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Sedgwick CMS

Sedgwick CMS, Inc. / P.O. BOX 9830 / CALABASAS, CA 91372-0830 / TEL: (800) 495-9301 / FAX: (818) 591-7664

Dear ASRS Member :

Because you have been off work for at least t wo (2) months due to a disability, it is time
for you to consider the enclose d packet of information. Should your disability continue
beyond six (6) months, you may be entitled to receive disability benefits from the ASRS

Long Term Disability Income Plan (LTD). Benefits which may be payable from the LTD

Plan will be integrated wi  th benefits payable from other sources.

If you believe your current disability will exceed six months, you will need to complete a
Long Term Disability application. Enclosed are the necessary forms, which must be
completed by you. The completed forms sh  ould be returned to  your employer within 30

days._

Enclosed are the following forms:

1. Long Term Disability Employee Claim Statement

2. Authorization for Release of Information (ROI)

3. W-4

4. A-4

5. Direct Deposit

6. Attending Physiciands Statement of Disability

7. Answers to Commonly Asked Questions
Please c omplete and sign the first six forms | isted above. The Atte
Statement needs to be given to your physiciands of
completed your forms, and the physician has completed the Physicianogeaset at em
return all of the forms to your local Human Resources Department . Your Human

Resources Department will then complete their eligibility statement, and forward all of the
formsto SEDGWICK CMS for processing.

If you should have any questions regarding this information provided, please feel free to
contact us at (800) 495  -9301.

Sincerely,

Sedgwick CMS , Inc.
Claims Department

Enclosures

PLEASE NOTE: According to Arizona State Law Section §38-797.12:

Violation clas sification: A person who knowingly makes any false statement or who
falsifies or permits to be falsified any record of the Long Term Disability (LTD) program
with an intent to defraud the LTD program is guilty of a class 6 felony.
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sedgwick cMs  Long Term Disability Employee Claim Statement

TO BE COMPLETED BY THE EMPLOYEE New claim:[JYes [No
1. Full name of employee (Please print) [ male 2. Date of Birth 3. Social Security number
[J Female
4. Natureof sickness or injury (if do to accident, explain when, where and | 5. Employer
it happened)
6.0ccupation
7. Marital status: [ISingle [Iwidowed 8. Names and birth dates of spouse and of all dependent children under age 1

[OMarried [IDivorced

9. Date on which you ere first unable to work

10. Date of first medical treatment for the condition 11. Have you engaged in any work, ptime or otherwise, since your sickness o
injury began? JYes ONo (1f ifiYeso pleas
If pregnancy, provide expected or actual delivery date. dates.)
12. If still totally disabled, when do you expect to return to work? 13. If you have recovered or returnedaork, give date.
14. Have you been confined to a hospital for this disability? []Yes [No (I f AiYeso please complete.)
Name of Hospital City From Through

15. Names and addresses of all physicians who have beertedrisecause of this conditigattach additional sheets, if necessary)
Name Address Dates of Consultation or Treatment

16. Are you receiving or have you applied for benefits from any of the following?
1. Veterans Administration?
2. Social Security or Railroad Retirement?

. Sick pay/Vacation pay from your employer?

. Arizona State Retirement System?

. Public Safety Retirement System?

. Workers Compensation?

. Short Term Disability?

Other?

Foreachquest i on a n splease fermsh ferfaleving information:

Exact Date Benefits Amount and

Name and Address  Group or Policy or Claim Commenced or Will Length of Frequency of Each ~ Total Amount

of Source Individual Basis  Number if any Commence BenefitPeriod Periodic Benefit of Benefits

2}

O~NO U W
o o
o =

For Social Security, Workersodé6 Compensation, Stat e danard@rdenlalilettey, if @aplicable)t

(Do not complete this section if you have retured to work, or if disability is for pregnancy.)

Training, Education & Experience
(For the possible exploration of Rehabilitation services, please complete the following.)

17. What is your level of education?
A. Have you received a high school diploma ovéfentgiia high school diplomh¥es[ ] No
I f AiNo, please advise us of the | ast grade completed.

B. Have you attended collegé@ Yes [ No If yes, pleaséeck ond:] Some college [] College graduate [] Post graduate

Please specify: Major field of study Degree earned

Date last attended

C. Have you attended any trade schools or received any other speciaY#aininh®o

Please specify: Type of training

Date last attended

18. Please list all previous occupations and the dates worked for each occupation. Please attach a copy @hjeur resume, if avail
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19. Please list names, addressdsreclusive dates of employers you have worked for the past three years.

20. What was your occupation when disability commenced and what were the usual duties of your occupation?

21. .Which of the above job duties are you unable to perform?

22. Have you digssed returning to work or commencing a vocational rehabilitation program with Yest dokior?

23. Have you asked your employer to provide any accommodations, which would allow you tb tefesi toNeork?l f fiYes, 0 what a4
request and what was your employerdéds response?

