W HARTFORD LIFE INSURANCE CQMP_)_\NY _ 71N FURNISHING THIS FORM HARTFORD
Tus HARTFORID LIFE AND ACCIDENT INSURANCE COMPANY LIFE BOYS NOY WAIVE ANY OF VIS RIGHTS

|, OR BEFBNSESNUR ABMIT LIABILITY

Harreonrn PROOF OF DEATH (_Grmlp Lifelnsurance) =~ o= = e e -
(STATEMENT OF EMPLOYER )
Full Name of Employee (Last. firse aviddie initial) Employee Social Security No. | Last Residence (e, Sireel, Gty or Town, Stide. Zip Crde)
Employer Branch or Subsidiary Date-of Birth Date Empl_nygﬂ- B
' Pu]u.v Nttmber— N Date of Death Eff¢ctive Date of Employee's Insurance Date Last Actively at Work

Reason employee did not return to work after last day worked: ga\"e‘prrenﬁums been aiEl Occupation Classification

aié for
Yes No

AMOUNT OF INSURANCE BEING CLAIMED {Complete only if amount of insurance i based on earnings schedule.)

Buasic Life: ADED Basic: ' Raie of basic carnings on date tast worked: §

o4 [ Howly [] Weekty []Monthly [_] Annuall
Do the eamings inglude ommisgionsorbonuses? L 1¥es [ I No
Regular hours schedaled to work:

Supplemental Life: AD&D Supplemental;

I _ it
Benefit based g0 previous year's W-27 Do age reductions apply?

. Was claim for Long Term Disabilly or Waiver
N Olves Clno [ves [na srgnuum suhmin%ed to Hartford L“{fe prior DY D N
Was an application for conversioncompleted? [ Jves [ ]No tD date of death? & g
. . . — Was an LBO/Accelefated Death Benefit or Waiver of
Date insurance was discontinued, if not in force: Premium claim ever approved by the prior carrec? DYes D No

Note: Changes in amounts of coverage, or Increases in coverage. may not apply if the empfo_yee was absent from wark due ta illness or hifury on the
effective date. Changes i-amounts of coversge and increases are deferred uniil the employee returits to acive full-time work. If the employes elected
Incrapses In coysrage during the past two yeais, and the amount being claimed reflects the incréases, atiach coples of the election forms.

Stalc name & amounts of dther insurance, iany,

Mail benefit check ta: Employer Address (No., Strear, City ar Town, State. Zip Code)

D Employer D Benefictary with copy to Employer

PLEASE SEE REVERSE SIDE OF FORM FOR EMPLOYER CERTIFICATION

L -~

'_BENEFI-CIARY CERTIFICATION (Note: i gny beneficiary entitied 1o benefits is decesased, obtain officin) copy of Death Cerdificate.)

1 hereby centify that the information provided by me in this Prool of Death Torm is true and compiete (o the best of my knowledge and bel icf, and 1 have
read and understand the statements on the reverse side. Pussuant to IRS Form W-9, Request for Taxpayer ldentification Number and Certitication, | cenify
under penalties of perjury that the Social Seeurity Numher on :!‘Eus Torm is. cerveu 1 am ol subjact te LRS back-up withhalding..

Name of Benellciary Date of Birth ﬁpﬂsﬁﬁ'p 1o Hmplayee Address of Beneficiary
P No. Street City or Tawn SmrefZ:p Corde
“Signatare of | B;eﬁcfm S e Sovial Security Number

| hereby certify that the information provided by me in this Proof of Death form is true and complete.to the best of my knowledge and belief, and 1 have
reod and understond the staterents on fhe reverse side. Pursuant to [RS Form W-9. Requesi for Taxpayer ldentification Number and Cerzificaticn, | eertify
under penialties of peljury thial the Social Seturity Numbier on this form is:comect. 1 am not subject to [RS back-up withholding.

| Name of Beaeﬁdm Date of Birth | Relationshijy to Emplayee Address of Bmef‘cmy

Ne: Street  Cityor Town  State/Zip Gode

Signature of Benieflclary Social Security Number

| herehy. uemfy lhut the-information pravided by me in this Proof of Death form {5 true and complete to 1he best of my an\ Jedge und be] ief, and | have
read and understand the statements oh the reverse side. Pursuant to [RS Form W-9, Request for Taxpayer ldentification Number and Certification, 1 certify |
under penslties ol perjury that the Social Seeurity Number on this form is cerrect.. ] am not subjeet te [RS back-up withholding,

