
Employer Information
Group Name test
Your First Name: J
Your Last Name Smith
Your Job Title: Manager
Your Telephone 123-333-66
Number e
Employee Information
Employee First Name: Bob
Employee Last Name: Jones
Address 1: 12 Main St
City: Columbus
State: OH
Zip: 44444
Country United States of America
Social Security 111.22-2333
Number:
Employee’s Primary 2023334444
Phone Number:
First Day Absent Due 05/01/2013
to Disability
Has the employee Mo

returned to work?

Disability Information
Salary Information

Reason Stopped liness

Work Employee's salary as $10,000.00
of last day worked
Salary Frequency’ Annually
Is the Employee Hourly Hourly
or Salaned
Is this a union No
employee:
Did the employee Yes
receive salary
continuation or sick
pay

Please provide the end 05/03/2013
date:

A representative from our office will be contacting you if any additional information is needed for your
claim

Failure to respond to our request for information may cause a delay in claim processing

If you would like to enter another claim, please click here.

Our Customer Service number is 800-813-6682: and we are available 8:00 AM to 8:00 PM Eastern Time. You
may also leave a message if you call outside of our regular hours,
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Submitting short-term disability claims by mail, email, or fax
To file claims by mail, download the Short-term Disability Claim Form at www.unicare.com. You can download the form and print it.

Complete the employer section, and then have the employee and the employee’s physician complete their sections. Send all
completed forms to:

Disability Claims Service Center
P.O. Box 105426

Atlanta, GA 30348-5426

You may also fax everything to us at 1-800-850-0017 or by email to disability@anthem.com. Please call the
Disability Claims Service Centerwith any questions at 1-800-232-0113.

Short-term disability benefit payments

Short-term disability claims are then paid weekly unless you,the employer, requested an alternative payment schedule. Checks
are mailed to the employee.

Failure to complete all employee, physician and employer questions for any claim could delay claim processing and
determination.
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Submitting a long-term disability claim

Short-term to long-term disability claims when both plans are with UniCare

When you have both short- and long-term disability plans with UniCare, your employees experience a seamless transition
from short- to long-term disability benefits.

When it’s evident that a disability leave will extend into long-term disability benefits, we begin gathering informationfor the
transition 60 days before the end of the short-term disability period.

We work proactively with you, your employee and the employee’s doctor, so the employee will have a continuousincome
while he or she is unable to work.

Long-term disability claims when you have a different short-term disability carrier

Submitting long-term disability claims online

To submit claims online, go to https://myspecialtyappsanthem.com/Claims/UC. Select Long-Term Disability in the Type of
Claim field and Employer in the Type of User field. Enter the characters you see
in the bottom box, then click Next.

>
Welcome to the Claims Entry site. Please enter details below to submit your claim.
Fields marked with an asterisk (* ) are required
= Type of Claim: Long Term Disability b
= Type of Uszar: Employer '
= Please retype the characters from the picture:

= Change Words

s Audio Version

Attach file to existing Claim

You can print the forms we need to process the long-term disability claim from this screen. Select the links to get fillable PDFs
of the forms:

Authorization for Automatic Deposit(s) form
Attending Physician’s Statement

Individual Authorization Form
Reimbursement Agreement

Communication Consent

Click Continue.

Additional Information (x)

In addition to the information you will enter online, the forms listed below are necessary
for a Disability claim. Direct Deposit is the fastest way to receive your Disability
benefits, please complete the form below if you would like your benefits paid by direct
deposit. If you don’t have these completed forms, you can print or download them here:

(Buthorization for Automatic Deposit(s) form)
Attending_Physician’s Statement

Individual Autherization Form
Reimbursement Agreement

Communication Consent

® e e e e

If it's possible to have the forms completed now, you can upload them at the end of
your online application. Otherwise, they can be completed later and sent to our claim
office by mail, fax or email.
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Enter your contact information on the Employer Information screen. Click Next.

D Claim Type >

Employer Information

Fields marked with an asterisk (* ) are required

Policy Number 12223338 |
*Your First Name fon ]
= Your Last Name: _
«Your Job Title:

= Your Telephone Number

Your Email Address: [lohn doe@abc.conl

[ cancer | Previous || Next |
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On the Employee Information screen, enter the employee’s information. Click Next.

