GROUP LIFE AND/OR ACCIDENTAL DEATH CLAIM FORM

The Benefits Center
P.O. Box 100158, Columbia, SC 29202-3158

Toli-free: 1-800-445-0402 Fax: 1-800-447-2488
Call toll-free Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time).

For use with policies issued by the following Unum Group [“Unum®] subsidiaries:

Unum Life Insurance Company of America  Provident Life and Accident insurance Company
The Paul Revere Life Insurance Gompany

CUR COMMITMENT

During this difficult time, we are commiited 1o providing responsive, compassionate service,

INSTRUCTIONS

Wheo is responsible for completing this form?

Empleoyer Statement {pages 4-7): This section of the form should ba completed by the employer who shouid fax it to
1-800-447-2498 or mail it to the address noted above. The following information should also be provided:

- Acopy of the death certificate {a photocopy or fax is acceptable);
- The original enrollment form and any other enroliment forms indisating any change in coverage; and
- The most recent beneficiary designation form.

Agcidental Death Statement (pages 8-10}: If the claim is related to an accidental deaih, this section of the form should be
completed by the employee or beneficiary. The complated form should be faxed to 1-800-447-2498 or maziled to the address noted

above.

Substitute W-9 Form (page 11): This form should be completed, signed and dated by the beneficiary. [f there are multiple
beneficiaries, each beneficiary should complete, sign and date a form. The completed form(s) should be faxed to 1-800-447-2498

or mailed to the address noted above.

Authorization {last page): This form should be signed and dated by the employee or beneficiary and faxed to 1-800-447-2488 or

mailed {o the address noted above.

Questions?

[f you have gquestions about the claim process or need help to complete this form, please call the abave toll-free number. Qur Contact

Center professionals are available from 8 a.m. to 8 p.m. Eastern Time Monday through Friday.
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GROUP LIFE AND/OR ACCIDENTAL DEATH CLAIM FORM

The Benefits Center

R.C. Box 100158, Columbia, SC 29202-3158

Toll-free: 1-800-445-0402 Fax: 1-800-447-2498

Call toll-iree Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time).

UNuU:

] Instructions {continued) f Claim Fraud Statements

Fraud Warning
For your protection, the [aws of several states, including Alaska, Arizona, Arkansas, Delaware, |daho,
Indiana, Louisiana, Maine, Maryland, New Mexico, Ohio, Oklahoma, Rhode Island, Tennessee, Texas,
Virginia, Washington and West Virginia, require the following statement to appear on this claim form:

Any person who knowingly and with the intent to injure, defraud or deceive an insurance company 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 prisen.

Fraud Waming for Alabama Residents
For your protection, Alabama law requires the following to appear on this claim form:
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.

Fraud Waming for California Residents
For your protection, California law requires the following to appear on this claim form:
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.

Fraud Warning for Colorado Residents

For your profection, Colorado law requires the following to appear on this claim form:
it is untawful to knowingly provide false, incomplete, or misleading facts or infermation 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 {o a settlement or award payable from insurance proceeds shall be reported to the Colorado Division of
Insurance within the Department of Regulatory Agencies.

Fraud Waming for District of Columbia Residents
For your protection, the District of Columbia requires the following to appear on this claim farm:
WARNING: Itis a crime to provide false or misieading information fo 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.

Fraud Warning for Florida Residents
For your pretection, Florida law requires the following to appear on this claim form:
Any person who knowingly and with intent to injure, defraud or deceive any insurer, files a statement of claim or an application
containing false, incomplete or misleading information is guilty of a felony of the third degree.

Fraud Warning for Kentucky Residents
For your protection, Kentucky law requires the following to appear on this claim form:
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 instrance act, which is a crime.

Fraud Warning for Minnesota Residenis
For your protection, Minnesocta law requires the following io appear on this claim form:
A person who fites a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.
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GROUP LIFE AND/OR ACCIDENTAL DEATH CLAIM FORM

The Benefits Center

P.C. Box 100158, Columbia, 8C 29202-3158

Toll-free: 1-800-445-0402 Fax: 1-800-447-2498

Call toll-free Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time).

