Please fax or mail the completed application to:

The Hartford
P.O. Box 14869

Lexington, KY 40512-4869

Fax Number: 833-357-5153 APPLICATION FOR LONG TERM DISABILITY INCOME BENEFITS

Employee's Statement mfm:oab
To be completed by the Employee (BE SURE TO ANSWER ALL QUESTIONS - FAILURE TO DO SO MAY DELAY YOUR CLAIM)

A. Information about you

Last Name: First Name: Middle Initial: Date of Birth: Social Security Number:

Address: (Street, City, State & Zip Code) Gender:

|:|Male |:| Female

E-Mail Address:
E-Mail is used to provide The Hartford At Work registration instructions and important status updates.

Personal Cell Telephone Number:  ( ) Alternate Telephone Number: ( )
May we have your authorization to leave confidential medical and benefit information on your personal cell phone? [™]ygs [ |No

Signature Date

Marital S_tatus: . ] . Your employer: (include division, if applicable) | Occupation:
| |Married [ ]Single [Divorced [ ] Widowed | Missouri Higher Education Loan Authority

When your disability began, did you have more than one employer (includes self-employment)? | |Yes [ |No If "Yes," please
provide the name, address and phone number of that employer. Indicate the dates when you worked (or were self-employed).

Please indicate the extent of your formal education: (Check one)
[ JHSIGED [ | Trade School/Certification Program [ |AA/AS [ |BA/BS [ Masters [ |Doctorate [ |Some college

|:| Other List all licenses, certifications, majors
Have you served in the military? [ |Yes [ |No

Briefly describe your past work experience for the last 20 years (Begin with your most recent job.)
Dates Employed | Employer Job Title Duties

Now, or at some time in the future, would you be interested in seeking rehabilitation to some other kind of work? |:|Yes |:|No

Have you contacted your State Department of Vocational Rehabilitation? [ JYes [ |No If"Yes," please include the name,
address and telephone number of your counselor.

B. Information About your Family (required to determine your eligibility for Social Security Benefits)

Legal Spouse's Name: (Last, First)

Legal Spouse's Social Security Number: | Date of Birth: (Month/Day/Year) Is your legal spouse employed? | Retired?
[ IYes [ |No . JYes [ |No
Do you have any children under Age 19? __lYes [ INo If "Yes," please provide the information requested below for each child.
Name: Date of Birth: Social Security Number:
Name: Date of Birth: Social Security Number:
Name: Date of Birth: Social Security Number:

Do you have any children with disabilities (regardless of age)? | JYes [ INo If "Yes," please provide the information requested
below for each child

Name: Date of Birth: Social Security Number:

Name: Date of Birth: Social Security Number:

C. Information About the Condition Causing Your Disability
1a. For illness, answer the following questions:

What were your first symptoms?

When did you first notice them? Have you had this illness before? [ |Yes | |No If so, when?
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C. Information About the Condition Causing Your Disability (cont'd...)

1b. Next to any Activity of Daily Living (ADL), please place the number shown next to the statement that most accurately reflects your
ability/inability to perform each: 1 = | can perform this activity independently; 2 = | can perform this activity with the use of equipment
or adaptive devices; 3 = | cannot perform this activity.

() Bathe (tub, shower, or sponge) () Transfer from Bed to Chair
() Dress () Voluntary bladder and bowel control or ability to maintain a reasonable level of personal hygiene.
() Toilet () Feed yourself with food that has been prepared and made available to you.

If you indicated (3) for any of the above activities, please describe the impairment and restrictions to your functionality that preclude you from
performing this activity.

Height: Weight:

Have you suffered a severe Cognitive Impairment that renders you unable to perform common tasks, such as using the phone,
money management, or medication management? | [Yes [ |No If "Yes," describe:

2. For an injury, answer the following questions:

When, where and how did the injury occur?

3. For lliness, Injury or Pregnancy, answer the following questions:

Date you were first treated by a Healthcare | Name of Healthcare Provider:
Provider?

Address of Healthcare Provider:

(Month/Day/Year)

Before you stopped working, did your condition require you to change your job, or the way you did your job? |:|Yes |:|No
If "Yes," explain:

What aspect of your condition made you unable to work?

