
For use with policies issued by the following Unum Group [“Unum”] subsidiaries:

First Unum Life Insurance Company Provident Life and Casualty Insurance Company 
The Paul Revere Life Insurance Company

Instructions for the Employer

In the event of the death of an insured employee or dependent, please follow these steps as soon as you receive notice of 
death:

1. Complete the Employer’s Statement and collect the following:

 

 

Retained Asset Account page

Substitute W-9 Form

Authorization  - Life or Accidental Death Claim

Accidental Death Statement

Copy of the police report

Copy of the autopsy report

 
hospital

available, you may initiate the claim by submitting the Employer statement. The remaining documents can be submitted 

5. Information About Payment – 

the group policy calls for this method of payment. If the group policy does not call for this method of payment, the 

Unum Retained Asset Account can be found on page 9.

If you have questions about the claim process or need help to complete this form, please call the above toll-free number. 
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Fraud Warning

Virginia, Washington and West Virginia, require the following statement to appear on this claim form:

Fraud Warning for Alabama Residents
For your protection, Alabama law requires the following to appear on this claim form:

any combination thereof.

Fraud Warning for California Residents
For your protection, California law requires the following to appear on this claim form:

Fraud Warning for Colorado Residents
For your protection, Colorado law requires the following to appear on this claim form:

facts or information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or 
claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the Colorado Division of 
Insurance within the Department of Regulatory Agencies.

Fraud Warning for District of Columbia Residents
For your protection, the District of Columbia requires the following to appear on this claim form:

WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the insurer or any 

materially related to a claim was provided by the applicant.

Fraud Warning for Florida Residents
For your protection, Florida law requires the following to appear on this claim form:

containing false, incomplete or misleading information is guilty of a felony of the third degree.

Fraud Warning for Kentucky Residents

any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto 
commits a fraudulent insurance act, which is a crime.

Fraud Warning for Minnesota Residents

 IInstructions (continued) / Claim Fraud Statements
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Fraud Warning for New Hampshire Residents
For your protection, New Hampshire law requires the following to appear on this claim form:

638.20.
Fraud Warning for New Jersey Residents

For your protection, New Jersey law requires the following to appear on this claim form:

containing any materially false information, or conceals for the purpose of misleading, information concerning any fact, material 

Fraud Warning for New York Residents

application for insurance or statement of claim containing any materially false information, or conceals for 
the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance 

stated value of the claim for each such violation.

Fraud Warning for Pennsylvania Residents
For your protection, Pennsylvania law requires the following to appear on this claim form:

statement of claim containing any materially false information or conceals for the purpose of misleading, information concerning 

penalties.

Fraud Warning for Puerto Rico Residents
For your protection, Puerto Rico law requires the following to appear on this claim form:

one claim for the same damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each violation with the 

years.
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EMPLOYER STATEMENT - To be completed by the Employer (PLEASE PRINT)

A. Information About the Type of Claim – 

Employer Paid Life Employee Paid Accidental Death

Employer Paid Accidental Death Dependent Life

Employee Paid Life Dependent Accidental Death

 _______________________________________________  _________________________________________________

B. Information About the Employer

Employer Name  ___________________________________________________________________________________________________________________ 

Employer Street Address  ____________________________________________________________________________________________________________

City  _____________________________________________________________________________________ State  ___________  Zip  __________________

 _____________________________________________________________  ___________________   

Name of Person Completing Form  _____________________________________________________________________________________________________

Title of Person Completing Form  ______________________________________________________________________________________________________

Telephone  ____________________________________________________________  _______________________________________________

Email Address  _____________________________________________________________________________________________________________________

-

Signature: X _____________________________________________________________________________________________________________________  

Date Signed  ______________________________________________________________________________________________________________________  

Do you wish to receive copies of all letters?    Yes     No         Or decision letters only?    Yes     No 

C. Information About the Employee – 

  

Employee Name  ________________________________________________________________________________________ Female

Employee Street Address  ____________________________________________________________________________________________________________

City  _____________________________________________________________________________________ State  ___________  Zip  __________________

