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SHORT-TERM DISABILITY (STD)
PHYSICIAN'S CERTIFICATION AND DISCLOSURE AUTHORIZATION FORM
Non-Work Related Illness or InjuryHanford Employee Welfare Trust
PART 1  -  TO BE COMPLETED BY EMPLOYEE
Employee Signature:
Date:
FILING PERIOD:  I UNDERSTAND THE FILING PERIOD MEANS THAT WITHIN 31 DAYS OF THE ONSET OF MY DISABILITY, I MUST SUBMIT MY STD - PHYSICIAN'S CERTIFICATION AND DISCLOSURE AUTHORIZATION FORM.
Contact MSA Benefits IMMEDIATELY if your surgery is cancelled or postponed.
I have reviewed the Short-Term and Long-Term Disability Summary Plan Description and understand the disability plan provisions.  I understand that my claim is subject to review by a Third-Party Administrator.  If medical documentation is not received by the third-party administrator within 14 days of the onset of my disability, payments may be held up until such medical documentation is received.  I also understand that if my claim is denied, any benefits paid to me for this disability must be returned to my employer.
The employee listed above will be unable to perform his/her job duties and responsibilities for the following time period (unless specific dates are provided the claim cannot be processed).
To (estimated or actual date):
From (date):
I understand that this certification can qualify the named individual for employer-sponsored disability benefits.  I understand that I will be asked to provide detailed medical information supporting the disability absence to the Third-Party Administrator designated by the sponsoring employer.
I am familiar with the duties and responsibilities of his/her job; and in my medical opinion, he/she will be unable toperform the duties of his/her job for the time period specified on this form.
PART 2  -  TO BE COMPLETED BY PHYSICIAN OR HEALTH CARE PROVIDER ONLY
The employee listed above is under my professional medical care.
Admitted to hospital?
Is this a continuation of a previous disability?
Pregnancy
Injury
Illness
Reason for Disability:
Outpatient Surgery?
Yes
Yes
No
No
Unknown
Yes
No
Date Discharged:
ZIP:
State:
Physician's Mailing Address - Street/City:
Physician's Name (Please Print):
Physician's Phone No.:
Physician's Fax No.:
Date:
Physician's Signature:
If Yes, Date Admitted:
If Yes, Date of Surgery:
NOTE:  If this form is not completed in full (Parts 1-3), processing will be delayed.
Policy No. SHD-985252
LDW:
Class No.:
Return Completed Form To:
Mission Support Alliance, Benefits
   Heather - A through J (509) 376-1625
   Amee - K through Z (509) 376-9723
P.O. Box 650   H2-23Richland, WA  99352Fax:  (509) 376-0997
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Short Term Disability - Physician's Certification and Disclosure Authorization
Chapman, Blake A
A-6003-497 (REV 10)
6/16/16
1.0
I authorize any physician, medical professional or other health care provider, hospital or other medical facility; pharmacy; health plan; other medically related entity; rehabilitation professional; vocational evaluator; employee assistance plan; insurance company, reinsurer, health maintenance organization, third party administrator, broker or other insurance service provider, or similar entity; the Medical Information Bureau; the Association of Life Insurance Companies, which operates the Health Claims Index and the Disability Income Record System; government organization or agency, including the Social Security Administration; financial institution, accountant or tax preparer; consumer reporting agency; and employer or group policyholder that has information about my health, prescriptions, financial, earnings or employment history, or other insurance claims and benefits to provide access to or copies of this information to the Plan and to any individual or entity who provides services to or insurance benefits on behalf of the Plan, including but not limited to the requesting company(ies) named below ("Company").  To the extent I may be eligible for governmental benefits similar to or that coordinate with those available to me under the Plan, I also authorize disclosure of information necessary to apply for or determine my eligibility for such benefits to the relevant government agency and/or vendor providing application assistance.
I understand that any information obtained with this authorization will be used for evaluating and administering my coverage, including any claim for benefits, or otherwise providing services related to or on behalf of the Plan, which may include, but is not limited to assisting me in returning to work and Plan administration.  With respect to governmental benefits similar to or that coordinate with benefits available to me under the Plan, I understand that the information will be used to help determine my eligibility for any such benefits and may include assisting me in applying for the benefits.  I understand that the information disclosed under this authorization is subject to redisclosure and may no longer be protected by certain federal regulations governing the privacy of health information, although it will continue to be protected by other applicable privacy laws and regulations.
For any claim for insurance benefits, this authorization is valid for the shorter of 24 months or the duration of my claim.  For all other permitted disclosures, this authorization is valid for one (1) year from the date below.  I am entitled to a copy of this authorization and a photographic or electronic copy of it is as valid as the original.