Is your condition related to work activities or your workplace? [ JYes [ |No If "Yes," explain:

Have you filed, or do you intend to file a Workers' Compensation claim? |:|Yes |:| No

D. Information About the Disability

Last day you worked before the disability:

(Month/Day/Year)

Did you work a full day? [ JYes [ |No If "No," explain.

Since that date, have you done any work? [ |Yes [ |No If "Yes," please indicate dates worked, name of employer, and amount
earned.

Date you were first unable to work:

(Month/Day/Year)
If you have not returned to work, do you expectto? | [Yes | |No Part time Full time
(date) (date)
E. Information About Healthcare Providers and Hospitals
First medical attention for the current disability was given by (complete below)
Healthcare Provider's Name: Telephone: ( ) Specialty:
Fax: ( )
Address: (Street, City, State & Zip) Dates seen:
to
List all Healthcare Providers and Hospitals you have seen for this condition (attach separate sheet, if needed)
Healthcare Provider's Name: Telephone: ( ) Specialty:
Fax: ( )
Address: (Street, City, State & Zip) Dates seen:
to
Hospital:
Address: (Street, City, State & Zip) Dates of Confinement:
to
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E. Information About Healthcare Providers and Hospitals (Cont...)

Have you consulted any other Healthcare Provider or been hospitalized in the past three years? [ |Yes | | No

If "Yes," complete the following concerning your past treatment (attach separate sheet, if needed)

Healthcare Provider's Name: Telephone ( ) Specialty
Fax: ( )

Address (Street, City, State, Zip) Dates seen

to

Hospital

Address (Street, City, State, Zip) Dates of Confinement

to

F. Other Income

Check the other income benefits you have received/are receiving, or are eligible to receive during your disability (complete the
information requested).

Source of Income Amount (week /month) Date Claim was filed Date Payments began Date Payments ended
Social Security: Disability/Retirement $ /
Social Security: Widow's/Widower's  § /
Sick Pay or Salary continuation $ /
Income from Work $ /
Workers' Compensation $ /
State Disability $ /
Pension: Disability/Retirement $ /
Public Employee/State Teacher: $ /
Retirement/Disability
Short Term Disability $ /
Unemployment $ /
No-Fault Insurance $ /
Other (include individual Group $ /

Benefits or Veteran's Benefits)

Are you paying for Medicare PartD? [ ] Yes [ INo If "Yes," please enter amount: . 00.

The Hartford Financial Services Group, Inc., (NYSE: HIG) operates through its subsidiaries, including underwriting companies Hartford Life and Accident
Insurance Company and Hartford Fire Insurance Company, under the brand name, The Hartford®, and is headquartered at One Hartford Plaza,
Hartford, CT 06155. For additional details, please read The Hartford’s legal notice at www.thehartford.com. The Hartford is the administrator for certain
group benefits business written by Aetna Life Insurance Company and Talcott Resolution Life Insurance Company (formerly known as Hartford Life

Insurance Company). The Hartford also provides administrative and claim services for employer leave of absence programs and self-funded disability
benefit plans.
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Signature - Please read the statement that applies to your state of residence and sign the bottom of the second page.

With the exception of any source(s) of income reported above in this form, | certify by my signature that | have not received and am
not eligible to receive any source of income, except for my disability benefits from this plan. Further, | understand that should |
receive income of any kind or perform work of any kind during any period The Hartford has approved my disability claim, | must
report all details to The Hartford, immediately. If | receive disability income benefits greater than those which should have been
paid, | understand that | will be required to provide a lump sum repayment to the Plan. The Hartford has the option to reduce or
eliminate future disability payments in order to recover any overpayment balance that is not reimbursed.

For residents of all states EXCEPT Arizona, Alabama, California, Colorado, Florida, Kentucky, Maine, Maryland, New
Jersey, New York, Ohio, Oklahoma, Oregon, Pennsylvania, Puerto Rico, Tennessee, Virginia and Washington: 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.

For Residents of 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.

For Residents of 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.

For Residents of 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.