 _________________ SSN  ________________________________________  __________________

Telephone  ________________________________________________ Employee Email  _______________________________________________________
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EMPLOYER STATEMENT (Continued)

____________________________________________________________________________________________________________ _______________________________

Employment Status: Full-time Part-time  
Union Non-Union 

Occupation  __________________________________________________________  _____________________________________

Provide information about other income:

Hourly
$ per hour:

Salaried
$ per year:

 
Commissions    Overtime    

What was the date of the last pay increase? ____________________________ 

 ____________________________________________

Was this employee terminated?   Yes 

Were premiums paid through employee/dependent’s death? Yes No 

If no, please indicate the date premiums were paid through (mm/dd/yy) ____________________________

When was the last change in the amount of insurance for this employee?  ______________________________________________________________________

Do you require employees to re-enroll annually? Yes No

Did you apply age reductions to the amount of insurance? Yes No 

 
 of Coverage (mm/dd/yy)  of Coverage (mm/dd/yy) 

Life Insurance $ ________________ ______________________ $ ________________  _______________________ 

Accidental Death $ ________________ ______________________ $ ________________  _______________________ 

D. Information About the Dependent – Please complete this section if the claim is for the death of the employee’s dependent.

Dependent Name _______________________________________________________________________________________ Female

Relationship to Employee Spouse Civil Union Partner Domestic Partner Child Dependent SSN  ___________________________________

 ________________________________  ____________________________________  

Was the employee in active employment at the time of the dependent’s death? Yes No 

 
 of Coverage (mm/dd/yy)  of Coverage (mm/dd/yy) 

Life Insurance $ ________________ ______________________ $ ________________  ______________________ 

Accidental Death $ ________________ ______________________ $ ________________  ______________________ 
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EMPLOYER STATEMENT (Continued)

____________________________________________________________________________________________________________ _______________________________

If the claim is for the death of the employee, please complete this 

of paper and include it with this form.

 Yes No 

 Yes No

1. Name:  ________________________________________________________________________________________________________________  

Street:  ________________________________________________________________________________________________________________  

City:  _____________________________________________________________________  State:  __________ Zip:  ______________________

Telephone:  ___________________________________  Email address:  ___________________________________________________________

Relationship:  _________________________________  Social Security Number:  _________________________   _____________

2. Name:  ________________________________________________________________________________________________________________  

Street:  ________________________________________________________________________________________________________________  

City:  _____________________________________________________________________  State:  __________ Zip:  ______________________

Telephone:  ___________________________________  Email address:  ___________________________________________________________

Relationship:  _________________________________  Social Security Number:  _________________________   _____________

3. Name:  ________________________________________________________________________________________________________________  

Street:  ________________________________________________________________________________________________________________  

City:  _____________________________________________________________________  State:  __________ Zip:  ______________________

Telephone:  ___________________________________  Email address:  ___________________________________________________________

Relationship:  _________________________________  Social Security Number:  _________________________   _____________

 

sheet of paper and include it with this form.

 _____________________________________________________________________________________

 ____________________________ Relationship to Child: ___________________________

 _________________________________________________________________________________________

City:  _____________________________________________________________  State:  __________  Zip:  _______________

Telephone:  ______________________________   Email Address:  ________________________________________________ 
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ACCIDENTAL DEATH STATEMENT (PLEASE PRINT) 

 

• the employee, if the claim is related to the accidental death of a dependent

If available, please attach copies of any police and/or emergency medical services reports.

A. Information About the Employee

Employee Name  ___________________________________________________________________  __________________________ 

Employer Name  ________________________________________________________________ Employer Telephone Number  __________________________ 

B. Information About the Deceased

Deceased Name  ___________________________________________________________________________________________________________________

___________________________________________ ____________________________   _____________________________

Relationship to the Employee Self Spouse Civil Union Partner Domestic Partner Child 

C. Information About the Accident

 

Address where the accident occurred? 