Employer Information

Fields marked with an asterisk | * ] are required

= Group Name:

Group Policy Number:

«"four First Mame:

~¥our Last Name:

lephone Number:

four Fax Number:

“four Email Address:

Employee Information

«Employee First Name
= Employee Last Mame:
+Employee Addrass 1:

Employes Address 2

«Country

The state the Employee
wiorks in if other than whers
they live:

Emplayee Wark Lacation or
Division

Job Title:

Scheduled Hour:
Week:

Effective Date of Caverage:
MNumber of hours warkad an
last Day Worked:

- Sogial Security Number,

Date Of Birth:

s Primary Phone

Alternate Phone

Date Hired:

~First Day Absent Due to

Date Last Worked:

Pleass de ab
d n of the emplayess
job duties:

p

Norked per

‘Ar‘ ytown

M

k¢

United States of America

N et

01/01/1870 i |

Male

-

ETr—
E—
C—=

Manager of Accounting Department
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On the Disability Information screen, enter as much information as you can about the disabling condition. The questions
will vary based on the reason the employee stopped work:

e Illness

e Injury

e  Maternity

e  Unknown
Click Next.

> Claim Type 2 User Details

Disability Information

Fields marked with an asterisk ( * ) are required

- Reason Stopped Wark: Iness ~
= Has the employee returned to () ez @ No
work?

Salary Information

+Employee's salary as of last 5 [50000.00

day worked:
- Salary Freguency: Annually v
-1s the Employee Hourly or O Hourly ® Salaried
Salaried:
+1= this 3 union employes: O es ® No

- Did the emplayes receive O Yes @ No
salary continuation or sick
pay:

If you have completed forms at the time you enter the claim, such as the Authorization for Automatic Deposit(s) form,
Attending Physician’s Statement, the IndividualAuthorization Form and/or the Reimbursement Agreement and Communication
Consent, you can scan and attach them here. Click Next.

P Claim Type P User Details J Claim Details J Beneficiary Details P

Please upload any relevant documents for this claim

Please click here to access the available forms.

Choose File | No file chosen
Upload
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Next, you’ll get confirmation of the information you entered and agree to the legal statement so we can begin processing the
claim. You can also enter your email address and we’ll send you confirmation of all the information you entered. Click Submit.

Employer Information

Group Mame:

Group Palicy Mumber:
Your First Mame:

Your Last Name:

Your Job Title:

Your Telephone Number
Your Fax Mumber:

“Your Email Address:

> Claim Type 3 User Details 3 Claim Details 3¢ Sup

Fields marked with an asterisk {* ) are required

ABC Inc.
112312312
Jim

Ros

HR Manager
123-123-1212
242-412-1224

jim.ros@abe.com

orting Decuments

Employee Information

Employee First Name:
Employee Last Name:

Address 10

State:
Zip:
Country:

The state the Emplayes
works in if other than where

John

Doz

123 Main Street
Anytown

N

22222

United States of America

M

salary continuation or sick
pay

Any person who knowingly and with intent to defraud any insurance company, files a statement of claim
containing any false, incomplete, or misleading information may be subject to criminal penalties.

The laus of some states require us to provide you with the following information

Alaska: A person who knowingly and with intent to injure, defraud, or

deceive an insurance company files a claim containing false, incomplete,or misleading information may be

Arizona: For your protection Arizona lsw requires the following statement to appear on this form. Any person
who knowingly presents a false or fraudulent claim for payment of a loss is subject to criminal and

Arkansas, Louisiana, and West Virginia: Any person who knowingly presents a false or fraudulent claim

payment of a loss or benefit or knowingly presents false information in an application for insurance

guilty of a crime and may be subject to fines and confinement in prison.

California: For your protection California law requires the following -
to appear on this form. Any person who knowingly presents a

false or fraudulent claim for payment of a loss is guilty of a crime and may be subject to Fines and

I

confinement in state orison #“

+ @ 1 acknowladge that | have read and agree to the above statement

they live:
Employes Work Lacation or Headguarters
Division:
Job T Manager
Scheduled Hours Worked per 40
Week
Efiective Date of Coverage: 01/0211880
Number of hours worked an 8
ast Day Warked:
Social Security Number: 123-12-3123:
Date Of Birth: 01/0111870
Employes’s Primary Phone 456-789-2342
Number:
Date Hired: 01/01/1280
First Day Absent Due o 08/01/2021
Disability:
Disability Information
Read and Acknowledge
Reason Stopped Wark: liness Fields marked with an asterisk {* } are required
Has the employee retumed to No
work?
Salary Information prosecuted under state law
civil penalties.
Employae's salsry 35 of last $50,000 00
day worked:
Salary Fracuency Annually
statemen
i e Emsizyes Houry o1 Salaried
Salari
Is this a union emplayes No
Did the employee receive No

