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Section 1: About the Primary Insured

First Name: Middle ϥnitial: Last Name: Suʛx:

Address: City: State: Zip Code:

Date of Birth (mm/dd/yyyy): Social Security Number: Policy Number: Preferred Phone Number:

Email Address: When was your last day actively at work? (mm/dd/yyyy):

Section 2: About the Patient     (If applying for self, you do not need to complete Section 2.)

First Name: Middle ϥnitial: Last Name: Suʛx:

Date of Birth (mm/dd/yyyy): Social Security Number: Relationship to you? (check one)

 Spouse     Child    �(�P�D�����Z�K�H�Q����
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Section 4: Information About the Treatment
Complete this section to provide details related to the treatment received.
Attach a blank sheet with any additional provider details. 

Physician Name: Specialty: 

Address: City: State: Zip Code:

Phone Number: Fax Number: Date of First Visit (mm/dd/yyyy): Date of Last Visit (mm/dd/yyyy):

Type of Visit (select only one)

 Chiropractor     Emergency Room     Primary Care Physician     Specialist Physician     Telemedicine     Urgent Care    
 Other:

Type of Care Received (select all that apply)

 Bloodwork     CT scan     MRI     PET Scan     Surgery     X-Rays     Other:

Physician Name: Specialty: 

Address: City: State: Zip Code:

Phone Number: Fax Number: Date of First Visit (mm/dd/yyyy): Date of Last Visit (mm/dd/yyyy):

Type of visit (Select only one)

 Chiropractor     Emergency Room     Primary Care Physician     Specialist Physician     Telemedicine     Urgent Care    
 Other:

Type of care received (Select all that apply)

 Bloodwork     CT scan     MRI     PET Scan     Surgery     X-Rays     Other:

Section 5: Hospital/Facility Information

Hospital/Facility: Treating Physician:

Address: City: State: Zip Code:

Phone Number: Fax Number: Date Admitted (mm/dd/yyyy): Date Discharged (mm/dd/yyyy):

Group Critical Illness – Insured/Patient Statement

• The answers provided in this statement are true and complete to the best of my knowledge.

• ϥ have read and understand the information in the Claim Fraud Statements section. 

• ϥ understand that ϥ may consult with an independent ɲnancial, tax, or legal advisor, as needed. Paciɲc Life & Annuity 
Company will not provide me with any ɲnancial, tax, or legal advice or recommendations.
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Claim Fraud Statements 

Please read the warning for your state.  

General Fraud Warning: Any person who knowingly presents a false statement in a claim for 
insurance may be guilty of a criminal oϜense and subject to penalties under state law. (Not 
applicable in Virginia)  

The laws of each state listed below require us to furnish you with the notice indicated below. 

Arizona: For your protection Arizona law 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 civil penalties.  

California: For your protection, California law requires the following disclosure: Any person who 
knowingly presents false or fraudulent information to obtain or amend insurance coverage or 
to make a claim for the payment of a loss is guilty of a crime and may be subject to ɲnes and 
conɲnement in state prison. 

District of Columbia: WARNϥNG: ϥt is a crime to provide false or misleading information to 
an insurer for the purpose of defrauding the insurer or any other person. Penalties include 
imprisonment and/or ɲnes. ϥn addition, an insurer may deny insurance beneɲts, if false 
information materially related to a claim was provided by the applicant.  

Florida: Any person who knowingly and with intent to injure, defraud or deceive any insurer, 
ɲles a statement of claim or an application containing any false, incomplete, or misleading 
information is guilty of a felony of the third degree.  

Kentucky: Any person who knowingly, and with intent to defraud any insurance company or 
other person ɲles a 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 act, which is a crime. 
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Maryland: Any person who knowingly or willfully presents a false or fraudulent claim for 
payment of a loss or beneɲt or who knowingly or willfully presents false information in an 
application for insurance is guilty of a crime and may be subject to ɲnes and conɲnement in 
prison.  

New Jersey: Any person who knowingly ɲles a statement of claim containing any false or 
misleading information is subject to criminal and civil penalties.  

New Mexico: ANY PERSON WHO KNOWϥNGLY PRESENTS A FALSE OR FRAUDULENT CLAϥM 
FOR PAYMENT OF A LOSS OR BENEFϥT OR KNOWϥNGLY PRESENTS FALSE ϥNFORMATϥON ϥN AN 
APPLϥCATϥON FOR ϥNSURANCE ϥS GUϥLTY OF A CRϥME AND MAY BE SUBJECT TO CϥVϥL FϥNES AND 
CRϥMϥNAL PENALTϥES.  

New York: Any person who knowingly and with intent to defraud any insurance company or 
other person ɲles an 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 act, which is a crime, and shall also be subject 
to a civil penalty not to exceed ɲve thousand dollars and the stated value of the claim for each 
such violation.  

Pennsylvania: Any person who knowingly and with intent to defraud any insurance company or 
other person ɲles an 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 act, which is a crime and subjects such person 
to criminal and civil penalties.  

Washington: ϥt is a crime to knowingly provide false, incomplete or misleading information 
to an insurance company for the purpose of defrauding the company. Penalties may include 
imprisonment, ɲnes and denial of insurance beneɲts.
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Group Critical Illness – Attending Physician Statement

Major Organ Failure ɀ ϥnclude a copy of surgical recommendation for transplant or UNOS placement.

Was your patient diagnosed with failure or loss of one or 
more of the following organs?    Liver   Heart   Lungs   

Have you recommended the patient for an organ transplant?   
 Yes     No

ϥf organ transplant not recommended, provide details:

Stroke ɀ ϥnclude a copy of medical imaging and assessments for neurological deɲcits.

Did the patient have a stroke that resulted in permanent, neurological impairment and resulting in paralysis or other 
measurable o^ ^ ſ more ! ҏ͂א ̾  Liver  
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