For residents of 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 award payable from insurance proceeds shall be reported to the
Colorado Division of Insurance within the Department of Regulatory Agencies.

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

For residents of Kentucky: Any person who knowingly and with intent to defraud any insurance company or other person files a
statement of claim or an application for insurance 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.

For residents of Maine, Tennessee, 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 and
denial of insurance benefits.

For Residents of Maryland: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or
benefit and 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.

For residents of New Jersey: Any person who knowingly files a statement of claim containing any false or misleading
information is subject to criminal and civil penalties. Any person who includes any false or misleading information on an
application for insurance policy is subject to criminal and civil penalties.

For residents of Ohio: Any person who, with intent to defraud or knowing 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.

For residents of 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.

For residents of Oregon: 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 that the insurer relied upon is subject to a denial and/or reduction in
insurance benefits and may be subject to any civil penalties available.

For residents of 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 hereto commits a fraudulent insurance act, which is a crime and
subjects such person to criminal and civil penalties.
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Signature - Please read the statement that applies to your state of residence and sign the bottom of the page.

For residents of 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 by a fine of not less than five thousand dollars ($5,000) and not more than ten thousand dollars
($10,000), 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.

For residents of Virginia: Any person who, with the 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 may have violated the state law.

For residents of 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.

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.

LC-7709-3 Page 5 of 5 12/2022



	name_last_ee: 
	date_dob_ee: 
	ssn_ee: 
	addr_street_ee1: 
	ee_sex: Off
	email_addr_ee1: 
	personal phone_ee area code: 
	personal phone_ee: 
	phone_ee area code: 
	phone_ee: 
	authorization to leave message: Off
	ee_marital_stat: Off
	ER_name: Missouri Higher Education Loan Authority
	info_occupation: 
	ee_wrk_mult_er: Off
	er_name_address_tel no_dates: 
	extent of education: Off
	current occupational_licenses_ee: 
	have you ever served in the military?  Yes or no: Off
	dates worked: 
	name of er: 
	prev_job_title1_ee: 
	prev_job_duties1_ee: 
	name of er2: 
	prev_job_title2_ee: 
	prev_job_duties2_ee: 
	dates worked2: 
	name of er3: 
	prev_job_title3_ee: 
	prev_job_duties3_ee: 
	ee_seeking_rehab: Off
	rehab_contacted_ee: Off
	rehab_couns_name_add_tel no: 
	name_sp_ee: 
	ssn_sp_ee: 
	date_dob_sp_ee: 
	employed_sp_ee: Off
	retired_sp_ee: Off
	children_ee: Off
	name_child_under19: 
	d: 
	o: 
	b: 
	_child_under19: 
	_2ndchild_under19: 
	_3rdchild_under19: 
	_child_wdisabilities: 
	_2ndchild_wdisabilities: 