Additonal Comments:

Email Confirmation

\We can send you a copy of this submission. Just enter your email address bslow and we will send you a confirmation to your email addresss.

im.roe@abe.co
Our goal is o make your on-line experience enjoyable and secure. If you choose to give us your email address. we will send you 2 secure email

message confimming recsipt of your online claim. Your privacy is very important o us and we will make every reasonable effort to safeguard any
infarmation we collect We encourage you to review the privacy statement for our website.

Email Address:

Confirm Email Address:
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Submitting long-term disability claims by mail, email, or fax

To file claims by mail or fax, download the Long-Term Disability Claim Form at www.unicare.com.

Complete the employer section, and then have the employee and the employee’s physician complete their sections. If the claimant
has more than one treating physician, give the claimant extra forms to complete.

All portions of the Long-Term Disability Claim Form package must be completed to avoid any delay in processing the claimant’s
request for benefits.
Send completed forms to:

Disability Claims Service Center
P.O. Box 105426
Atlanta GA 30348-5426

Phone: 1-800-232-0113
Fax: 1-800-850-0017

Email: disability@anthem.com

Long-term disability benefit payments

We make monthly payments for approved long-term disability claims unless the employer requested an alternate payment schedule.
Checks are mailed to the employee.

We will ask for evidence of continued disability to determine ongoing eligibility for benefits.

Failure to complete all employee, physician and employer questions for any claim could delay claim processing and
determination.
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Once the claim is complete, you’ll receive a confirmation summary showing all the information you entered. If you entered your
email address on the previous screen, you’ll also get a confirmation summary by email.

D Claim Type ) User Details J Claim Details J Supporting Documents ¥ Review J Confirmation
Claim Confirmation Summary

This claim has been submitted successfully

Employer

The contentin this confirmation page reflects what you entered.

CLAIM REFERENCE NUMBER : 201204 - Long Term Disability Claim submitted by

Print this page

Employer Information
Group Name: test
Your First Name: J
Your Last Name: Smith
Your Job Title Manager
Your Telephone 123-333-6666@
Number.
Employee Information
Employee First Name: Bob
Employee Last Name: Jones
Address 1: 12 Main St
City: Columbus Has the employee No
returned to work?
State: OH
Zip: 44444 I
Salary Information
Country: United States of America
ﬁﬂggle?ecunty 111-22:2333 Employee's salary as $10,000.00
of last day worked
Employee's Primary 222.333-4444 squency:
Phone Number: Sabary b e Anouaty
) Is the Employee Hourly Hourly
First Day Absent Due 05/01/2013 or Salaried
to Disability:
Is this a union No
employee:
Disability Information Did the employee Yes
receive salary
continuation or sick
pay
&,ﬁ"" Stopped liness Please providetheend  05/03/2013
i date:

A representative from our office will be contacting you if any additional information is needed for your

claim.

Failure to respond to our request for information may cause a delay in claim processing

If you would like to enter another claim, please click here.

Our Cust Service

is B00-813-5682 and we are available 8:00 AM to 8:00 PM Eastern Time. You

may also leave a message if you call outside of our regular hours.
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Attaching documents to an existing claim

You can add additional information to an existing claim. You must wait 24 hours after you submitted the claim online to
attach additional documents to it. Go to https://myspecialtyappsanthem.com/Claims/UC and click on Attach file to
existing Claim.

> Claim Typ
Welcome to the Claims Entry site. Please enter details below to submit your claim.
Fields marked with an asterisk ( * ) are required
*Type of Claim: Select an option [v]

* Please retype the characters from the picture:

P- M = Change Words b

%1 Audio Version

Attach file to existing Claim

You can also access the screen to add additional information to an existing claim on the Please choose one of the following
options screen. Select Submit a Claim online, then click on Attach file to existing Claim.

Please choose one of the following options

Claim Search
Check the status on a particular employee’s claim, or all claims for your group within the past 2 years.

