


PROOF OF DEATH FORM (Group Life Insurance) 

EMPLOYEE or DEPENDENT 

Mail forms to: The Hartford 
Group Life Claims 
P. 0. Box 14299
Lexington, KY 40512-4299
1-888-563-1124 Fax: 1-866-954-2621
E-Mail: gbclaimcslife@thehartford.com

PART 1- EMPLOYER'S STATEMENT - TO BE COMPLETED IN FULL FOR ALL CLAIMS 
(Please verify if the employee qualifies for any other group benefits through The Hartford and submit the claim accordingly) 

Policy Numbers: I Employer: 
Life/AD&D: AD&D: Business Travel Accident: 
Name of Insured/Employee: Employee's address: (Street, City, State & Zip Code) 

THE 
HARTFORD 

Social Security Number: Date of Birth: Date of Death: Date of Hire: l�ffective date of employee's
I 

D Salaried 
insurance: D Hourly 

Branch/Location: Occupation: Classification Premiums paid to date? I Employee's actual date last 
Des D No physically at work: 

Provide reason employee did not return to work on their next scheduled workday: 
D Illness D FMLA (provide approval form) □Retirement- Date: D Other (please explain): 

Is there a Beneficiary Designation Card on file? I Has the Beneficiary completed a Funeral Home Assignment? □Yes □No 
□Yes □ No If "Yes," a copy must be submitted If "Yes," enclose a copy or explain: 

TRAVEL INFORMATION - ONLY COMPLETE FOR BUSINESS TRAVEL ACCIDENT CLAIMS 

Trip Begin Date: Scheduled Trip End Date: Injury sustained during: 
I 

Amount of BTA Insurance claimed: 
D Work Activity D Pleasure Activity $ 

Date of Accident: Time of Accident: (hr, min) Place of Accident: 
nAM nPM 

Fully describe the circumstances of the Accident and nature of Injuries, if known: (Include incident/police reports as available; attach 
separate sheet, if necessary) 

AMOUNT OF INSURANCE BEING CLAIMED FOR EMPLOYEE OR AMOUNT IN FORCE FOR EMPLOYEE IF DEPENDENT CLAIM 

Basic Life: I !upplemental Life: (Employee's earning as defined in the policy. Attach W-2 if applicable) 

$ 

Include AD&D amount(s) only if death was due to an accident 
AD&D Basic: I AD&D Supplemental: 

$ $ 

Coverage claimed above, reflect age reduction(s)?O Yes D No 

Date insurance was discontinued or not in force 

Indicate if any of the following apply to this Employee: 

Rate of earnings used to calculate benefit amount: 
D Hourly D Weekly D Monthly D Annually 

Regular hours scheduled to work: (if applicable) 

Effective date of above reported earnings: 

Do the earnings include commissions or bonuses? □ Yes □ No

D Applied for Conversion □ Has been approved for LB0/Accelerated Death Benefits by prior carrier
D Has been approved for Long Term Disability D Has been approved for Waiver of Premium by prior carrier

DEPENDENT INFORMATION - ONLY COMPLETE FOR DEPENDENT CLAIM 

Full Name of Deceased Deoendent 
I 
Deceased's Social Security Number 

I 
Date of Birth I Date of Death relationship to Employee 

Last Residence: (Number, Street, City or Town, Zip Code) 
I
ts Employee Actively at Work? OYes D No Have premiums been paid to date 
If no, complete date last worked and reason above for this dependent? [](es ONo 

Was the dependent child, over the [Was the dependent child a full-time student? []Yes ONo If "Yes", and Was dependent child 
Policy's limiting age? D Yes D No[ required by the Policy, include Enrollment verification from school. incapacitated? OYes D No 

AMOUNT OF INSURANCE BEING CLAIMED FOR DEPENDENT 

Basic Life: 1S $
upplemental Life: Dependent benefit is a: D Flat Amount □Percentage of Employee's amount

$ If a percentage, please complete amount of employee insurance above. 

Include AD&D amount(s) only if death was due f-D_o_e _s _C_ o_v _e_ra--'-g _e_c _la _im_ e_ d_re_fl_ec_t_a--'-g _e_re_ d_u_c_tio_n_( _s) _?_D' __ e_s __ D_N_o ________ _
to an accident and applicable under the Policy Indicate if any of the following apply to this Dependent: 

D Applied for C onversion A
$ D&D Basic: 

I
A

$ 
D&D Supplemental: D Has been approved for LB0/Accelerated Death Benefits by prior carrier 

D Has been approved for Waiver of Premium by prior carrier 
Employer Certification: I hereby certify that the information provided on the Employer Statement is true and complete according to the records of the 
Employer. I agree that this information is subject to audit by The Hartford and/or its representative. 

Employer Address 

Signature Date Their Authorized Representative: (Please print) 

Telephone Number E-mail address Facsimile Number 
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Group Life and/or Accidental Death Claim Form 
fur EMPLOYEE or DEPENDENT

Claimant's Statement of Accidental Death (complete only if death was due to an accident) 

INSTRUCTIONS: Complete this form if you are applying for death benefits due to an accident. 
If a question does not apply, please mark "N/A."

Group Policyholder/Employer Name: 

Group Policy Number(s): Life/AD&D: AD&D: Business Travel Accident 
Name of Insured/Employee: 

I
Soc ial Security Number: 

Name of Deceased: (if different from above) IAge: I Relationship to Employee: □ Spouse 

Has a Workers' Compensation claim been filed? OYes □No If "Yes," what is the status of the claim? 

On what date did the accident happen? Where did the accident happen? City: 

Please describe injuries received: 

Did accident result in death? □ Yes D No If "Yes," on what date? 
If injury was sustained while traveling on policyholder business, please complete the following: 

Trip Begin Date: Scheduled Trip End Date: 

Injury was sustained during: D Work Activity D Pleasure Activity 

Describe in detail how the accident happened: 

THE� 
HARTFORD 

□ Child

State_: __ 

Name and address of law enforcement agency involved: (Please submit copy of Police Accident Report and/or Case Number)

List name/address/phone number of all physicians consulted for the injury/death: 

List name/address/phone number of all hospitals consulted: 

Did the deceased have any chronic disease or physical defect or deformity? □Yes D No If "Yes", describe in detail: 

Was an autopsy performed? D Yes D No If "Yes," provide name/address/telephone number of coroner, if known: 

Was an inquest held? OYes D No If "Yes", verdict: 

Please complete and sign the Authorization to Obtain and Disclose Information, pages 6 and 7. 
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