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Section I – Statement of Employer – This section to be completed by Employer

Employee’s Name Social Security No.

Date of Birth Occupation 

Date Employed Effective Date of Employee’s Insurance Class

Hours worked per week Was Evidence of Insurability Required?  Yes No

Date premium payment was last made for the employee’s life insurance 

Amount of Insurance: Basic $ Voluntary $ Supplemental $

Any Dependent Life Insurance?  Yes No  If yes, is coverage for:  Spouse only,  Children only, or Family

Amount of Dependent Insurance: Basic $ Voluntary $ Supplemental $

Employee’s last day of active work Annual Salary on that date $                                     Hourly  Salary

Reason for ceasing work ______________________________________________________________________________________

Has there been any gaps in employment since date of hire? Yes No  If yes, please explain. ________________________________

Date Employee returned to work. Full-Time or Part-Time 

Is the employee returning to work in an Accommodated Job? Yes No

Is or will this employee be eligible for a disability or pension benefits? Yes No

If yes, please provide type and date of eligibility

The employer/policyholder represents and warrants any information or documents provided to American United Life Insurance Company® (AUL) by
the employee/policyholder prior to and after the date coverage became effective and the facts and other matters contained in the foregoing are true
and accurate to the best of the undersigned’s knowledge and belief. The employer/policyholder understands and agrees: 1) any insurance coverage
or benefits is contingent upon any statements made to AUL as being complete and correct and 2) benefits under any policy will be paid only if AUL
decides in it discretion the applicant is entitled to them.

SPECIAL NOTE: In some instances, premium payment(s) must be continued during the Waiver of Premium elimination period. Please refer to your
Policy for details.

Policyholder Policy Number
(Name of the Employer or Participating Unit)

Address Fax Number ( )

City State Zip Code

Printed Name & Title of Authorized Representative (required) Signature of Authorized Representative (required)

Date: Telephone No.: Email:

( )

ENCLOSE A COPY OF EACH APPLICATION FOR COVERAGE AND A JOB DESCRIPTION FOR THIS EMPLOYEE.



Name Social Security No. 

Address Telephone Number ( )

City State Zip Code

Gender:  Male Female  Date of Birth Marital Status:  Single  Married  Widowed  Divorced

Name of Spouse Spouse’s Date of Birth

Dependent Children’s names and dates of birth

Employer’s Name

Employer’s Address

Employer’s City State Zip Code

Are you authorized to work/reside in the U.S.A.?  Yes No   Are you receiving any unemployment benefits?  Yes No

State nature of illness/injury

Have you had this or a similar condition before? Yes No If yes, please advise the first date of treatment.

Please list the names and addresses of any other medical providers who have treated you for this condition.

When was your last date worked? When do you expect to return?

Since you last worked have you worked in any capacity? Yes No 

Have Social Security Disability Benefits been awarded? Yes No

*If yes, please attach a copy of your Social Security Award notice.

*If no, what is the status of your Social Security Disability application? ________________________________________________

Are you receiving disability benefits under a retirement plan? Yes   No  OR benefits under a pension plan? Yes No

If yes, please explain.

Are you receiving any other disability benefits?  Yes No

If yes, what is the name of the insurance carrier?

The undersigned represents any information or documents provided to AUL by the undersigned prior to and after the date of the application for
insurance and the facts and other matters contained in the foregoing are true and accurate to the best of the undersigned’s knowledge and belief.
The undersigned understands and agrees that: 1) any insurance coverage or benefits are contingent upon any statements made to AUL as being
complete and correct; and 2) benefits under any contract will be paid only if AUL decides in its discretion the applicant is entitled to them. The
undersigned has read, understands, and retained the notices, limitations, and exclusions for his/her records.

Signature Date

Section II – Statement of Employee – This section to be completed by Employee
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American United Life Insurance Company®

a OneAmerica® company
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Statement of Claim For
Waiver of Premium



Name of Patient
Date of Birth Patient’s Height Patient’s Weight
Latest Blood Pressure Reading:  / As of (date)
Date patient became disabled due to present illness or injury ____________________________________________________________
Diagnosis ________________________________________________________ ICD-9 Code(s) ____________________________
Complications resulting from Diagnosis
Objective findings (including current x-rays, EKG’s, biopsy or any other special tests) ____________________________________________

Subjective symptoms__________________________________________________________________________________________
List any restrictions and/or limitations

Date of first visit List all dates of service
Frequency of visits Nature of treatment (including surgery dates, therapy, and medications prescribed)