Group Statistics Reports for Disability Claims
View statistical information about disability benefits your group may have purchased.

Group Statistics Reports for Life Claims %
View statistical information about life benefits your group may have purchased.

Group Advice to Pay Report
For self funded Advice to Pay Groups only

Group Paid Claims Report
View monthly, quarterty and Annual Tax Reports

Submit a claim online -
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You will need the Claim Number or Claim Reference Number and the employee’s date of birth. Also select the User Type.

Click Browse to find the file you want to attach to the claim, then click Upload. Click Submit.

Pldase upload relevant documents for your claim

Fields marked with an asterisk ( * ) are required

enter date as

* Claim Number: | |
or mm/dd/yyyy
* Reference Number: [:l

= Member DOB: 11/16/1959 |
* User Type:

| Browse.. | -

et

- -

You’ll get a confirmation showing that the documents uploaded successfully. Click OK.

Message from webpage X

| Attachments have been uploaded successfully
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Claim appeal procedures

For customers with administrative services only (ASQO) disability plans, some of this information may not apply.
Refer to your ASO Agreement for specific claim information.

If we deny a claim, the claimant/beneficiary, or someone acting on his or her behalf, can appeal the decision. Appeals must be
submitted in writing and include the reason we should reconsider the claim decision. The person asking for the appeal also can
submit additional documents or information relevant to the claim. For some benefit types, there may be a limit to the time allowed
for filing an appeal. See the contract for important details on appealing a denied claim.

For disability claims

Send appeal letters to:

Disability Claims Service Center
Attn: Appeal Coordinator

P.O. Box 105426

Atlanta, GA 30348-5426

For life claims

Send appeal letters to:

Life Claims Service Center
Attn: Appeal Coordinator
P.O. Box 105448

Atlanta, GA 30348-5448
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Checking claim status

You can check the status of claims submitted for your employees online using the secure portal:

https://myspecialtyappsanthem.com/benadmin/Account/logon/unicare. You can check status online no matter how the

claim was submitted - online, by mail, email, or fax.

We’ll provide a username and temporary password for you upon receipt of your completed Online Claims Reporting/Status
Check Application Registration Form. See page three for directions on how to access the Online Claims Reporting/Status
Check Application Registration Form and how to submit it to us. Only group administrators or their designated representative
can check claim status. Employees do not have access.

Enter your User Name and Password. Click Proceed.

Employer Sign In

Welcome to the Employer Portal

* Indicates a Required Field

* User Name
* Password If you do not have access click here for the application
PROCEED If you are having problems logging into your account, please call

800-232-0113 ext. 4044798627 or email
dl-socerreporting@anthem.com

Note: After 15 minutes of inactivity, the system will log you out automatically and require that you log back in.

The first time you log on with your temporary password, you’ll be prompted to change your password. You’ll then get
confirmation that your password was changed.

The first time you log on, you’ll also need to complete your profile. Enter the information and click Proceed.

1
ilease Comple% Your Profile

* Email address
|

* Challenge Question
what school did you attend for the third grade? e

* Challenge Answer
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To check the status of submitted claims, select Claim Search.

Please choose one of the following options

Check the status ofa particular employee’s claim, or all claims for your group within the past 2 years.

Group Statistics Reports for Disability Claims
View statistical information about disability benefits your group may have purchased

Group Statistics Reports for Life Claims I}
View statistical information about life benefits your group may have purchased

Group Advice to Pay Report
For self funded Advice to Pay Groups only

Group Paid Claims Report
View monthly, quarterly and Annual Tax Reports

Submit a claim online

You can search for a claim by:
e Social Security number.
e Reference number — the number provided when the claim was entered online.
e (Claim number — assigned by us.
e Type of claim.
e Claim status.

Only the Group Number, Type of Claim, Claim Status fields, and date range information is required. Click Search.

Claim Search YOour group # [

will
autopopulate

Fields marked with an asterisk (*) are required

Group Number |
Subgroup Number

Social Security Number

Enter the employee’s Social Security Number to search for all claims for a specific employee. To search for multiple
employees’ claims at one time, leave this field blank.

Reference Number

Enter the Reference Number provided with the OnLine Claim Submission to search for a specific employee’s claim. To
search for multiple employees’ claims at one fime, leave this field blank.

Claim Number
Enter the Claim Number to search for a specific claim for an employee. To search for multiple employees’ claims at one
fime, leave this field blank.