Name of Beneficiary Date ol Birth | ReJationship fo Employee Address-of Reneficiary o -
Na. Street City or Town State/Zip Code

Signialure of Beneficlry Social Security Number

W - v
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DOCUMENT VERIFICATION

To ensure prompt hand.l]niof this ¢laim, please consider all of the fellowing documents which should be included with this ¢laim
submission, where applicabl

s (Certiffed Death Certificate

# Enrollmentéard

Beneficiary Designation Form
* Ifbeneficiary isa minor, certified guardianship papérs for the estate.of the minor beneficiary must be provided.
o 1f payment is to be'made to an-estate, certified estate papers must be submitted.
» [fpayment is to be made (0 the estate, are you requesting a Form 7127 (Clves [INe

Form W-2 (if benefit is based on prier years' earnings)

Medical Authorization (ifapplicable)

Family Leave Approval Form {if employee was out on family leave)

Mailing Address: Hartford Life, Attn: GrouprLife Claim Unit, P.O. Box 2999, Hartford, CT 06104-2999
Ifyou have aquestion on the claim, or would like to appealthe decision, pleasecontact our Customer Service Unitat | -888:563-1124.

For residents ofall states EXCEPT Californig, Florida, New Jersey, Colorado, Pennsylvania, Arkansas, New Mexico, Louisiana,
Oregon, and Virginia: A person comwits a fravdulent insurance act if that person knowingly, and with intent 1 defraud any insurance
company or other person, either: {a) files an application for insurance or statement of claim containing any materially false information, or
(bj conceals information concerning any material fact in order to obtain an insurance policy or a benefit under an insurance policy. A
fraudulent insurance act is a crime. The Hartford shall pursue prosecution of any frauduient insurance act to the fullest extent of the law.

For residents of Florida: Any person whe knowingly and with intent to injure, defraud, or deceive any insurer filés a statement of
claim or an application centaining any false. incomplete or misleading information is guilty of a felony-of the third degree,

For residents of New Jersey, Arkansag, New Mexico, and Loaisiana; Any person who knowingly files a statement of elaitn
containing any false or misleading information is subject to critminal and civil penalties, Any person who includes any false or
misleading informsation on an application for an insurance policy is'subject to eriminal and civil pepalties.

Far residents of Pesiasylvania: Any person who knowingly and with intent te defraud any insurange company ur other person files
an application for insurance or statement of claim containing any materially false information.or coneeals for the purpose of misleading,
information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects a person to criminal
and civil penalties.

For residents of Colorado: It is unlawful to knowingly provide false, incompiete, or misleading information to an
Insurance Company for the purpose of defrauding or atfempting to defraud the company. Penalties may include
imprisenment, fines, denial of insurance, and civil damages. Any insurance company or its agent who knowingly
provides false, incomplete ar misleading information:to g policyholder or claimant for the purpose of defranding.
or attempting te defraud the policyholder or elalmant with regard fo an insurance settlement or award shall be
reported to the Colorade Division of Insurance.

FOR RESIDENTS OF CALIFORNIA: FOR YOUR PROTECTION, CALIFORNIA LAW REQUIRES THE FOLLOWING TO APPEAR ON THIS
FORM: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE CR- FRAUDULENT CLAIM FOR THE PAYMENT OF A LOSS IS GUILTY OF
A CRIME AND MAY BE SUBJECT TO FINES AND GONFINEMENT IN STATE PRISON,

- :

EMPLOYER CERTIFICATION: !hereby cerdfy that theinformation provided is true and compiete uccording to the records of the Emplayer.
1 agree thut this information is subjeet to aidit by Horgford Life Insurance Company o Harford Life and Accident Insurance Company
amt/prits representatives.

Dated . ‘Address e

By

{Employer) (Their Autliorized Represemtative) (Please prin) (Signature}

( )
{Telephone Number) |

LC-3638-18 Rev 03/03



HARTFORD LlF E INSURANCE COMPANY "IN FURNISHING THIS VORM IARTFORD
- HARTFORD LIFE AND ACCIDENT INSURANCE COMPANY LIFE DDES NOT WAIVE ANY OF ITS RIGHTS