Has patient   Recovered?  Unchanged?  Improved?  Retrogressed?
Is patient ambulatory?    Yes No    If yes, please describe gait
Is an assistive device necessary for ambulation?   Yes No  Type of Device
Names and address of other treating physicians for this condition ________________________________________________________

Mental/Nervous Impairments (if applicable):
a. Please list your findings according to the DSM-IV-TR diagnostic codes.

b. Axis V (GAF) findings, please describe:

Class 1 - Patient is able to function under stress and engage in interpersonal relations (no limitations)
Class 2 - Patient is able to function in most stress situations and engage in most interpersonal relations (slight limitations)
Class 3 - Patient is able to engage in only limited stress situations and engage in only limited interpersonal

relations (moderate limitations)
Class 4 - Patient is unable to engage in stress situations or engage in interpersonal relations (marked limitations)
Class 5 - Patient has significant loss of psychological, physiological, personal and social adjustment (severe limitations)

Functional capacity (American Heart Association):
Class 1 (No limitation) Class 2 (Slight limitation) Ejection fraction rating 
Class 3 (Marked limitation) Class 4 (Complete limitation) as of (date) 

Physical Impairments (As defined in Federal Dictionary of Occupational Titles):
Class 1 - No limitation of functional capacity; capable of heavy work. No restrictions. (0-10%)
Class 2 - Medium manual activity. (15-30%)
Class 3 - Slight limitation of functional capacity; capable of light work. (35-55%)
Class 4 - Moderate limitation of functional capacity; capable of clerical/administrative (sedentary) activity. (60-70%)
Class 5 - Severe limitation of functional capacity; incapable of minimum (sedentary) activity. (75-100%)

Remarks:

When will return to work be possible? Full-time Part-time     Month/Day/Year
The undersigned medical provider represents and warrants any information or documents provided to AUL by this medical provider and the facts
and other matters contained in the foregoing are true and accurate to the best of the undersigned’s knowledge and belief.
Attending Physician’s Name (Please Print) __________________________________________________________________________
Board Certified Specialty Telephone Number ( )
Address Fax Number ( )
City State Zip Code
Signature Tax I.D. No.  Date

(No signature stamps please)

ATTENDING PHYSICIAN’S STATEMENT Return to: American United Life Insurance Company®

Group Life Waiver Department
P.O. Box 7106
Indianapolis, IN 46207-7106 
1-800-553-3522
Fax: 317-285-7666
www.employeebenefits.AUL.com
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Any cost associated with the completion of this form is
not the responsibility of AUL and will not be paid by AUL.
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Fraud Warnings (For use in AR, LA, NM, TX and WV)

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 may be guilty of a crime and may be subject to fines and confinement in prison.

Alaska, Oregon

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.

California

For your protection California law requires the following to appear on this form. Any person who knowingly presents 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.

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 or fines, denial of
insurance and civil damages. Any insurance company or representative 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 reward payable from insurance proceeds shall be
reported to the Colorado Division of Insurance within the department of regulatory agencies.

Delaware, Idaho, Indiana, Oklahoma

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.

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.

Kentucky

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

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

Maine, Tennessee, 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.

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, Ohio

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.

New Jersey

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

Pennsylvania

Any person who knowingly and with intent to defraud any insurance company or any 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 a
person to criminal and civil penalties.

Virginia, Washington D.C.

It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.



American United Life Insurance Company®

Pioneer Mutual Life Insurance Company*
R.E. Moulton, Inc.
The State Life Insurance Company

Authorization for the Release of Health-Related Information

(HIPAA-Compliant Form)

      /      /     
Name of Proposed Insured/Patient (Please type or print.) Date of Birth

I authorize any health plan, physician, health care professional, hospital, clinic, laboratory, pharmacy or pharmacy benefit manag-
er, medical facility, or other health care provider, insurance company, the Medical Information Bureau, or other organization or per-
son that has provided payment, treatment or services to me or on my behalf within the past 10 years or has any records or knowl-
edge of my health within the past 10 years (“My Providers”) to disclose my entire medical record, prescription history, medications
prescribed and any other protected health information concerning me to the partners of OneAmerica Financial Partners, Inc., as
listed above. This includes information on the diagnosis or treatment of human immunodeficiency virus (HIV) infection and sexu-
ally transmitted diseases. This also includes information on the diagnosis and treatment of mental illness and the use of alcohol,
drugs and tobacco, but excludes psychotherapy notes.

By my signature below, I acknowledge that any agreements I have made to restrict my protected health information do not apply to
this authorization and I instruct My Providers to release and disclose my entire medical record without restriction.