Type of Claim* Select an option
Select the desired type of claim fo search or select All Claim Types to search all claims.

Claim Status* Select an option v]

CANCEL | [ SEARCH | [ CLEAR |
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You can search for open claims, closed claims or all claims for your group. Click Search.

Claim Search Print this page

Fields marked with an asterisk (*) are required

Group Number ABC123 x
SLIDQ[OI.ID Number

Social Security Number
Enter the employee's Social Security Number to search for all claims for a specific employee. To search for multiple
employees’ claims at one time, leave this fieid blank.

Reference Number

Enter the Reference Number provided with the OnLine Claim Submission to search for a specific employee's claim. To
search for multiple employees’ claims at one time, leave this field blank.

Enter the Claim Nuﬂlﬂ:.el :o search for a specific claim for an employee. To search for multiple employees’ claims at one E NTER DATES WlTH

fime, Ieave this field bian

Type of Claim* All Claim Types v mm/dd/ YYVYy FORMAT

Select the desired type of claim to search or select All Claim Types o search all claims.

Claim Number

Claim Status* All Claims v
Start Date” M.
End Date” i

Please enter Start and End dates for a listing of all claims processed within the date range.

[ CANCEL | [ SEARCH |[ CLEAR |

You can review claims online or export the claims report to Excel. To export the report to Excel, select the Export All
Results to Excel button above the list of claims. You can hold your mouse over the Claim Status to get further information on
the status.

Claim Search Print this page

Fields marked with an asterisk (*) are required

Group Number ABC123| x
Subgroup Number

Social Security Number
Enter the employee’s Social Security Number to search for all claims for a specific employee. To search for mulfiple
employees’ claims at one time, leave this field blank

Reference Number

Enter the Reference Number provided with the OnLine Claim Submission to search for a specific employee’s claim. To
search for multiple employees' claims at one time, leave this field blank

Claim Number
Enter the Claim Number to search for a specific claim for an employee. To search for multiple employeIs' claims at one
fime, leave this field blank
Type of Claim* All Claim Types
Select the desired type of claim fo search or select All Glaim Types 1o search all claims.
Claim Status* Al Claims v
Start Date* 01/01/2020 i
End Date* 12/31/2020 iz |
Please enter Start and End dates for a listing of all claims processed within the date range
Date of Inquiry 06/11/2021

[ CANCEL |[ SEARCH || CLEAR |

Claim data showing in this report are those within the viewing rights of the user. 975 Records Found
*Please note: You can now mouse over the disability claim status to get a more detailed description.”

Mﬂ ) Date 7 &Mﬂ ABLM Claim N
mEAR S N i iR A Incurred WM MM Numper ~ lecChimStatus
! GROUP AD&D 08/28/2011 02/26/2020|LC00087461| CLOSED
w GROUP TERM LIFE 08/28/2011 02/26/2020|LC00087461 CLOSED

VOLUNTARY GROUP TERM LIFE
EMPLOYEE 08/28/2011 02/26/2020|LC00087461 CLOSED
GROUP TERM LIFE 12/28/2018 01/13/2020|LC00168753 CLOSED
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Getting reports

You can get reports of your group’s life and/or disability claims. For groups with Administrative Services Only Short-Term
Disability Advice to Pay or Financial Advice to Pay plans, you can also get your Advice to Pay (ATP) claim reports.

You can access claims reports on the secure portal: https://myspecialtyappsanthem.com/benadmin/Account/logon/alic.

Only group administrators or their designated representatives can access statistics reports. Employees don’t have access to
reports.

To access disability claims reports, select Group Statistics Reports for Disability Claims. To access life claims reports, select
Group Statistics Reports for Life Claims. For self-funded Advice to Pay groups only, to access ATP claim reports, select Group
Advice to Pay Report. To access paid claims reports, select Group Paid Claims Report.

Please choose one of the following options

Claim Search "
Check the status on a particusar employee’s claim, or all claims for your group within the past 2 years

Group Statistics Reports for Disability Claims
View statistical information about disability benefits your group may have purchased

Group Statistics Reports for Life Claims
View statistical information about life benefits your group may have purchased.