	ssn_child_under19: 
	name_2ndchild_under19: 
	ssn_2ndchild_under19: 
	name_3rdchild_under19: 
	ssn_3rdchild_under19: 
	children_disabled_ee: Off
	name_child_wdisabilities: 
	ssn_child_wdisabilities: 
	name_2ndchild_wdisabilities: 
	ssn_2ndchild_wdisabilities: 
	symptoms_ee: 
	symptoms_noticed_ee: 
	illness_before: Off
	previous_illness_details_ee: 
	rate_activities_bathe_ee: 
	rate_activities_bed_ee: 
	rate_activities_dress_ee: 
	rate_activities_hygene_ee: 
	rate_activities_toilet_ee: 
	rate_activities_feed_ee: 
	activity_restrictions_ee: 
	height_: 
	weght_: 
	cognitive_imp_ee: Off
	cognitive_imp_descr_ee: 
	injury_details_ee: 
	date_first_treatment_ee: 
	name_ph_ee: 
	addr_ph_ee: 
	job_change_ee: Off
	job_change_details_ee: 
	unable_work_details_ee: 
	cond_related_occ_ee: Off
	cond_rel_to_occ: 
	wc_claim: Off
	date_ldw_ee: 
	ee_lst_day_wrk_full_day: Off
	ldw_full_day_details_ee: 
	ee_wrk_since_lst_day_at_wrk: Off
	worked_since_details_ee: 
	date_fdd_ee: 
	ee_rtw: Off
	date_rtw_pt_ee: 
	date_ft_ee: 
	name_dr_ee: 
	phone_dr_ee area code: 
	phone_dr_ee: 
	fax_dr_ee area code: 
	fax_dr_ee: 
	specialty_dr_ee: 
	addr_dr_ee: 
	date_from_dr_ee: 
	date_to_dr_ee: 
	name_dr2_ee: 
	phone2_dr_ee area code: 
	phone2_dr_ee: 
	fax_dr2_ee area code: 
	fax_dr2_ee: 
	specialty_dr2_ee: 
	addr_dr2_ee: 
	date_from_dr2_ee: 
	date_to_dr2_ee: 
	name_hosp2_ee: 
	addr_hosp2_ee: 
	date_from_hosp2_ee: 
	date_to_hosp2_ee: 
	ee_hosp_last_3yr: Off
	name_dr3_ee: 
	phone3_dr_ee area code: 
	phone3_dr_ee: 
	fax_dr3_ee area code: 
	fax_dr3_ee: 
	specialty_dr3_ee: 
	addr_dr3_ee: 
	date_from_dr3_ee: 
	date_to_dr3_ee: 
	name_hosp3_ee: 
	addr_hosp3_ee: 
	date_from_hosp3_ee: 
	date_to_hosp3_ee: 
	other_income_amt_ssr_ee: 
	income_ssr_per_week_month: 
	date_filed_other_income_ssr_ee: 
	date_from_other_income_ssr_ee: 
	date_to_other_income_ssr_ee: 
	other_income_amt_ssd_ee: 
	income_ssd_per_week_month: 
	date_filed_other_income_ssd_ee: 
	date_from_other_income_ssd_ee: 
	date_to_other_income_ssd_ee: 
	other_income_amt_sick_ee: 
	income_sick_per_week_month: 
	date_filed_other_income_sick_ee: 
	date_from_other_income_sick_ee: 
	date_to_other_income_sick_ee: 
	other_income_amt_work_ee: 
	income_work_per_week_month: 
	date_filed_other_income_work_ee: 
	date_from_other_income_work_ee: 
	date_to_other_income_work_ee: 
	other_income_amt_wc_ee: 
	income_wc_per_week_month: 
	date_filed_other_income_workcomp_ee: 
	date_from_other_income_workcomp_ee: 
	date_to_other_income_workcomp_ee: 
	other_income_amt_sd_ee: 
	income_sd_per_week_month: 
	date_filed_other_income_state_ee: 
	date_from_other_income_state_ee: 
	date_to_other_income_state_ee: 
	other_income_amt_pensionret_ee: 
	income_pensionret_per_week_month: 
	date_filed_other_income_pensionret_ee: 
	date_from_other_income_pensionret_ee: 
	date_to_other_income_pensionret_ee: 
	other_income_amt_pensiondis_ee: 
	income_pensiondis_per_week_month: 
	date_filed_other_income_pensiondis_ee: 
	date_from_other_income_pensiondis_ee: 
	date_to_other_income_pensiondis_ee: 
	other_income_amt_std_ee: 
	income_std_per_week_month: 
	date_filed_other_income_std_ee: 
	date_from_other_income_std_ee: 
	date_to_other_income_std_ee: 
	other_income_amt_unemploy_ee: 
	income_unemploy_per_week_month: 
	date_filed_other_income_unemp_ee: 
	date_from_other_income_unemp_ee: 
	date_to_other_income_unemp_ee: 
	other_income_amt_nofault_ins_ee: 
	income_nofault_ins_per_week_month: 
	date_filed_other_income_nofault_ee: 
	date_from_other_income_nofault_ee: 
	date_to_other_income_nofault_ee: 
	other_income_amt_other_ee: 
	income_other_per_week_month: 
	date_filed_other_income_other_ee: 
	date_from_other_income_other_ee: 
	date_to_other_income_other_ee: 
	medicare_part_d_ee_pay: Off
	medicare_part_d_amt: 
	sig_dt: 