This protected health information is to be disclosed under this authorization so that partners of OneAmerica® may: 

1) underwrite my application for coverage, including eligibility, risk rating, policy issuance and
enrollment determinations; 

2) obtain reinsurance; 

3) administer claims and determine or fulfill responsibility for coverage and provision of benefits; 

4) administer coverage; and 

5) conduct other legally permissible activities that relate to any coverage I have or have applied for with 
a OneAmerica financial partner.

This authorization shall remain in force for twenty-four (24) months following the date of my signature below, and a copy of this
authorization is as valid as the original. I understand that I have the right to revoke this authorization in writing, at any time, by pro-
viding written notification to: 

Attention: Privacy Officer
OneAmerica Financial Partners, Inc.

One American Square
P.O. Box 368

Indianapolis, Indiana 46206

Please Do Not Send Medical Records, etc. to the Privacy Officer

I understand that a revocation is not effective to the extent that any of My Providers have already relied on this authorization to dis-
close information about me or to the extent that OneAmerica partners have a legal right to contest a claim under an insurance poli-
cy or to contest the policy itself. I understand that any information that is disclosed pursuant to this authorization is no longer cov-
ered by federal rules governing privacy and confidentiality of health information, but it will not be redisclosed by any OneAmerica
partner except as authorized by me or as required by law.

I understand that My Providers may not refuse to provide treatment or payment for health care services if I refuse to sign this autho-
rization. I further understand that if I refuse to sign this authorization to release my complete medical record, OneAmerica partner
companies may not be able to process my application, or if coverage has been issued may not be able to make any benefit pay-
ments. I understand that any authorized representative or I will receive a copy of this authorization upon request.

      /      /     
Signature of Proposed Insured/Patient or Personal Representative Date

Description of Personal Representative’s Authority or Relationship to Patient

*A stock subsidiary of American United Mutual Insurance Holding Company.

10-15857  1/15/07



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo true
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Preserve
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
    /Arial-Black
    /Arial-BlackItalic
    /Arial-BoldItalicMT
    /Arial-BoldMT
    /Arial-ItalicMT
    /ArialMT
    /ArialNarrow
    /ArialNarrow-Bold
    /ArialNarrow-BoldItalic
    /ArialNarrow-Italic
    /ArialUnicodeMS
    /CenturyGothic
    /CenturyGothic-Bold
    /CenturyGothic-BoldItalic
    /CenturyGothic-Italic
    /CourierNewPS-BoldItalicMT
    /CourierNewPS-BoldMT
    /CourierNewPS-ItalicMT
    /CourierNewPSMT
    /Georgia
    /Georgia-Bold
    /Georgia-BoldItalic
    /Georgia-Italic
    /Impact
    /LucidaConsole
    /Tahoma
    /Tahoma-Bold
    /TimesNewRomanMT-ExtraBold
    /TimesNewRomanPS-BoldItalicMT
    /TimesNewRomanPS-BoldMT
    /TimesNewRomanPS-ItalicMT
    /TimesNewRomanPSMT
    /Trebuchet-BoldItalic
    /TrebuchetMS
    /TrebuchetMS-Bold
    /TrebuchetMS-Italic
    /Verdana
    /Verdana-Bold
    /Verdana-BoldItalic
    /Verdana-Italic
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata pogodnih za pouzdani prikaz i ispis poslovnih dokumenata koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /ENU (Use these settings to create Adobe PDF documents suitable for reliable viewing and printing of business documents.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
>> setdistillerparams
<<
  /HWResolution [1200 1200]
  /PageSize [612.000 792.000]
>> setpagedevice


	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Radio Button1: Off
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Radio Button2: Off
	Radio Button3: Off
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Radio Button4: Off
	Text18: 
	Radio Button5: Off
	Text19: 
	Text20: 
	Text21: 
	Radio Button6: Off
	Radio Button7: Off
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Radio Button8: Off
	Text39: 
	Radio Button9: Off
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Radio Button10: Off
	Radio Button11: Off
	Text48: 
	Radio Button12: Off
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Radio Button13: Off
	Radio Button14: Off
	Text54: 
	Radio Button15: Off
	Radio Button16: Off
	Text55: 
	Radio Button17: Off
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text66: 
	Text64: 
	Text67: 
	Text65: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text73: 
	Text74: 
	Text72: 
	Text75: 
	Radio Button18: Off
	Radio Button19: Off
	Text76: 
	Radio Button20: Off
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Radio Button21: Off
	Radio Button22: Off
	Text84: 
	Text85: 
	Radio Button23: Off
	Text86: 
	Radio Button24: Off
	Text87: 
	Reset Button90: Off