[ Instructions {continued) / Claim Fraud Statements

Fraud Waming for New Hampshire Residenis

For your protecfion, New Hampshire law requires the following to appear on this claim form:
Any persaon 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.

Fraud Waming for New Jersey Residents
For your protection, New Jersey law requires the following to appear on this claim form:

Any person who knowingly and with intent to defraud any insurance company or other persons, files a statement of claim
containing any materfally false information, or conceals for the purpose of misleading, information concerning any fact, material
thereto, commits a fraudulent insurance act, which is a ¢rime, subject to criminal prosecution and civit penalties.

Fraud Warning for New York Residents
For your protection, New York law requires the following to appear on this claim form:
Any person who knowingly and with the 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 velue of the claim for each such violation.

Fraud Warning for Pennsylvania Residents
For your protection, Pennsylvania faw requires the following fo appear on this claim form:
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.

Fraud Waming for Puerto Rico Residents

For your protection, Puerto Rico law requires the foliowing to appear on this claim form:
Any person who knowingly and with the intention of defrauding presents false information in an insurance application, or presents,
helps, or causes the presentafion of a frauduient claim for the payment of a loss or any ofher 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 viclation with the
penalty of 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 imprisoniment for three (3) years, or both penalties. If aggravating circumstances are present, the penaity 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.
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The Benefits Center
P.C. Box 100158, Columbia, SC 29202-3158

GROUP LIFE AND/OR ACCIDENTAL DEATH CLAIM FORM

Toli-free: 1-800-445-0402 Fax; 1-800-447-2498
Call toll-free Monday through Friday, 8 2.m. to 8 p.m. (Eastern Time).

EMPLOYER STATEMENT - To be completed by the Employer (PLEASE PRINT)

A. Information About the Type of Claim - Please check all that apply and provide the policy and division numbers.

Type of Coverage Being Claimed Type of Claim Subimited Policy Humber Division Number
1 Life Insurance Bl Employee Death

0 Dependent Death
O Accidental Death & Dismemberment [0 Employee Death

O Dependent Death
Is this elaim aiso being submitied for Accidenta! Death & Dismemberment? T Yes {1 No
B. Infermation About the Employer
Employer Name
L VLT PP T P I P I T I I T I I TITITT]
Employer Street Address
ENEEEEEEEEEEEEEEEEEEENENEEEEEEEEEn
City State Zip

i |

HEEEEN

Subsidiary/Affiliate/Branch Name

Subsidiary Effective Date {mm/dd/yy)

HEEEEEREN NN

([T TTT T ITIIT I T

C. Information About the Employee — The term “employee” refers to employees, members and/or retirees.

Employee Narme (Last Name, Suffix, First Name, M)
LTI TP T LTI T I I I TT T I T T ] S

O Male [ Female
Emp! oyeel Strelet Address | I ' I [
ST T I L L E O B o T
Date of Birth (mm/ddiyy Social Securify Number [I I I | 1 Criginal Date of Hire (mm/ddfyy} Date of Death (mm/dd/yy)
Home Telephone Number Celiular Telephone Number
Date Employee Entered Eligible Class (mmiddiyy): Termination & Rehire Dates (mm/ddfyy): Acquisition Date (mm/dd/yy):

Terminatior:

Rehire:

1 this employee is or has been known by another name(s) {such as a nickname, maiden name, etc.), please provide the name(s).