24.  What accommodations do you feel could be made by your employer to allow you to return to work?

25. Have you considered retraining? [] Yes [ No I f AYeso what vocational area(s)

Authorization to Release Information

| certify al/|l of .t he i nf-Brismatheibesinof noyknowlddge trien
correct andomplete. | hereby authorize the use or disclosure of my personal health informat
request b8edgwickCMS Inc. frorthe following authorized persons or organiPaniicare Health
Systems, ‘Unitied Health CGanealler Anderson Healthc@ré&,ofindation for Medical Care, HMA Inc.
ASsurant Employee BenefitsBaach Street Corporatitvereby further authorize the above person:
or grganizations, any physician, medical, practitioner, hoSpital, clinic, other medical or medic
faclity, pharmacy, insuref, Claims Administrator, and my employer(s) to discloSedgviokish, tc
CMS my emplayer, or any of their authorized representatives, dll facts concerning my medice
and disability ([ncludlng physical, mentalaleiti, substance abuse and HIV related informatic
wages or earnings and other benefit/pension information, that are within their knowledge al
inspection of and provide copies of anP/ medical records (including diagnosis, pragmosis, pres
medication, psychiatric, drug or alcohol abuse treatment). | understand that this information wi
determine my eligibility for benefits or compensation to which | may be entitled under any ber
ractice of my employer, whaunres evaluation for physician or mental condition, including, bt
limited to, a leave from wark for medical reasons. |"further authorize disclosure of my perst
information to othersSkeylgwicKMS my employer, or any of their authepresentatives. In order

to determine my eligibility for, process, evaluate and administer all claims for benefits or com
which | may be enfitled.”l acknowledge my ngght to make a copy of this authorization. | unde
authorizationvalid for the duration of my claim Tor disability benefitfonir twentiis, whichever is
earlier. A photocopy of this authorization is as valid as the_original. | may revoke this authoriz
time before its expiration date by nm‘dg\%kCMS_ Inc. in writing, but the revocation will not hav
any affect on any actions the party took before it received thé revocation. | understand that n
health information may be released to others in accordance with the terms of this release.

(

Empl oyeebds Signature Date Signed Phone Number

Address City or town, State Zip code

Name of Person Representative who has Authority toSignature of Personal Reprasative who has Authority
Sign on Behalf of the Employee to Sign on Behalf of the Employee
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Sedgwick CMS ~ AUTHORIZATION FOR RELEASE OF INFORMATION (ROI)

YOUR CLAIM FOR DISABILITY BENEFITS CANNOT BE PROCESSED WITHOUT THIS FORM
Employee Name: | Date of Birth:

Employer Name: Arizona State Retirement System

Plan Number: 401000 Plan Name:Arizona State Retirement Systém. TD

Last Date Worked: First Date Unable to Work: ‘ Date:

COMPLETE THE STEPS BELOW AND RETURN THIS FORM TO SEDGWICK CMS IMMEDIATELY:

STEP 1: Please complete the information above and then sign and date in the spaces provided below.

STEP 2: You should also provide a copy of this form t o toypmvde
SEDGWICK CMS information regarding your disability. Failure to complete this completed form can impede the investigation o
processing of your claim and may result in a delay or denial of benefits.

If you have questions regarding your claim, visit us on the web at wwvEDGWICK CMSinc.com or call us at(800)4959301

CERTIFICATION AND AUTHORIZATION FOR RELEASE OF INFORMATION

I certlf%/ all of the information above (except as corrected) is to the best of my knowledc
correct and completénereby authorize the use diodige of my personal health information
upon request DGWICK CMac. from the following authorized persons or organization:
Workers" Compensation CarrierleomgDisability Carriér, and Health Garaeby further |
authorize the abovespes or organizations, any physician, medical practitiorier, hospital, cli
other medical or medlcall¥ related faC|I|t|¥, R/rllarmacy insurer, claims administrator, a
employer(s) to disclose or TurnSERGWICK CMAy emp’loyer, or any of theioraagt _
representatives, all facts concerning mxlmedlcal condition”and disability (including physica
health, alcohol, substance abuse and HIV related information), wages’ or earnings, that at
their knowledge and to allow inspection ajvatal gopies of any medical records (including
dia n05|s,CPrognOS|s_, prescriptions or. medication, psychiatric, drug or alcohol alduse treatt
understand, that. this information will be used to” determine my ellg}lblllty for benef
compensation toigthl may be entitled under any benefit plan or practice or my employer, w
requires evaluation forP %/smal or mental condition, including, but not limited’to, a leave fr
for medical reasons. | tfurther authorize disclosure of my persdoamiagalthto others b
SEDGWICK CM8y employer, or any of their authorized representatives, in order to deter
my eh%blhty for, process, évaluate and administer all claims for benefits or compensation f
| may be entitled. I_acknowleddqegmyo make a copy of this authorizatign. | understand thi
authorization Is valid for the duration of m)(1 claim” for disability benefdaaranowdrsy
whichever is earlier. A photocopy of this authorization is as valid as the original.

IMPORTIRT INFORMATION ABOUT YOUR RIGHTS

| may revoke this authorization at an_Y time before its expiration da@&@@Wltﬁmg:MS

Inc. in writing, but the revocation will not have any affect on any actions the 8arty took L
received the revocatibmnderstand that my personal health information may be releasec
others in accordance with the terms of this'release

Empl oyeebs Signature Date Signed

Name of Personal Representative who has Authoritysignature of PersonalrBsgntative who has
Sign on Behalf of the Employee Authority to Sign on Behalf of the Employee
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