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PLEASE  SEE  THAT ALL  SECTIONS ARE  FULLY  COMPLETED AND  SIGNED.  FORWARD THE COMPLETED
APPLICATION  TO YOUR BENEFIT  MANAGEMENT  SERVICE CENTER.
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“AXA” is the brand name of AXA Equitable Financial Services, LLC and its family of companies, including AXA Equitable Life Insurance Company (AXA Equitable) 
and MONY Life Insurance Company of America (MONY America).  Insurance products are issued either by AXA Equitable or MONY America, which each has sole 
responsibility for their respective insurance and claims-paying obligations. 
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Group Claims Department
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Section I  - Employer's Section
To Be Completed by the Employer

l

A.  Information  About  the  Employer

B.  Information  About  the  Employee
 t is plan l
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C.  Information  Needed   for  Withholding  and  Reporting  Taxes

 

 
 

  

  

D.  Information  About  the  Claim

:
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E.  Information  About  Salary

:

: : :

: : :

F.  Information  About  the  Physical  Aspects  of  the  Employee's  Job

: Not Applicable  
  Occasionally
  Frequently
  Continuously

Frequency of Occurrence
Activity N/A          Occasionally Frequently     Continuously

lbs.

lbs.
lbs.
lbs.

G.  Information  About  the  Job  as  it  Relates  to  the  Disability

H.  Signature

Name Title

Signature  Date

Activity Description Frequency  Weight



: : : : :

: :

: :

B.  For  an  Injury, answer  the  following  questions
 

C.  For  Illness,  Injury  or  Pregnancy,  answer  the  following  questions
: :

: :

:

: : :

:

 due to your condition :

:

  D.  Information  About  the  Disability
: :

:

:

E.  Information  About  Tax  Withholding

  IMPORTANT: 

Note to residents of Iowa and the District of Columbia:  
r normal rate

   
 

Note to residents of Nebraska, Rhode Island and South Carolina:  
r normal rate
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: :
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Section II  - Employee's Section
To Be Completed by the Employee(BE SURE TO ANSWER LL QUESTIONS - FAILURE TO DO SO MAY DELAY YOUR CLAIM)
A. Information About  You



F. State Fraud Warnings

   

D
claim decisi

Signature 
Electronic Funds Transfer (EFT) is our standard method of payment. When making our
you to obtain your banking information. 

ate
on we may contact 

02/2015
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New York Fraud Warning: 
“Any person who knowingly and with intent to defraud any insurance company or other person files 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 five 
thousand dollars and the stated value of the claim for each such violation.” 

NY STATE RESIDENTS READ AND SIGN ONLY: I have read and understood the New York State Fraud Warning. 
Signature: 

      Signature                          Current Date (mm/dd/yyyy) 
Alabama, Arkansas, Louisiana, Maryland, New Mexico, Rhode Island, Texas, West Virginia: Any person who knowingly or willfully 
presents a false or fraudulent claim for payment of a loss or benefit or knowingly or willfully presents false information in an application for 
insurance is guilty of a crime and may be subject to civil and criminal penalties, including fines and confinement in prison. 
Alaska and New Hampshire: Any person who, with a purpose to injure, defraud or deceive any insurance company, files a statement of 
claim containing any false, incomplete or misleading information is subject to prosecution and punishment for insurance fraud, as 
provided under state law. 
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 statement to appear on this form. Any person who knowingly 
presents a false or fraudulent claim for payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison. 
Colorado: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for the 
purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil 
damages. Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or misleading facts or 
information to a policyholder or claimant for the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to 
a settlement or award payable from insurance proceeds shall be reported to the Colorado division of insurance within the department of 
regulatory agencies. 
Delaware, Florida, Idaho, Indiana, and Oklahoma: Any person who knowingly, and with intent to injure, defraud or deceive any 
insurer, files a statement of claim containing any false, incomplete or misleading information is guilty of a felony. 
District of Columbia, Maine, Tennessee, Virginia and Washington: WARNING: It is a crime to knowingly provide false, 
incomplete, or misleading information to an insurance company for the purpose of defrauding the company or any other person. 
Penalties may include imprisonment, fines or a denial of insurance benefits. 
Kentucky and Pennsylvania: Any person who knowingly and with the intent to defraud any insurance company or other person files 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 may be subject to criminal and 
civil penalties. 
Minnesota: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime. 
New Jersey: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and 
civil penalties. 
Ohio: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or files a 
claim containing a false or deceptive statement is guilty of insurance fraud. 
Oregon and All Other States: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits 
an application or files a claim containing a false or deceptive statement that is material to the interests of an insurer may be guilty of 
insurance fraud. 
Puerto Rico: Any person who knowingly and with the intention of defrauding presents false information in an insurance application, or 
presents, helps, or causes the presentation of a fraudulent claim for the payment of a loss or any other benefit, or presents more than one 
claim for the same damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each violation with the penalty of a 
fine of not less than five thousand (5,000) dollars and not more than ten thousand (10,000) dollars, or a fixed term of imprisonment for 
three (3) years, or both penalties. Should aggravating circumstances be present, the penalty thus established may be increased to a 
maximum of five (5) years, if extenuating circumstances are present, it may be reduced to a minimum of two (2) years. 

By signing below, I affirm that I have read the appropriate State Fraud Warning for my state of residence and that I provided my correct 
Taxpayer Identification or Social Security Number on page 2. (New York State Residents need to also sign the New York State 
Fraud Warning on page 4.) If the Taxpayer Identification or Social Security Number is not supplied, the interest may be subject to 
federal and state withholding. Under the penalties of perjury, I certify that the information supplied on this form is true and complete, that 
I am not subject to backup withholding either because I have not been notified by the IRS that I am subject to backup withholding as a 
result of failure to report all interest or dividends, or because the IRS has notified me that I am no longer subject to backup withholding 
and that I am a U.S. Person. The Internal Revenue Service does not require your consent to any provision of this document 
other than the certifications required to avoid backup withholding.

The statements contained in this form are true and complete to the best of my knowledge and belief.
Signature  Date

Electronic Funds Transfer (EFT) is our standard method of payment.  When making our claim decision we may contact you 
to obtain your banking information.  
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Section III

AXA  is AXA Equitable Life Insurance Company and its affiliates  includin   Life Insurance Company of America  as ell as any party actin  on its be alf



Section IV Attending Physician’s Statement
HISTORY

: : :

:
: :

DIAGNOSIS
: :

:

:
: : :
: : :

:

:

:
:

:

:

TREATMENT

:

: : :

:

IMPAIRMENT

:
:

: : :

: : :

: :

:

: :

: : :
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