Employment Stalus: O Fulltime [ Part-ime LI Retired O Exempt Hours Warked Per Weele: [1f eligibility is not based on hours worked, please

Ll Bargaining O Mon-Bargaining 0O Union [ Non-Union 3 Mon-Exempt

describe:

Salary/Rate of Pay: 0 Hourly [ Salary 0O Commission [ Men-Carnrmission | Job Title/Class:

Amount: $ 0 Weekly O Bi-Weekly 0 Semi-menthly
Please provide the following salary verificationfdocumentation. This information is necessary o accurately determine the amount of the life insurance beneit,
if the definition of annual earnings is: Then provide, as stated in your policy:
W2 A copy of the prior year W-2 and ihe last payroll statement for the same year
Salary with comrmissions andfor bonus «  Payroll records
+ Documentation of commissions and/or honuses

Last Date Physically at Work {mm/ddiyy}; Reason for Stopping Work:

Is the employee recelving any company sponsored retirement benefits? 1 Yes [0 No

If yes, whepn did the employee retire (mm/ddiyy)?

If yes, please describe the retirement benefits:

CL-1091 (04/18) 4



GROUP LIFE ANDIOR ACCIDENTAL DEATH CLAIM FORM

The Benefits Center

P.O. Box 100158, Columbia, SC 29202-3158

Toli-free: 1-800-445-0402 Fax: 1-800-447-2498

Call toll-free Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time).

| EMPLOYER STATEMENT (Continued) |

Employee Name (Last Name, Suffix, Fitst Name, MI} Date of Birth (mm/ddAyy)

Amount of insurance Basic Effective Date of Coverage Supplemental Effective Date of Coverage
(mm/ddiyy} {mm/dd/fyy)

Life Insurance 3 k]

Accidenial Death and Dismemberment 8 &

Changes fo the Amount of insurance Amount of last change Date of last change (mmidd/yy)

Basic Life $ O Increase [ Decrease

Supplements| Life $ B8 Increase [ Decrease,

Basic Accidental Death and Dismemberment ] J Ingrease O Decrease

Supplemental Accidenial Death and Dismemberment $ [ Increase O Decrease

Date the premium payment was paid through for this employee {mmfdd/yy): Was this employee terminated? 0 Yes [J No
If yes, termination date {mm/dd/yy):

The Accidental Death and Dismemberment policy may provide an education benefit. Does the deceased have any unmartied dependent children currently at the
12th grade level or who are enrolled in an instiiufion of higher learning beyond the 12th grade? 0O Yes O No If yes, please provide the following information
for each child:

Name; Age;
Name; Age:
Name: Age:

D. Information About the Dependent — Please complete this section if the claim is for the death of the employee’s dependent.
Dependent Name {Last Name, Suffix, First Name, M)

IR RN

Relationship to Employee Bependent Dale of Birth (mm/dd/yy) Dependent Date of Death (mm/ddivy)
0 Spouse 0O Civil Union Partner [ Domestic Partner {J Child I ‘ | | l l | l l | l I ! I ! | ]
Pependent Social Security Number Dependent Gender Bependent Effective Date of Coverage immiddiyy)

LD JE LR mmeoreme T[T ]

Amount of Insurance Basic Effective Dale of Coverage Suppiemental Effective Date of Coverage
(mmiddiyy) {mmiddiyy}

Life Insurance 3 5

Accidental Death and Dismemberment 5 $

Changes to the Amount of Dependent Insurance  Amount of last change Date of last change {mm/ddiyy)

Basic Life 8 O Iretease O Decrease

Supplemental Life 8 O Increase 1 Decrease

Basic Accidental Death and Dismemberment $ O Increase O Decrease

Supplemental Accidental Death and Dismemberment $ O Increase 0O Dacrease

Date the premium was paid through for this dependent (mm/ddfyy): 'ga\s(the T:ll-n];joyee in active employment at the time of the dependent’s death?

(13 o
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e ©® @ GROUP LIFE AND/OR ACCIDENTAL DEATH CLAIM FORM
Unu R The Benefits Center
: P.O. Box 100158, Columbia, SC 28202-3158
Toll-free: 1-800-445-0402 Fax: 1-800-447-2498
Call toll-free Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time).

| EMPLOYER STATEMENT (Continued) |
Employee Name {Last Name, Suffix, First Name, M) Date of Birth (mmfddAyy)

ENEENENEEEEEEEEEEEEREEEEEEEEnIEEIEN

E. Information About the Employee’s Beneficiary(ies) - If the claim is for the death of the employee, please complete this
section. }f there are more than three, please provide the following information for each additional beneficiary on a separate sheet
of paper and include it with this form. The first beneficiary listed will receive the Life Planning Resources, if the services are
provided by this policy.