UK BEFENSES NORADMIT LIABILITY

Hawrrrorn PROOF OF DEATH (Group Life Insurance)
(STATEMENT OF EMPLOYER N
Full Name of Employee (Last: firss. middia initiy) Employee Social Security Na, | Lasi Residence (Mo, Sireet, Citr or Towa, Srate, Zip ¢ode)
Doe, Jame F23-45-6789 10 Mait Street, Anylown, CT 06000
Employer Branch or Subsidiary Date of Birth [ Dale Employed
ABC Cowprty Anylow 9-Feb 30 | 1 pdse
Palicy Nuthber Date-of Deatli Efféctive Date of Employec's Insurance Datc Last Actively at Work
GL-12345 7 ol 96 1 Sey 89 7.0l 96
Rt;::;lemp]oyeu did not return fo work after last day worked: ﬁl}a&';\tgli%lpgg% gtilern 'P)@ld Qcclup_:,nion ‘ Classi l:cmmn
W Yes [ No Tecanicfan [
AMOUNT OF INSURANCE BEING CLAIMED (Complete only If amount of lnsurance is based on earnings schedule.)
[ BasicLite: ,, AD&D Basic: | Rate ol basic eanings on datwe fast woeked: 3 _$39.826
_. $40,000 | $40,000 O Howly [C] Weekly [ Monthly [y Annually
Supplemental Life: AD&D Supplemental: Do the ¢arhings indiude commissions or bonuses?. |1 Yes [¥ No
$80 o000 — T
| Benefit based on previous year's W-27 Do age reductions apply? Regular hours scheduled to work: 40 hrs/wk. _ .
. m¥e Ow e Dn | Sedmblemiebeiee
Was anapplication for conversion completed? [ Yes ] No to date of death? b ke
_ _ —_— 1 Wasan LBfJfAr.celerater[ Death Benefit or Walver of
Date itisurance was discontinued, if not iy force: Premium claim ever approved hv the prior earcier? w¥Yes | |No

N t '

Note: Cbangus In amounts of coverage, or increases in t:r.n'\‘zrzayg"i!F Slng ylmt apply if the employce was abseat !ram work due to iliness or infury on the
effective date. Changes in amounts of coverage and increases:dv&deferyeH \intil the emplayee returns to active Sill-time work. If the employee elected
_incteases in coverage during the past two years, and the amoind being dlaimed réflects the. increases, atlach copies of the election forims.

%taie name & amounts of other insyrance, it any.
XYZ Lif¢ tsurance Compmy  $40,000

Mail benefit cheok ;. Employer Address (No., Streer, City or Town, Staite, Zip Code)

[C] Empleyer [ Beneticiary with copy to Employer 5 Park Avenie, Attytow, CT 06000

PLEASE SEE REVERSE SIDE OF FORM FOR EMPLOYER CERTIFICATION

1Y -

TBEN-EF'ICIAR\' CERTIFICATION (Note: If any hnneﬂciary entitled ta benefits is deceased, ubtain official copy of Death Certificate.)

I hereby certify that the infprmation provided by me in this Proof of Death form is true and complete 1o the best ol my knowledge and beliel, and [ have
real and understand the statements on the reverse side, Pursuant to IRS Form W-9, Request for Taxpayer Identitication Number and Certification, I certily
urider pedaliies of perjury that the Soctal Seeurity Number on this form is eorrect. 1 am not subjert to WS back-np withholding.

Name of Beneficlary Date of Birth Relationship to Emplayee Addréssof Beneficiary
Dot, Mark 1 Det 31 Hushand | No. Street  CiyorTown _StatelZip Code

"Signature of Benefs T ' ] . .

Signature of Beneficiary Social Securlty Nunber 10 Mt ., A}Iﬂﬂ‘rﬂf CT 08000
Mark Doe o 134-56-7891 o

[ herihy certify tat the-information provided by me in this Proef of Death farm is true and complete (o the best of my knowledge and beliel, and 1 have
read and undérstand the statements.on the wevése side. Pursuant w IRS Form W9, Riquest for Taxpayer Identification Number wnd Certification, ] certify

under penalties of pegjury that Lthe Social Security Number on- thfs form is correict, [am not stbjeet to [RS back—up withholding.
kf -

Name of Beneficiary Date af Bivth Rela!;ans!njﬂa Eﬂpinyee Address of Beneficiary o
Dm} Sam 2 Jﬂ}l 51 ik St No. Sﬂ"ﬂt‘f Cif_]’ or TBWH Se‘atefZiﬂCﬂde
Signatare of Beneliciary Soctal Securlty Number L o .
Sam Dot 345-67-8912 5 Pine 8, Auytown MD 20200

| Liereby cently that the information provided by me in this Proof of Death form is true and complete to the best ol Y knowh.dge amd bL]ILl und I hav
rcad and undetstand the statements oi the reverse side, Pursuant to [RS Form W-9, Request for Taxpayer ldentification Numbér and Certificaton, [ dertify
undsr penalties of perjury that the Social Security Number on this form is comeet. I am not subject te [RS back-up-withholding,

