LOCAL CHAIRMAN INSTRUCTIONS FOR COMPLETING THE LINCOLN CLAIM
FORM FOR A MEMBER FILING A DISABILITY CLAIM
(Group Policy Number GL0O00010120236)

1. You will need to complete Page 3 of the Lincoln Claim Form for your member when they
file a claim. Most of the fields are self-explanatory. This document points out a few items of
importance. An incomplete Claim Form will delay the processing of your member's claim.
Please be sure you have answered all questions completely and written legibly. Thank you.

2. tem 1 Full Name — This is the member’s name.
3. ltem 2 Social Security Number —~ The member's SSN.,
4. ltem 4 Insurance Class — Enter CLASS 1

5. Item 7 Date Insured — This information can be looked up in iLINK by doing a member
search (see attached iLINK sample page) and clicking on the insurance tab (A). This will
display all the insurance information for your member. Look for “GDB” in the Plan column (B)
and read across two columns to the Eff. Date (C) to find the effective date of insurance. If
you have any difficulty locating this information please contact the UTUIA Claims department
for assistance at 216-228-9400.

6. item 11 Percent of Premium paid by — Enter 100% Empioyee paid, and mark the ‘post-
tax” box.

7. ltem 14. The request for Employer name, address, email address, and fax number are
requests for your (the Local Chairman completing the claim form) contact information. The
Group Policy number is GLO00010120236.

8. IMPORTANT! Be sure to sign your name, provide your title and date the form
where indicated.

9. Return the Claim Form to your member.

Contact Lincoln, using the 800 number provided on the Claim Form, if you have any
questions regarding the information being requested on the ciaim form.
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Member Details ilink < Membership < Member Search < Member Details
Print View
Name: JOHN SMITH Craft Code: ;
Address Count: 1 Dues Objector Code:
Address 1; 123 SOMEWHERE DRIVE UTU Alumni: No
Address 2: Locat No: 0007
City, State, Zip: ANYWHERE, OH 44107- GCA No: 853
Social Security No: LCA No:
Birth Date: 9/8/1951 LCA indicator:
Membership Date; 7/1/1983 Status: Active
Gender: Basic Status:
EMP iD: E-49 Code:

Insurance < ( A )

SMITH,JOHN
SMITH,JOHN

1172001 $30,000.00

3/1/2010 $6.00 $26.50

Create Insurance Application

Create Form: g DIPP Form




BUS MEMBER INSTRUCTIONS FOR FILING A LINCOLN CLAIM
(Group Policy Number GL000010120236)

Note: This is a generic claim form used by the Lincoln Financial Group. Though you are not an
Employee of the UTU and the UTU is not your Empioyer, you should provide consider yourself
the “Employee” for purposes of completing the claim form. You shouid consider your Locai
Chairman (or Local Treasurer if the Local Chairman is unavailable) the "Employer” for purposes
of completing this claim form.

1. Get a copy of the Lincoln Claim Form.

Copies are available from several sources. You may download a copy from the UTU website.
Get a copy from your local treasurer. Contact the UTU at 216-228-8400 and ask for extension
475. Contact Lincoln at 800-423-2765.

2. Complete Page 1 and Page 2 of the Claim Form,

Be sure to complete all requested information and sign and date both pages where indicated.
Incomplete forms will be returned and will delay payment of your claim. Please double-check
that all information is provided and that you print or write your information clearly.

Note: Below the signature line at the bottom of page 2 is an area for use by a legal
representative of the claimant if the claimant is unable to complete the form. This section
begins with “PRINT NAME" and asks for relationship, address and phone number. You only
need to have this information completed if someone is filing the claim on your behaif.