Name, Address & Telephone Number Refationship Social Security Date of | Percentage
Number Birth

Name

Street

City, Stale, Zip Telephene #

Name

Street

City, State Zip Telephone #

Name

Street

Clty, State, Zip Telephone #

Total Must
Equal 100%

A capy of the most recent beneficiary designation form is enclosed. 1 Yes 0 No  [f no, pleass explain:

F. nformation About Minor Beneficiary — [f any of the above beneficiaries are minor children, please complete this
section, If there is more than one, please provide the following information for each additional minor beneficiary on a separate
sheet of paper and include it with this form.

Name of Minor Child (Last Name, Suffix, First Name, MD):

Adult Representative of Minor Child {Last Name, Suffix, First Name, Mi):

Mailing Address of Adult Representative:

City: State: Zip: Telephone Number of Adult Representative;

G. Information About Payment — Advise the beneficiary that if the claim is approved the benefit will be paid by check i it is [ess
than $10,000. The benefit will be paid through a Unum Retained Asset Account if it is $10,000 or more and the group policy calls
for this method of payment. If the group policy does not call for this method of payment, the benefit will be paid by check. The
beneficiary may request the benefit be paid by check regardless of the amount of the benefit by contaciing The Benefits Center at
the telephone number listed on this form. More information about the Unum Retained Asset Account ¢an be found in section H.

CL-1081 (04/18) 6



e ¢ e GROUP LIFE AND/OR ACCIDENTAL DEATH CLAIM FORM
®  The Benefits Center

P.O. Box 100158, Columbia, SC 29202-3158

Toll-free: 1-800-445-0402 Fax: 1-800-447-2498

Call toll-free Monday through Friday, 8 a.m. to 8 p.in. (Eastern Time),

| EMPLOYER STATEMENT (Continued) |
Employee Name (Last Name, Suffix, First Name, MI) Date of Birth (movddiry)

G LTI I T I T I

H. Information About Unum Retained Asset Accounts — By placing the funds in a Unum Retained Asset Account the
beneficiary will have the time needed to decide how fo best manage the insurance proceeds so as not to put histher investment
decisions at risk. Here's how it works:

When the claim is approved, a personalized book of bank drafis and an opening account statement will be mailed to the
baneficiary.

He/She will have unlimited access to the balance in the account,
The entire account balance can be accessed by the use of one draft.
Drafts can be written for a minimum of $250 up to the full account balance at any time. There is no limit on the number of
withdrawals that can be made from the account.
No charges will be made to the Unum Retained Asset Account for writing drafts or ordering a new supply of drafts.
The following charges will be made fo the Unum Retained Asset Account for any request for:
? A copy of a draft or statement ($5);
° Astop payment of a draft (§15);
o l?siroa)ﬁ retg:rned as unpaid, requests for addifional statements, and requests for additional copies of IRS Form 1099-INT
jan
© Draft book rush orders ($25).
+ A quarterly statement s provided, detaifing the account balance, interest rate, accrued interest and account transactions for the
statement period.

Funds in the Unum Retained Asset Account are fully guaranteed by Unum Group. The funds are not protected by the FDIC,
but are protected by state Guaraniy Associations. To learn more about the protections provided by these associations, the
beneficlary may contact the National Organization of Life and Health Insurance Guaranty Associations at nolhga.com or 703-
481-5208,

