Allianz Life Insurance Company

of North America
Home office: Minneapciis, MN 55403-21956
PO Box 4243
Woodland Hills, CA 91365-4243
888/503-8106 Fax #: B18/867-2506 Claim For Long Term Care
Claimant's Statement
- ; : Policy number
Part 1 — Claimant Identification
|Claimant’s Name (last, first) - 1 Social Security number . | Date of birth (mm/ddfyyyy)
Home address . DT Davtime fefephone number {Fax number
: ' ' : . (2
{Name of responsible party , _ : | Relaficnshin - Telephone number
S : i e Ly
Address ‘ . 01 Pawer of Aliornsy
S 11 Legal Guardian O Other

If the responsible party is a Pawer of Aftorney or Guardian, attach a copy of dacuments supparting Fnancial authority on the claimants behalf,

Part 2 — Claimant Condition
Cause or condition requiring the need far lang term care services

i

- | Pate symptoms were first noticed First date of madical freatment for this condition

Part 3 — Activities of Dajly Living (ADL's)
Check the appropriate box thal best describes the assistance you/claimant require with each ADL.

Needs Stand-by Needs Hands-on Date Assistance Date Assistance
Independent Assistance Assistance ) Began no Longer Neaded
Bathing O O ] | ! !
Coniinence O 0 | L / !
Dressing 0 o [} f. ! !
Eating O O (] r { /
Toileting O ] (] I ! / /
Transferring ] O ] ! ! / /
YApplies to CA residents oily
Part 4 - Physician Information
Current reafing physician o Telephone numbar
Address e : - - I o Fax nufnber
' {

H you are heing treated by other physicians, please i)rovide tna name and telaphone number on & separate sheet of paper,

Part 5 — Hospital Information

Were you hospitalized? [jYes ONo * If yes, indicate the name, address, and telephane number where you were hospitalized

Wame _ Address Telephone Number | Admission Date{s) | Discharge Date{s)
- B ' Y - ' T e
] S e - 1 R [ I
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Part 6 — Long Term Care Services Information

Facility Services
‘['] ' Nursing Home Fasliity
" [7 Assisted Living Facility
O Residential Care Facility
1 Hospice Care
O Respite Care
1 Other (specify)

Home and Community Services
11 Home Health Care '
Tt Homemaker Services

[ Adult Day Care

] Respite Care

(] Hospice Care
O] Other {specify)_.

Name of Facility

Nama of Homs and Community provider _

Contact person at Fagility

Contact person at agency

| Address

Address

Telephone number Fax numiner

v _ v

Telephone number Fax numbsr

() (S

Date of confinement in Facility ,
Discharge dafe

Dafe of Home and Community services

Admission date First day of setvices Last day of services | 01 Ongoing
§
;o fo [ P oo
Part 7 — Other insurance information
Ara you eligible or anrolled in Madicare Part A7 et smiessssest s se s s I_:l' Yes O Ne
Meditare Part B oo eseseessricesesnssessss s saressemssssmsssen Py Yes {J No
Are vou filing for refmbursement of expenses under Medicara? ... st e ntesen 1 Yes 1 No
Are you filing for reimbursement of expenses under Medicald? ........vnnnnierenae. (3 Yes {7 No
Do you have any ofher lang ferm care insurance policies? ......... [ Yes {3 Ne
if yes, please provide company name, address, polisy number, and daﬂy or month!y benefit amount
' Palicy Daily _Monthly
Company Name Address Number Amount Amount

Daie Nama Jaorint)

L} —

Sianature

= [N

Important: Prior to submitting this completed form, please read the enclosed Fraud Notice.
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Alltanz Lifs Tasuraios Company
of North Ameriea ~ :
B Box 38050

Minuespoils, MN 55455-0060

O Aan®

.. . Authorization for Release. of Health Information . .
To Alliariz Life Tnsurance, Company -of North America “(“Company™),
T ras antorizon comples with 6 HPAR Pevaoy Ralg)