3. Have your Local Chairman complete Page 3 of the Claim Form.

Once you have completed pages 1 and 2, have your Local Chairman complete page 3. The top
of page 3 requests a copy of your Job Description and a copy of your enroliment statement.
Have your Local Chairman attach your Job Description if it is available. You can ignore the
request for a copy of the Enrollment Statement.

ltems 1 and 2 are asking for the Employee’s information, not the Local Chairman’s.

item 4 shouid be completed as “CLASS 17

item 11 should be shown as “100%” paid by the employee and check the “post-tax” box.

ltem 14 beginning with Employer's Name and Address is requesting the Local Chairman’s name
and address. The requested telephone number, email address and fax number should also be
that of the Local Chairman. The Group Policy Number is GL000010120236.

Your Loca! Chairman must sign, title and date the bottom of page 3. Be sure your Local
Chairman compileted all the information requested on page 3 before you move on 10 the next
step. Incomplete information will delay payment of your ciaim.

4. Have your physician complete page 4 of the Claim Form.

5. Make a copy of the completed Claim Form for your records.

6. Mail the completed claim form to Lincoln National Life. The address is shown at the top
right corner of the Claim Form. Contact Lincoln, using the 800 number provided on the Claim
Form, if you have any questions on any aspect of your claim.



i ; i mCOm The Lincoin Netional Life Insurance Company, PO Box 2609, Omaha, NE 68103-2608
toll free (800} 4232765 Fax (877) 843-3950

Financial Groups= www.LincoinFinancial.com

GROUP SHORT-TERM DISABILITY STATEMENT OF EMPLOYEE

{ BENEFTTS MAY BE DELAYED IF CLAIV FORM IS NOT FULLY COVIPLETED)

Piease sign this page and the authorization on page two of this form to avold delays in processing
{PLEASE see FRAUD NGTICES attacherd)

1. Full Name {last, first, middie initial) 2. Social Security Number | 3. Phone Number {include area code)

4. Street Address & Mailing Address 5. City 6. State 7. Zip Code

&. Date of Birth g. 1 have been unable 1o work 10. Gender iMate CiFemale
because of my disability since 411. Hospital Confined  [1Yes [I'No

12. Marital Status ] Single I Married 13. Have you ever had the same or similar condition in the past?

IWidowed [ Divorced [JYes 1 No If “Yes” provide dates:

14, is your disability due 1o a: 14a. Please describe your Sickness or how your Injury occurred: Height:
[l Sickness [ Injury [ Other

Weight:

15. {returned to work parttime on

| returmned to work full-time on:

16. Is your accident or illness due to your occupation?  [iYes  LiNo i “Yes” explain:
Have vou or do you intend 1o file a Workers Compensation Claim? Yes [CihNo
17. Treated by: (on another piece of papet. provide names & addresses of all doctors who have treated you for this disability).
Doctor:
Address:
18. Describe other income you are receiving, have applied for, or will be applying for:
Amount Date Began Date Will Terminate | Date Applied For
Social Security (Disability Retiremeant) $
Satary Continuance or State Disability Berefits | $
Warkers' Compensation %
Other income related to your disability &

19, The above statements are true and compleie 1o the best of my knowledge and belief. | have completed and attached
the Authorization for Release of Information.

The abave Statements are true and compiete to the best of my knowledge and belief. | have read and understand the
attached Fraud Warning Statementis.

Signature of Employee Date

20, Please provide us with your e-mall address:

Lincoln Financial Group is the marketing name for Lincoln National Corporation and its affiliates. Page 1 of 5
GLC-01363 7/08
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! ; i mggln Yhe Lincoln National Life Insurance Company, FO Box 2609, Omaha, NE 68103-2809
toll free (BOO) 42327685 Fax (877) 843-3950
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AUTHORIZATION FOR RELEASE OF INFORMATION

1. §{ths undersigned) authorize any physician, medical professional, pharmacist or other provider of health care services,
hospital, clinic, other medical or medically related facility; msurance or reinsurance company; government agency; department
of labor; acquaintance; group policyholder; employer; or pelicy or benefit plan administrator to refease information from the
records of:

Ciaimant/Patient Nama:

{Last} (First) (Middie)

Date of Birth: Social Security Number;

2. Information to be refeased:

«  data or records regarding my medical history, treatment, prescriptions, consultations, {including medical and psychological
reports, records, charts, notes (excluding psychotherapy notes), x-rays, filims or correspondence, and any medical
condition | may now have or have had};

= anyinformation regarding insurance coverage; and

«  anyinformation, data or records regarding my activities {including records relating to my Social Security, Workers'
Compensation, Retirement income, financial, earnings and employment history).