The beneficiary may leave the money in the Unum Retained Asset Account for as long as he/she wishes, [f there is no account
activity or any contact with the beneficiary for two years, we will attempt to contact him/her. If we are unable to contact the ‘
beneficiary, we could be required to surrender the account balance to the state of histhar Jast known residence,
Unum will retain the funds and invest them in its general account for as long as they remain in the Unum Retained Asset Account.
Unum guarantees the account balance and will pay a competitive interest rate regardless of the investment performance of
Unum's general account. Unum may derive income from the total gains received on the investment of the balance of the funds in
the retained asset account.
The interest rate is determined by menitoring rates of interest offered on similar types of accounis (i.e. checking, savings and
money market accounts). Any changes to the interest rate will be disclosed via a quarterly account statement.
The interest earned on the Unum Retained Asset Account may be taxable. The beneficiary should consult a tax adviser, an
investment advisor, or another financial advisor with any questions. For further information, the beneficiary should contact his/her
state insurance department.

FRAUD NOTICE: Any person who knowingly files a statement of claim containing false or misleading infor-
mation is subject to criminal and civilpenalties. This includes Employer portions of the claim form.
l. Information About and Signature of Benefit Administrator {Please Print}

The sbove statements are true and complate to the best of my knowledge and belief.
Name of Person Complefing Form

Title of Person Compteting Form Telephone Number Fax Number

Email Address

Signature Date Signed

X

CL-1081 {04/18) 7



& & @ GROUP LIFE AND/OR ACCIDENTAL DEATH CLAIM FORM
U nu F3%°  The Benefits Center
i G H P.O. Box 100158, Columbia, SC 29202-3158
Toli-free: 1-800-445-0402 Fax: 1-800-447-2498
Calt toll-free Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time),

ACCIDENTAL DEATH STATEMENT (PLEASE PRINT)

To be completed by: « the beneficiary or next of kin, if the claim is related to the accidental death of the employee
= the employee, if the claim is related to the accidental death of a dependent

Please aftach copies of any police and/or emergency medical services reports,

A. information About the Employee

Employee Name (Last Name, Sufiix, First Name, Mi) Date of Birth (mrvddiyy)
Employer Name Employer Telephone Number

HEEENEEEEEEEEEEEEEENEEE NS NN EEEE

B. information About the Deceased
Deceased Name {(Last Name, Suflix, First Name, M1)

HEEEEEEEEEEEEEEEEEEEEEEEEn

Deceased Social Security Number Deceased Date of Binh {(mm/iddiyy) Date of Death {(mm/dd/yy)

HNEEN NN HE NN L]

Relationship to the Employee O Self G Spouse O Civit Union Partner [1 Domestic Partner [ Chitd

C. Information About the Accident
Dzte of the accident (mmfdd/yy): Time of the accident:

Where did the accident happen?

Describe how the aecident happened.

D. Information About the Responding Authorities

Names of Public Agencies (Fire Dept., Police Dapt., EMS, elc.) Telephone Number
Qther: Name/Title Telephona Number
Other: Name/Title Telephone Number
Qther: Name/Title Telephone Nurmber
Cther: Name/Title Telephane Number

CL-1091 (04/18) 8



GROUP LIFE AND/OR ACCIDENTAL DEATH CLAIM FORM

The Benefits Center

P.O. Box 100158, Columbia, SC 22202-3158

Toll-free: 1-800-445-0402 Fax: 1-800-447-2498

Call toll-free Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time).

| ACCIDENTAL DEATH STATEMENT (Continued) |
Eniployee Name (Last Name, Sufiix, First Name, MI} Cate of Birth (mm/fddsyy

CLLLLTOC T LT T T T ) L) L

E. Information About Physicians/Hospitals

Please provideihe foliowing information about all the physicians/hospitals who attended the deceased for injuries sustained in this accident. If there were more
than three, please share the following information for each additional physician/hospital on a separate sheet of paper and include it with this form,

Physician/Hospital Name Mailing Address Telephone Number

F. Information About Previous Medical Conditions

Please provide the following information about all physicians who treated the deceased for any medical condition in the last five years. [f there were more tharn five,
please share the following information for each additional physician on a separate sheet of paper and include it with this form.