Name of Towmed (Flease pein) i Polity fasher

- - Lithosize any heslth plan,_physiclan, healthoars professional, hospital, cfinio, lihovatory, pharmesy, medical fucilily, arober
healthoars providar that has provided paymennt, trsatment, of servicss to me or on my behatf {"My Providems™) o dHaciose my antire
medical record and amy other profested Reslth infotmation conceming me o the Comptny, it egents, employess, represeniatives and
reinsurers. This inoludes infrmation on the diagnosts and trestmopt of Fluntan Iinmunodefiaiency Virus (HIV) inflection and sexuslly
tanstuitted diseases. This also inpludes Informetion o the diagnosia and tregtnient of montal jfiness and the use of alodhol, drugs, and

. Talso authorize eny fusarEncs comgarly, my insarancs sgent, the Madiol Infirmation Burests (MIB), amployers, copsimer rporting -
‘agemcies, hiith plan admiiistraors, govemmens sgeuciss, relatives, fritnds, noighbors, and uthers ith Whom 1 am acqualntéd ("Other
Persops™) that have atty employment, law enforcemint, financial, insurahoe of tedical recotds or Jnowledge of me of my kel to

give to the Company, its agents, its employecs, its representatives mnd iy reinsurers sny sich recoxds and lnformation. These Include
resords and informetion on the disgrosis or rastneat of Human Towmmodeficiency Virus (HIV) infection and sesupily transitted
disensey. This it inoludes information on the diagnosis and treatment of mental iHuess and the use of elochol, drugs, end tobaceo.

By my slgnaturs below, | temminale 2y agresments Fhuve made with My Providirs or with Othor Pepons o restriot my protacted
health informatist and T Instruct My Providers and Other Persony (o relegse and disslose my extirs medizal rechrd and other reords or
knowlodge of me or my heslth withowt resiriction. . . .- . 0 T o U

" ‘This protecied health foformation s to be disclossd dndor this-Awthorieation so thatthe Company, ite sgents, employses, ‘

* sepresentatives, and rclmsurers, sy administer oleims and deterinine or fulfill respomsibility for coverage and providar ofbenefits in
respect fo the above Policy. e T L v ST L s

The Company, its agents, empiay;ees, represantatives, and teingurers may.velesse information obtained by this Amhmmimn 1o the MIB,
reingorers, and other pessons and satitics performing business or lsgal services in connection with my claim, -

‘This Authorization shafl remein in forca for 24 months [bliowing the dato of my signature below, and 2 copy of this Authorization igas
valld g5 the original. T understand that 1 ave the Hight to revoke this Authorlzation in wpriting at any time by sending o writtas request
. for revoogtion to Allisnz Life Insurancs Company of North Amexica bt 5701 Golden Hills Drive, Minneapolis, BN 554161257, . .. *
i vnferstand firat a revocation 18 not effective ifMy Providers and Other Barsons have relied on this Aumbaxization or to the exteat that *
the ('pmpany has  legal right t contest a claivh under a fagrunce polidy 5 10 GonléST ihe policy iself, Bncepas sled above, 2 . —
. sevoeation 1 effective immediately after ressipt by the Company; T understand thist aity Infirmistion that ¥s distlosed parsuant fo this

Authorization mag be redisclosed and no lenger bovensd by coriuin federal rules governing privacy snd contfidentiality of health
infbrmation.

T afsb wnderstand that I refuse to sigs this Awthorization or revoks this Apthorization, the Company inay not be abi® 16 make any
claiiz: o benefTt payments imder e sbove Policy and 2 pending insurance sofior may be adversaly affeeted.

I ackuowledge that T havs recetved a copy of this Authorization.

Signatire of Iosured or Porsoms! Represcitamve 0 - . -, . - Dae

Diescription of Perzonal Reprwenm&ve’s. suthorlly or relationship to Tngured
52154 _ | : (8132003




