Mail completed form to:

: SECURITY MUTUAL LIFE ~ Claims Department
ATTENDING PHYSICIAN'S INSURANCE COMPANY OF NEW YORK Security Mutual Life Insurance Company of New York
STATEMENT FOR ' %Zé‘n%‘z,{}{é?jﬁ%h]‘i”;}kj‘%’w§$“I§SO%RF(ZE PO Box 1625 « Binghamton, NY 13902-1625
ACCIDENT POLICY o R Fax: 607-773-2276

New York Residents: 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 civil penalty not to exceed five thousand dollars and the stated value of the claim for each such
violation.

Residents of Other States: Fraud Warning: It is or may be 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, and
denial of insurance in accordance with applicable state law. Please carefully review the “Claim Fraud Warning Statements” page, attached

to and incorporated herein by reference.

Must Be Completed By Your Physician

Insured/Patient: Date of Birth:
mm/dd/yyyy
Was injury the result of an accident? ’:l Yes EI No If yes, was the accident work related? EI Yes ':I No
Was the patient confined to the hospital? DYes EI No If yes, state dates of confinement:
mm/dd/yyyy - mm/dd/yyyy
Was the patient in an intensive care or coronary care unit?’:lYes DNO If yes, state dates of confinement:
mm/dd/yyyy - mm/dd/yyyy
Hospital Name: Hospital Address:
Street Address City State Zip Code
If the condition was for a fracture, was it an avulsion/chip fracture? EIYes ':l No
If the condition was for a fracture, was it a: ’:IOpen Injury [CIclosed Injury
If the condition involved a laceration(s), indicate the length of each laceration:
If the condition was a burn, please indicate: |:|2"d Degree % of Body Surface |:|3rd Degree Square inches of Body Surface
If the condition was a burn, did the burn require skin grafting? DYes ':l No
Did patient sustain a concussion as a result of this accident? EI Yes EI No
If concussion was sustained, provide date of diagnosis, name and date of medical imaging procedure used:
mm/dd/yyyy
Did the patient suffer any broken teeth requiring crowns or extractions?DYes EI No
Did the patient undergo any surgery? l:l Yes El No If yes, please indicate the type of surgery:
Has the patient been unable to work from the date of accident?’:l Yes ':l No
Dates of all treatments/office visits related to this accident:
How long was or will the patient be continuously totally disabled and unable to work? From through
mm/dd/yyyy mm/dd/yyyy
PHYSICIAN’S VERIFICATION
Date: Signed:
(mm/dd/yyyy) Name with credentials
Print Name:
Print Complete Address:
Number Street City State Zip Code

Telephone Number: License No:
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CLAIM FRAUD WARNING STATEMENTS

The laws of the states beneath require the Company to provide the following statements:

Alabama: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents false information in
an application for insurance is guilty of a crime and may be subject to restitution, fines or confinement in prison, or any combination thereof.

Alaska: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing false, incomplete or
misleading information may be prosecuted 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.

Arkansas, Louisiana, Rhode Island and West Virginia: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit
or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

California: For your protection, California law requires the following to appear on this form: 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 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: 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: WARNING: It 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 fines. In addition, an insurer may deny insurance benefits 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 files a statement of claim or an application containing false,
incomplete or misleading information is guilty of a felony of the third degree.

Idaho: Any person who knowingly, and with intent to defraud or deceive any insurance company, files a statement of claim containing any false, incomplete,
or misleading information is guilty of a felony.

Indiana: A person who knowingly and with intent to defraud an insurer files a statement of claim containing any false, incomplete, or misleading
information commits a felony.

Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files 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.

Maine, Tennessee, Virginia and Washington: It 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, fines or a denial of insurance benefits.

Maryland: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly or willfully
presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

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 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 in R.S.A. 638:20.

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

New Mexico: ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS OR
BENEFIT OR KNOWINGLY PRESENTS FALSE INFORMATION IN AN APPLICATION FOR INSURANCE IS GUILTY OF A CRIME
AND MAY BE SUBJECT TO CIVIL FINES AND CRIMINAL PENALTIES.

New York: 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.

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.

Oklahoma: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for the proceeds of an
insurance policy containing any false, incomplete or misleading information is guilty of a felony.

Pennsylvania: 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 subjects such person to criminal and civil penalties.

Texas: 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.
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