3. Information to be released to:  The Lincoln National Life Insurance Company
PO Box 2609
Omaha, NE 68103-2609

4, lunderstand the information obtained by use of this Authorization will be used by The Lincoln National Life Insurance
Company ("Company”} to evaluate my claim for disability benefits. The Company wilt only release such infermation:
« toits reinsurer, of other persons or organizations performing business or legal services in connection with my claimi{s); or
»  as otherwise may be required by law or as | may further authorize.
Hurther understand that refusal to sign this Authorization may resull in the denial of benefits.

5. lunderstand the information used or disclosed may be subject to re-disclosure by the recipient and may no longer be
protected by federal law. For Colorado claims, the disclosed information may not be redisclosed or reused by the recipient
under Colerado law.

6. {understand that | may revoke this Authorization In writing at any time, except Lo the extent:
1) the Company has taken action in reliance on this Authorization; or
2y the Company is using this Authorization in connection with a contestable claim.
If writtery revocation is not received, this Authorization will be considered valid for a period of time not to exceed 24 months
from the date of my signature below. To initiate revocation of this Authorization, direct alf correspondence to the Company
atthe above address.

7. A phctocopy of this Authorization is to be considered gs valid as the original.
8. junderstand | am entitled Lo receive a copy of this Authorization.

The above Statements are true and complete to the best of my knowledge and belief. | have read and understand the attached
Fraud Warning Statements.

SIGNATURE: DATE:
Claimant/legal representative (Nearest relative, legal guardian, or appointed representative to sign only if claimant/patient is a
minor, fegally incompetent, or deceased.) Power of alforney or guardianship must be atfached.

PRINT NAME:

Relationship to Claimant/Patient of personal/legal representative signing for Claimant/Patient:

ADDRESS: PHONE NO:_{ )
{Streel)
{City) {State) (Zip Code)
Lincoln Financial Group is the markating name for Lincoln National Corporation and its affiliates, Disability Page 20f5
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I g I mCOm The Lincoin Natlonal Life Insurance Company, PO Box 2608, Omaha, NE 68103-2609

toll free (BOO) 423-2765  Fax (877) 843-3950
Financial G!‘OUQ@ v, LincoinFinancial.com

EMPLOVER'S REPORY OF CLAIM (TC BE COMPLETED BY EMPLOYER)
Please submit a copy of this employee’s complete Job Description with this claim form,
Please submit a copy of this employee’s enroliment statement with this claim.
{PLEASE see FRAUD NOTICES attached)

1. Full Name {iast, first, middie initial} 2. Soclal Security Numbaer

3. Occupation of Employee/Claimant 4. nsurance Class 5. Employee Date of Hire

6. Number of Hours Worked Per Week 7. Date Insured

8. Date Employee was 9. Emplovee’s Basic 10. Returmed to Work?

Last Present at Work Weeidy Earnings O Fulktime I Parttime Date:

11, Percent of premium paid by 12. is the Clalm due 1o your emplovee’s occupation: [.JYes [iNo
Employee: %  lpredax [ postdax 13. Has a Workers' Compensation claim been filed? [ Yes [ No
Emplover: %

14, Has Insured received any other income since the date last worked:  [lYes [ No

Please specify the type of income (Sick Pay, Vacation, Salary Continuation, Paid Time Off, E1¢.)