I understand that I do not have to give this authorization.  If I choose not to give the authorization - or if I later revoke - I understand that the Plan, insurers, or other providers of services or benefits related to the Plan who rely on this authorization may not be able to evaluate or administer my request for Plan benefits, coverage or services and that my request for Plan benefits, coverage or services may be denied as a result.  I may revoke this authorization by sending written notice to the Claim Manager handling my claim.
Company Names:  Life Insurance Company of North America, CIGNA Life Insurance Company of New York, CIGNA Worldwide Insurance Company, Great-West Life & Annuity Insurance Company, First Great-West Life & Annuity Insurance Company, New England Life Insurance Company, Alta Health & Life Insurance Company and Connecticut General Life Insurance Company.
Information about my health may relate to any disorder of the immune system including but not limited to HIV and AIDS; use of drugs or alcohol; and mental and physical history, condition, advice or treatment, but does not include psychotherapy notes.
NOTE:  This authorization is designed to comply with HIPAA and relates to information necessary to administer coverage and services under your employer's employee health and welfare plan(s) ("the Plan") and similar or coordinating governmental benefits.  You are not required to sign the authorization, but if you do not, the Plan, insurers or other providers of services or coverage under the Plan may not be able to process your request for Plan benefits, coverage or services.
I signed on behalf of the claimant as ____________________________________ (indicate relationship).  If Power of Attorney Designee, Guardian, or Conservator, please attach a copy of the document granting authority.
AUTHORIZATION
Disclosure Authorization
PART 3  -  TO BE COMPLETED BY EMPLOYEE
(Print Name)
(Date of Birth)
(Date Signed)
(Claimant's Signature)
CIGNA Group Insurance
Life  -  Accident  -  Disability
SHORT-TERM DISABILITY (STD)
PHYSICIAN'S CERTIFICATION AND DISCLOSURE AUTHORIZATION FORM (continued)
Non-Work Related Illness or InjuryHanford Employee Welfare Trust
INSTRUCTIONS FOR SHORT-TERM DISABILITY (STD)
PHYSICIAN'S CERTIFICATION AND DISCLOSURE AUTHORIZATION FORM
Non-Work Related Illness or InjuryHanford Employee Welfare Trust
Short-Term Disability (STD) benefits begin on the 8th calendar day unless hospitalized, in which case, benefits begin the first day of hospitalization.  Hospitalization is defined as registered bed patient upon recommendation of physician.
For planned surgical procedures, submit completed form no earlier than 10 calendar days prior to the procedure.  In the case of any change to the planned procedure, notify MSA Benefits office immediately.
When approved, STD benefits are available through the 180th day of disability, starting with the first day, as documented by the attending physician and verified by CIGNA.
Day 1 (one) of your 35 calendar days begins the date your physician takes you off work.
Active Service:  An individual will be considered in Active Service:
On any of his/her Employer's scheduled work days if the individual is performing the regular duties of his/her work on a full-time basis as defined under Eligible Employee on that day either at the Employer's place of business or at some location to which the individual is required to travel for the Employer's business or is approved.
a)
An Eligible Employee must be in Active Service as defined by the plan as follows:
On a day which is not one of his/her Employer's scheduled work days if the individual was in Active Service on the preceding scheduled work day.
b)
On a day that is a scheduled holiday or vacation day.
c)
To apply for disability benefits:
ATTENDING PHYSICIAN'S RESPONSIBILITY:
Consider the employee's medical condition in the context of his/her regular job duties and responsibilities.  Review information with the employee and determine whether or not this condition requires absence from work.
-
-
Please be advised that the Third-Party Administrator will be contacting your attending physician's office to request detailed medical information regarding your disability absence.  This information is being requested to validate the eligibility of your disability claim.
-
Should your claim be determined ineligible and your coverage denied, any benefits paid to you for this disability must be returned to your employer.
EMPLOYEE RESPONSIBILITY:
Complete Part 1 and Part 3 of the Short-Term Disability - Physician's Certification and Disclosure Authorization Form.
-
Provide this form to your attending physician and ask him/her to complete Part 2.  Your physician completing this form will identify the necessary absence due to illness, injury, or pregnancy.
-
Once your Physician's Certification and Disclosure Authorization form has been completed in its entirety (Parts 1, 2, and 3), you or your attending physician should mail the completed form to Mission Support Alliance at the address or fax to the number provided at the bottom of Page 1.
-
Read and understand the disability provisions as identified in the Short-Term and Long-Term Disability Summary Plan Description.  The Summary Plan Description is available at
http://msa.hanford.gov/hr/page.cfm/HEWTShort-TermandLong-TermDisabilityPlans.
-
-
Complete and sign Part 2 of the Short-Term Disability - Physician's Certification and Disclosure Authorization Form, and mail or fax to the individual's employer at the address/fax number listed at the bottom of Page 1.  The form may also be returned to the employee for submission to the employer.
Be prepared to provide the Third-Party Administrator with additional medical information to support the employee's claim for disability benefits.  This information should be submitted within 14 days of the onset of the disability.
-
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