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ZURICH



DISMEMBERMENT CLAIM FORM

	Name of Employers:
	Address of Employer:
	Policy No.:

	Name of Claimant:
	Address of Claimant:
	Certificate Number:

	Telephone Number:
	Date of Birth:
	Date Employed:

	Effective Date of Coverage:
	Date of Last Premium Payment:
	Base Salary:
	Weekly Salary:
	Monthly Salary:

	Occupation:  (Describe Duties)



	Is there a Claim Under Compensation Act?

 FORMCHECKBOX 
  Yes       FORMCHECKBOX 
  No
	Name of Carrier:
	Date Last Worked:

 FORMCHECKBOX 
A.M.

 FORMCHECKBOX 
P.M.
	Has Employee Returned to Work:

 FORMCHECKBOX 
   Yes

 FORMCHECKBOX 
  No (If yes, give date)

	Completed by:
	title:
	Date:


TO BE COMPLETED BY CLAIMANT

	Date Accident Occurred

or Sickness Began:


	Nature of Injury or Sickness:



	If Accident – Describe How and Where occurred:



	If sickness – Date

Symptoms First Noticed:


	Had this Sickness caused You previous Trouble?   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No (if Yes, when?)

	Name of Attending Physician:


	Address:
	Date First Treated:

	Other Physicians Consulted:  (Name and address)



	Have You been confined to a Hospital?   FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No (if Yes, name and address)



	Date Admitted to Hospital:
	Discharged:
	When Do You expect to Resume Light Work:
	when do you expect to

resume usual duties:



	Other Insurance  (Life, Accident, Disability, Hospital or Medical Expense:  (state names of Companies or Associations and amount in each.)




i HEREBY AUTHORIZE ANY HOSPITAL, PHYSICIAN, OR OTHER PERSON TO FURNISH ZURICH NA INSURANCE COMPANY OR ITS REPRESENTATIVE, ANY AND ALL INFORMATION WITH RESPECT TO ANY ILLNESS OR INJURY, MEDICAL HISTORY, CONSULTATION, PRESCRIPTIONS, OR TREATMENT, AND COPIES OF ALL HOSPITAL OR MEDICAL RECORDS REGARDING __________________________________-

____________________________________________ (CLAIMANT).

I hereby authorize zurich na insurance company or its representative to release the information described above to any expert, investigator, physician, medical practicioner, hospital, medical or medical related facility, insurance company, reinsurer, plan administrator, plan sponsor or employer for the purpose of investigating and/or adjudicating my claim. a photostatic copy of this authorization shall be considered as effective and valid as the original.

Signature of Claimant:






date

________     

To Be Completed by Attending Physician

	Name of Patient:


	Age:

	Nature of Sickness or Injury: (Describe complications, if any)



	Date Accident Occurred or Symptoms Appeared:
	Date Patient Consulted You for this Condition:



	Has Patient Ever Had Similar Condition?  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No  (if yes, when, describe)



	Describe Any Other Disease or Infirmity Affecting Present Condition:



	Nature of Surgical or Obstetrical Procedure :  (Describe fully)
	Charge:

$



	
	Date 

PERFORMED: 



	Dates of Treatment:

Office:

Home:

Hospital:


	Is patient Still Under Your Care for This Condition?

 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
  No   (if discharged, give date)



	If Hospitalized, Name and Address of Hospital:


	Date Admitted:

Date Discharged:

	How Long As or Will Patient Be Totally Disabled?

(unable to work)

From:                                                         Through:
	How Long was or Will Patient Be Partially Disabled?

From:                                                                       Through:



	If Sickness, Was Patient, Confined to House:  FORMCHECKBOX 
   Yes       FORMCHECKBOX 
  No  (if yes, give dates)

From:                                                                Through:



	Remarks:




Signature of Doctor:






DATE:

_____________________________________     

TO BE COMPLETED ONLY FOR LIMB AMPUTATIONS BY ATTENDING PHYSICIAN

1. Which limbs were severed or amputated? ____________________________________________________________________________________________________________________________________________________________________

2. State the dates on which the severance or amputation occurred.________________________________

3. State the exact point at which the amputation was performed or the severance occurred with respect to each limb lost.  ____________________________________________________________________________________________________________________________________________________________________

4. State the cause of the amputations._______________________________________________________

5. Did the patient ever consult you before?  If so please state the dates and the ailments for which you 

attended, treated, or examined._________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. Please give the names of other physicians who have attended this patient, and the dates of their first 

       and last treatments as reported to you.____________________________________________________

      ___________________________________________________________________________________

7. Was the injury described solely responsible for the loss.______________________________________

8. If not, give the particulars of any contributing cause or causes ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

TO BE COMPLETED ONLY FOR LOSS OF VISION BY ATTENDING PHYSICIAN

1. Give the dates you first determined vision was irrecoverably reduced to 20/200 or less with correction and the vision then remaining in each eye.

Date:

O.D.V. Uncorrected_____________________      Corrected

O.S.V. Uncorrected_____________________       Corrected

2. Give the dates and vision found on last eye examination.

Date:

O.D.S. Uncorrected________________________    Corrected

O.S.V. Uncorrected________________________    Corrected

3. State the cause of the loss of vision:

4. Indicate whether recovery or useful vision is possible by operation or treatment.

O.D.              Operation      Treatment

O.S.              Operation       Treatment

Signed________________________________________________________________________________ 

           Attending Physician

Address___________________________________________Phone Number________________________ ______________________________________________________________________________________

