
Disability Continuation Claim 
Please check the box next to your insurance company’s name. 

 ManhattanLife Insurance and Annuity Company   Manhattan Life    Family Life

DCC 1213 (rev. 3.12.15)

Please complete the following form and have your attending physician complete the reverse side in approximately 30 days or 
sooner if your disability terminates. 

Your Name      SSN   Policy Number   

Have you attempted any employment since you became disabled?   Yes   No 

If yes, Name of Employer: _____________________________________________ From ________________ To _________________ 

Address: _____________________________________________________________________________________________________ 

If PRESENTLY employed, on what date did you resume work? __________________________________________________________ 

What are your duties? __________________________________________________________________________________________ 

If you are working part time, how many hours  _________________ a day and days ____________________ a week? 

Do you believe your health is improving?   Yes  No

In your opinion, are you able to do some kind of work?      Yes   No 

When do you think you might be able to return to work? ________________________________________________________________ 

Please check benefit below if you are eligible to receive: 
Applied 
Yes  No 

Receiving 
Yes  No 

Amount Received 
Weekly   Monthly 

Effective Date 

  

Policy No. 

________________

Date Applied For 

_______________ ______________ _____________

I hereby authorize all medical sources’ designated, medical custodians, or database custodians to use and/or disclose my protected health 
information (PHI), as described in more detail below, to ManhattanLife Insurance and Annuity Company or its affiliate indicated in the header of 
this page.  I specifically authorize the use and disclosure of the following PHI:  Photocopies of or information regarding any and all medical 
records, including lab and radiology results and any and all records kept separately, for the period specified on the attached request, 
or   .This PHI is being used for ManhattanLife Insurance and Annuity Company to process and determine eligibility for claims.  
This authorization shall be in force and effect until the claim is finalized or    at which time this authorization to use or disclose this 
PHI expires.  I understand and agree that:  I have the right to revoke this authorization, in writing, at any time by sending such written notice to 
the company.  A revocation is not effective except to the extent that the company has relied on the use or disclosure of the PHI; information used 
or disclosed pursuant to this authorization may be subject to re-disclosure by the recipient and may no longer be protected by federal or state 
law; the company will not condition my treatment, payment, and enrollment (if applicable) in a health plan or eligibility for benefits on whether I 
provide authorization for the requested use or disclosure; and that I have the right to refuse to sign this authorization form. 

Signature of Claimant    Date 

Address     ( Please check if this is a change of address)    State Zip Code  Telephone Number 

Submit Completed Form to: 
 Claims Department 

P.O. Box 924408 
Houston, TX  77292-4408 

Customer Service Department (800) 999-2971 or (713) 821-6566 
www.manhattanlife.com 

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

E-mail Address

 
Worker's Compensation: 

_______________ _______________ ______________ _____________   Other:________________
SS Income:___________     _________________      ________________       _______________      ______________



Attending Physician’s Statement –  
Disability Continuation Claim 

To be furnished without expense to the Company 

DCC 1213 (rev. 3.12.15)

Patient’s name Patient’s Date of Birth 

1. Nature of sickness or injury. (Describe complications, if any) If this is a pregnancy, provide the date of delivery or estimated
due date.
2. Describe any other disease or infirmity affecting present condition.

3. Give date of treatments.
(Since __________________________________) Office: ____________________________________________

  Home: ___________________________________________ 

  Hospital:  
4. Is patient still under your care for this condition?      Yes  No

If discharged, give date:
5. How long was or will patient be continuously totally disabled (unable to work?)

From:                                                                                      Through:
6. How long was or will patient be partially disabled?

From:     Through: 
7. Was patient confined to the house? Yes     No  

(If “Yes”, give dates) From:   Through:
PHYSICIAN’S REMARKS 

FAILURE TO PROVIDE ALL INFORMATION BELOW MAY DELAY CLAIM PAYMENT 

       Date       Signature of Attending Physician  M. D. (Degree)

       Street Address           City or Town State          ZIP Code 

(            ) 
Telephone Number 

Submit Completed Form to: 
Claims Departm ent 
P.O. Box 924408 

Houston, TX  77292-4408 
Customer Service Department (800) 999-2971 or (713) 821-6566 

www.manhattanlife.com

 

Any person who knowingly and with intent to injure, defraud, or deceive any insurance company files a statement of claim containing any false, 
incomplete or misleading information is guilty of a felony of the third degree. 
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Claim Form Addendum:  Fraud Warning and State Versions 
Any person who knowingly, and with intent to injure, defraud, or deceive an insurance company, files a statement of claim containing 
any false, incomplete, or misleading information is guilty of insurance fraud, which is a felony. 

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.  Arkansas 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.  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 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 any 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.  Louisiana 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.  Maine 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 RSA 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.  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.  
Rhode Island 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.  Tennessee 
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.  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.  Virginia 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.  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 include 
imprisonment, fines, and denial of insurance benefits.  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. 
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