Weekiy Amount Paid $ Date Began: Date Ended:

Ermployer's Name & Address (or name of policyholder, | Telephone Number (Include Area | Group Policy Number & Division
if other) Code and Extension) Number

E-mail address Fax Number {Include Area Code)

attached Fraud Warning Statements.

The ahove Statements are true and compiete to the best of my knowledge and belief, | have read and understand the

Signature of Person Completing this form and Title Date

Lincoln Financiat Group is the marketing name for Lincoln National Corporation and is affiliates.
GLC-01363

Page 3 0of &
T/08




I i I mggln The Lincoln National Life Insurance Company, PO Box 2608, Omaha, NF 881032609
toll free (BO0) 4232765 Fax (&77) 843-39580

Fmandag Group@ wwaw, LincoinFinancial.com
ATTENDING PHYSICIAN’S STATEMENT
1. Name of Patient 2. Social Security Number 3. Employer Name
4, When did symptoms first appear or accident happen? 5. Dale you believe patient was unable 1o work?
&, Dagnosis (including complications) 7. Subjective symptoms

8. Objective findings (Including current x-rays, EKG's, laboratory data and any clinical findings)

9. List of Restrictions & Limitations

10. Nature of lreatment (Including surgery and medications prescribed, if any).

1l. Mames, specialty and addresses of other treating physicians

12. Has patient ever had same or simifar condition? T Yes DT No I "Yes” provide dates.

1.3. Do vou consider this condition to be due o your patient’s employment?  TivYes [ No
14 if pregnancy, Estimated date of delivery: 15. Date first treated 16. Date of last visit/treatment
Actual date of delivery:
17, Frequency [ IWeekly _iMenthiy .1 Other (specify)
18. Has patient: [} Recovered 73 Improved 19. Is patient: 1 Ambulatory [Ci House Confined

L.} Unchanged i Regressed U Bed Confined [ Hospital Confined
20. Has pafient been hospital confined? Yes 1 No Confined from: Lo

If “Yes” give name of hospital,

21. Has surgery been scheduled or performed? [ Yes O Neo  If "Yes” date of surgery:
Type of surgery scheduled:

22. Prognosis and Rehabilitation;

a. When do you think your patient will be able 10 retum 10 work?

PRESENT occupation? ALL OTHER occupations?

b. Can present joh be modified to allow patient to handle with his/her impairment? T Yes [ No

c. When could trial employment commence? C Fulltime [ Part-time

Please submit clinfcal documentiation 1o support vour decision.

Print Name (Atlending Physician) Specialty Telephone {include Area Code)

Street Address/City or Town/ State or Providence/Zip Code

The above Statements are true and complete to the bast of my knowiedge and betlief. | have read and understand the
attached Fraud Warning Statements.
Signature (Attending Physician) No stamps please Date Fax Number {Include Area Code}

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY IS NOT RESPONSIBLE FOR CHARGES INCURRED DUE TO
COMPLETION OF THIS FORM. THE PATIENT IS RESPONSIBLE FOR ANY CHARGES ASSOCIATED WITH FORM COMPLETION,

Lincoin Financial Group is the marketing name for Lincoin National Corporation and #s affiliates. Page 4 of &
GLC-01363 7/08



FRAUD NOTICES. For vour protection, certain states require that the following notices appear on this form.

Alaska. A person who knowingly and with intent to injure, defraud, or decelve an insurance company files a clalm containing false,
incomplete or misieading information may be prosscuted under state faw.

California. For your protection California law requires the following to appear on this form: Any person who khowlngly presents a false or
fraudulent claim for the payment of a loss 15 guiity of a crime and may be sugject {o fines and confinement in state prison.