Narue.of Beneficlary Date of Birth | Refationskip to Employee Address of Beneliviary

No. Sireet Tty or Town State/Zip Code

Signature.of Beneficlary Social Security Number

% ‘ A

LC-3636-16AN Rev 03/03 .(Printed in U.S.A.) ‘




| DOCUMENT VERIFICATION

Tao ensure prompt handling of this claim, please consider all of the following documents which should be included with this claim
submission, where applicable:

* ertified Death Certificate
s Enrollmentcard
» Beneficiary Designation Form

* Ifbeneficiary is a minor, cerfified guardianshiip papers for the estate of the minor beneficiary must be provided.
» Ifpayment is to be made to an estate, certified estate papers must be submitted.
o ]ipayment is to be made to the estate, are ybu requesting a Form 7127 [1Yes [.1No

¢ Form W-2 (if benefit is based on prior years' earnings)

Medical Authorization (ifappticable}:

Family Leave Approval Form (if employes was out on family leave)

Mailing Address: Hartford Life, Attn: Group Life Claim Unit, P.O. Box 2999, Hartford, CT 06104-2999
Ifyouhave aquestion on the claim, or would like to appeal the décision, please contact ouy Customer Service Unitat 1-888-563-1124.

For residents of all states EXCEPT California, Florida, New Jersey, Colorado, Pennsylvania, Arkansas, New Mexico, Louisians,
Oregon, and Virginia; A person commits a fraudulent insurance act if that persen knowingly, and with intent 1o defraud any insurance
company or other person, either: {a) files an application forinsurance or statement of claiin containing any materially false mtnrmaumx, or
(b) conceals information concerning any material fact in 0rder to.obtain an insurance policy or a benefit under an insurance policy. A
fraudulent insarance act is a crime. The Hartford shall pursue prosecution of any fraudulent insurance act to the fullest extent of the law.

For residents of Florida: Any person who knowingly and with intent to injure, deftaud, or deceive any insurer files a statement of
¢lajm or an application containing ary false. incortiplete or mislead ing information is guilty ofa felony of the third degree.

For residents of New Je‘rs‘é_v,_Arkansas‘. New Mexico, and Louisiana: Any person who knowingly files a statement of claim
containing any false or misleading inforniation is subject to criminal and civil penalties. Any person who includes any false or
misleading information on an application foran insurance policy is subject to eriminaland civil penalties,

For residents of Pennsylvania: Any person who kndwingly and with iitent to defraud any insurance company or other person files
an application for insurance or statement of claim containing any materially false information 6r conczals for the purpose of misleading,
information eencerning any fact matesial thereto commits a frauduolent insurance act, which is a crime and sbbjects 4 person to eriminal
and civil penalties,

For residents of Colorado: [t is unlawful to knowingly provide false, incomplete; or misleading information te an
Insurance Company for the purpose of defranding or attempting to defraud the company. Penalties may include
imprisonment, fines, denial of insurance, and civil damages. Any insurance company or its agent who knowingly
provides false, incemplete or misteading information to a pelicyholder oy claimant for the purpose of defranding
or attempting to defraud the policyholder or claimant with regard to an insurance settlement or award shall be
reported to the Coloradoe Division of Insurance.

FOR RESIDENTS OF CALIFORMIA: FOR YQUR PROTECTION, CALIFORNIA LAW REQUIRES THE FOLLOWING TO APPEAR ON THiS
FORM: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR' FRAUDULENT CLAIM FOR THE PAYMENT OF A LOSS IS GUILTY OF
A CRIME AND MAY BE SUBJECT TO FINES AND CONFINEMENT IN STATE PRISON.

larii T

EMPLOYER CERTIFICATION: 1herchy certify that thé¥nformationprovided is true and coinplete according 1o the records of the Emplayer,
I agree thut this inforsuioin is subjéct tn audit by Hartford Life Tnsurance Company or Hartford Life and Accident Insurance Company
and/or s representatives.

Duted 15 0 97 Address _5 Prk Avente, Anylown, CT 06000 o
 ABC Company By Mary R. Swifth B o Mayy swifh
{Employer) {Their Authorized Represéniative} (Please prind} (Signature)

{ 860 } 2ti-1212

k(f’e!ep.ﬁane Nuntber) |

L.C-3636-15AN Rev (3/03