Describe how the accident happened: 

D. Information About the Responding Authorities

 

 

 

GROUP LIFE AND/OR ACCIDENTAL DEATH CLAIM FORM

www.unum.com

E. Information About Physicians/Hospitals
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ACCIDENTAL DEATH STATEMENT (Continued)

____________________________________________________________________________________________________________ _______________________________

Does the deceased have any unmarried dependent children currently at the 12th grade level or who are enrolled full time in an institution of higher learning beyond 
the 12th grade?  Yes    No   If yes, please provide the following information for each child:

1. Name: ___________________________________________________________  ________________

 _______________________________________________________________________________________

Social Security Number: _______________________________Telephone Number: __________________________________

2. Name: ___________________________________________________________  ________________

 _______________________________________________________________________________________

Social Security Number: _______________________________Telephone Number: __________________________________

3. Name: ___________________________________________________________  ________________

 _______________________________________________________________________________________

Social Security Number: _______________________________Telephone Number: __________________________________

Fraud Warning: For your protection, Arizona law requires the following to appear on this claim form:

-
 

Fraud Warning: 

application for insurance or statement of claim containing any materially false information, or conceals for 
the purpose of misleading, information concerning any fact material thereto, commits a fraudulent insurance 

stated value of the claim for each such violation.

G. Signature

-
edge and belief.

Print Name  ___________________________________________________________________ Telephone Number  _________________________________

Signature X  ______________________________________________________________ Date Signed  ___________________________________

Email: ________________________________________________________________________ 



Information About Unum Retained Asset Accounts – 

· The entire account balance can be accessed by the use of one draft.

· Drafts can be written for a minimum of $250 up to the full account balance at any time. There is no limit on the number of 
withdrawals that can be made from the account.

· No charges will be made to the Unum Retained Asset Account for writing drafts or ordering a new supply of drafts.

· The following charges will be made to the Unum Retained Asset Account for any request for:

 º A draft returned as unpaid, requests for additional statements, and requests for additional copies of IRS Form 1099-INT 

· A quarterly statement is provided, detailing the account balance, interest rate, accrued interest and account transactions for the 
statement period.

· Funds in the Unum Retained Asset Account are fully guaranteed by Unum Group. The funds are not protected by the FDIC, 
but are protected by state Guaranty Associations. To learn more about the protections provided by these associations, the 

481-5206.

Unum will retain the funds and invest them in its general account for as long as they remain in the Unum Retained Asset Account. 
Unum guarantees the account balance and will pay a competitive interest rate regardless of the investment performance of 
Unum’s general account. Unum may derive income from the total gains received on the investment of the balance of the funds in 
the retained asset account.

state insurance department. 
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Privacy Rule. You are entitled to receive a copy of this authorization.
Authorization – Life or Accidental Death Claim

I authorize the following persons: health care professionals, hospitals, clinics, laboratories, 
pharmacies, emergency medical service agencies, and all other medical or medically related providers, 

third party administrators, insurance producers, insurance service providers, credit bureaus, 
professional licensing bodies, law enforcement agencies, consumer reporting agencies, employers, 

To disclose information, whether from before, during or after the date of this authorization, about 
the deceased’s health, including  HIV, AIDS or other disorders of the immune system, information on 

restricted by state law, use of drugs or alcohol, mental or physical history, condition, advice or treatment 

To Unum Group and its subsidiaries, First Unum Life Insurance Company, Provident Life and 
Casualty Insurance Company, The Paul Revere Life Insurance Company, and persons who evaluate 

So  that Unum may evaluate and administer the claim(s). For such evaluation and administration 
of claims, this authorization is valid for two years, or the duration of the  claim, whichever is shorter.  I 
understand that once Information is disclosed to Unum, privacy protections established by HIPAA may 
not apply to the Information, but other privacy laws continue to apply.  Unum may then disclose the 
Information only as permitted by law, including, state fraud reporting laws, or as authorized by me.  
I also authorize Unum to disclose Information to the following persons

For the purpose of these disclosures by Unum, this authorization is valid for one year, or for the length 
of time otherwise permitted by law.

any time by sending written notice to the address above. I understand that revocation will not apply to 
any information that is requested prior to Unum receiving notice of revocation. 

__________________________________________ ____________________________

__________________________________________ ____________________________
Printed Name Deceased's Social Security Number