Colorado. it is uniawful 1o knowingly provide false, incomplete, or misleading facts or information 1o an insurance company for the purpose
of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance and civii damages. Any
insurance company of agent of an insurance company who knowingly provides false, incomplete, or misleading facts or information to a
policyholder or claimant for the purpese of defrauding or attempting 1o defraud the policyholder or elaimant with regard 10 a setliement or
award payable from insurance proceeds shall be reported to the Colorade Division of Insurance within the Department of Regutatory
Adensias,

Delaware. Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files & statement of claim containing any
false, incomplete or misieading information is guilty of a felony.

District of Columbia. 1tis a orime to provide false of misieading information to an Insurer for the purpose of defrauding the insuret or any
other person. Penaities include imarisonment and/or fines. In addition, an insurer may deny insurance beneflts if false information
materiatly refated to a claim was provided by the applicant.

Fiorida. Any person who knowingly and with intent to injure, defraud, or deceiva any insurer files a statement of claim of application
containing any false, incomptete, or misleading information s gullly of a felony of the third degree.

tdaho, Any person who knowingly, and with intent to defraud or deceive any insurance company, files a statement o claim containing any
false, incomplete or misleading Information Is guiity of a fetony.

indiana. A person who knowingly and with intent to defraud an insurer files a statement of claim cortaining any false, incomplete, or
misieading information commits a felony,

Kentucky. Any person who knowingly and with Intent to defraud any insurance company or other person files a statement of claim
containing any materially false information or conceals, for the purpose of misteading, information concerning any fact material thereto
commits a fraudylent insurance act, which is a crime.

Louisiana. Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or kKnowingly presents false
information in an application for Insurance is guilty of & crime and may be subject to fines and confingment in prison.

Malne. 1t is a crime to knowingly provide false, incomplete or misieading information o an insurance company for the purpose of gefrauding
the company. Penaities may include imprisonment, fines or & denial of insurance benefits,

Waryland. Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or henefit or knowingly and
willfully presents false information in an apptication for Insurance s guiity of a crirme and may be subject to fines and confinement in prison,

Minnesola. A person who files a claim with intent to defraud or helps commit a fraud against an insurey is guitty of a crime.

New Mampshire. Any person who, with a purpose 10 injure, defraud or deceive any insurance company, files & statement of claim containing
any false, incomplete or misteading information is subject 1o prosecution and punishment for insurance fraud, as provided in RSA 638:20,

Mew Jersey. Any person who knowingly files a statement of claim containing any faise or misleading information is subject to criminal and
civil penalties.

Mew Mexico. Any person who knowingly presents a false or fraudutent claim for payment of a loss or benefit or knowingly presents false
information in an apptication for insurance is guilty of a crime and may he subject to civil fines and criminal penalties.

New York, Any person who knowingly and with intent to defraud any insurance company or other person files an application for ingurance
or statement of claim containing any materiaily false information or conceals for the purpose of misleading, information concerning any fact
material thereto commits a fraudulent insurance act, which is a orime and subject to a civit penalty not to exceed five thousand doilars and
the siated value of the claim for gach such violation.

Bhie. Any person who, with intent to defraud or knowing that ne is facilitating a fraud against an Insurer, submits an application orfles a
claim containing a false or deceptive statement I8 guilty of insurance fraud.

Okiahoma. Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an
insurance policy containing any false, incomplete or misleading information is guilty of a felony.

Pemmsylvania., Any person who knowingly and with intent to defraud any insurance company or other person tles an application for

insurance or statement of claim containing any materially false information or conceals for the purpose of misieading, information conceming
any fact material thereto commits a fraudulent insurance act, which is a crime and subjests such person to criminal and civil penatties.

Tennessee and Washington. Itis a orime to knowingly provide false, Incomptete or misleading information to an insurance company for
the purpose of defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits,

FOR ALL OTHER STATES EXCLUDING CONNECTICUT, KANSAS, AND VIRGINIA. A person may be committing insurance fraud, if
he or she submits an appiication or claim containing a false or deceptive statement with intent to defraud {or knowing that he or sha is
heining to defraud) an INsurance company.
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