Group Advice to Pay Report
For self funded Advice to Pay Groups only

Group Paid Claims Report
View monthly, quarterly and Annual Tax Reports

Submit a claim online

To search the Group Statistics Reports for Disability Claims status page:
e Enter the range of dates you’d like to search in the Start Date and End Date fields.
e Select Search.
Searches will display 12 months of results.
Select the claim type you want from the Claim Type drop-down box: Short-term disability or Long-term disability.

Enter the range of dates you’d like to search in the Start Date and End Date fields, then select Search.

Group Statistics Reports for Disability Claims Print this page

Fields marked with an asterisk (*) are required

Group Number* |

Disability Type | (None Selected) ﬂ

Start Date” b

End Date* ik R

Please enter Start and End dates for a listing of all claims processed within the date range

[ Cancel | [ Search | Clear |
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You can review the report online or export the full report to Excel. To export it to Excel, select Export All Results to Excel
above the list of claims.

Here’s a sample group statistics report for disability claims.

|Group Statistics Reports for Disability Claims Print this page
Fields marked with an asterisk (") are required
Group Number* ABC123 x
Disability Type | (None Selected)  [V]
Start Date* 01/01/2020 =
End Date* 04/01/2020 i
Please enter Start and End dates for a listing of all claims processed within the date range.

Claim data showing in this report are those within the viewing rights of the user. _

Type of Number of Claims Received in Reporting Number of Claims Closed in Reporting Average Duration (days)ior Claim Closed in
riod

Claims Period Pe Reporting Period
STD 250 266 2445
LTD 8 4 1.07
Here’s a sample group statistics report for life claims.
Group Statistics Reports for Life Claims Print this page

Fields marked with an asterisk (*) are required

Group Number* ABC123 x
Start Date* 01/01/2020 3
End Date* 12/01/2020 |

Please enter Start and End dates for a listing of all claims processed within the date range

[ cancet | [ Search |[ Clear |

[ Export All Resulls To Excel | Claim data showing in this report are those within the viewing rights of the user. _
Number of Claims Received in Reporting Period

7

Number of Claims Closed in Reporting Period
7
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Advice to Pay groups only

You can access your self-funded Advice to Pay reports on the secure portal:
https://myspecialtyappsanthem.com/benadmin/Account/logon/unicare. For self-funded Advice to Pay groups only, to

Your current and recent reports are shown on this screen. You can view and export the full report to Excel by selecting
Export Report.

If you’d like to recreate a report for a certain time period not shown, enter the range of dates you’d like to search in the Start
Date and End Date fields. Click Search.

Group Advice to Pay Report Print this page

Fields marked with an asterisk () are required

Group Number* ABC123| x
Start Date* i
End Date* iz |
Please enter Start and End dates for a listing of all ATP/FATP Report within the date range
B

[ Export All Results To Excel | Claim data showing in this report are those within the viewing rights of the user.

Group No Sub Group No Class No Report Run Date Is Report Available

e 01 4/26/2021 No Export Report
02 4/26/2021 Yes Export Report ”
02 4/26/2021 No Export Report
01 4/26/2021 No Export Report
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Group disability paid claims reports

You can access claims reports on the secure portal:
https://myspecialtyappsanthem.com/benadmin/Account/logon/unicare. You can view your disability paid claims reports
monthly, quarterly, or annually. You can also view either a summary of paid disability claims or details of each claim.

Select the frequency you want to see. Also, enter your group number, if it did not auto-populate, and choose Summary or
Detail as the Report Option. Then, click Search.

Group Paid Claims Report Print this page

The Insurance Company will produce a 1093-M for all NY Paid Family Leave benefits. These records are not included
in your Paid Claims Reports.

The insurance company provides a W2 statement for the third party sick pay and it will be mailed directly to the claimant
according to the IRS guidelines. If you have any questions please contact the claim office.

The insurance company provides FICA Employer match for the third party sick pay for certain classes of benefits in the
plan, if applicable, and it is paid directly to the agencies under the insurance company's EIN. The employer

responsible for paying FICA match for some of the classes of benefits in the pian. If you have any questionsiplease
contact the claim office.

Fields marked with an asterisk (*) are required

Group Number* ABC123| x
Report Frequency* Monthly v

Report Option* ® Summary O Detail

[ Gance | Searh|

Claim data showing in this report are those within the viewing rights of the user.

Period

Oct-2020 Export Report

Sep-2020 Export Report -
Aug-2020 Export Report

Jul-2020 Export Report

Jun-2020 Export Report
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