Physician Name, Specialty, Address and Telephone Number ledical Condition Treated

CL-1081 (04/18) g



GROUP LIFE AND/OR ACCIDENTAL DEATH CLAIM FORM

The Benefits Center

F.O. Box 100158, Columbia, SC 29202-3158

Toll-free: 1-800-445.0402 Fax: 1-800-447-2498

Call toll-free Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time).

| ACCIDENTAL DEATH STATEMENT {Continued) l
Employee Name {Last Name, Suffix, First Name, Mi) Date of Birth (mm/ddAvy)

IR EEEEEEEEEEN NN EEIEEIEE

Fraud Warning: For your protection, Arizona law requires the following o appear on this claim form:

Any person who knowingly and with the intent to injure, defraud or deceive an insurance company 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.

Fraud Warning: For your protection, New York law requires the following to appear on this claim form:

Any person who knowingly and with the intent to defraud any insurance company or other person files an applica-
tion 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.

G. Signature
The above statements are frue and complete to the best of my knowledge and belief.

Language Preference: 0O English [ Spanish

Print Name Telephane Number
Signature Date Signed

CL-1081 (04118) 10



: -
o W=9
{Rev, November 2017)

Depanment of the Treasury
Internat Revenue Sewvice

Request for Taxpayer
Identification Number and Certification

» Gio to www.irs.gov/FormWS for instrustions and the Tatest information.

Give Form to the
requester. Do not
send to the RS,

1 Name {as shown on your income tax return), Name is required on ghis line; do not leav this line blank.

2 Business name/disregardad entity name, if different from above

following seven boxes.

[ individuatisole proprietar or Oc Corporaticn

single-member LI.C

Print or type.

[[J other {s2e instrustions) »

Os Corporation

3 Check appropriate box for federal tax classilication of the person whose name is entered en ling 1. Chack only one of the

[ vimited liability company. Enter the tax classifization {C=C corparation, $=5 corporation, P=Parinership)»
Nota: Check the appropriate box in the fine above: for the tax ¢lassification of the single-member owner. Do not check
LLC if the LLC is classified as a single-member |1 that is distegardad from the cwner unless the cwnerof the LLG is
another LLC that is not disregarded irom the owner for U.S. federal tax purposes. Otherwise, a single-member L1.G that
is disregarded from the ownar should check the appropriate box for the tax classification of its cwner.

4 Exemptions (codes apply only to
centain entities, not individuals; see
instructions on page 3):

| Partnership 7 Trustiestate

Exempt payee code f any)

Exemption frem FATGA reperting
code {if any)

{ADRIRE 1o accounts maintzned culsiza the US)

& Address {number, strzet, and apt. or suite no.) See instrustions.

See Specific Instructions on page 3.

Requester's name and address (optional}

6 City, state, and ZIF code

7 List account number(s) hare (optional}

Sl Taxpayer Identification Number {TIN)

Enter your TIN in the appropriate box, The TIN provided must match the name given on line 1 to avoid
backup withholding. For individuals, this is generally your social security numbar (SSN). However, for a
resident alien, sole proprietor, or disregarded entity, see the instructions for Part [, fater. For other - -
entities, 1t is your employer identification number (EIN}. If you do not have a number, see How to gel @

TIN, later.

Note: If the account is in more than one name, see the instructions for line 1. Also see What Name and

Nurnber To Give the Requester for guidelines on whose number to enter,

Social security number

Qr
Employar identification number

Certification

Under penalties of perjury, [ certify that:

1. The number shown on this form is my comect faxpayer identification number {or | am waiting for a number to be issued io me); and
2. | am not subject to backup withholding bacause: () [ am exempt from backup withholding, or (B} | have not been notified by the Internal Revenue
Service (IRS) that 1 am subject to backup withholding as a result of a failure 1o report all interest or dividends, or {c} the IRS has notified me that 1 am

na lenger subject to backup withhoiding, and
3. | am a U.8. citizen or other U.S, person (defined balow}; and

4, The FATCA code(s) entered on this form {if any) indicating that | am exempt from FATCA reporting is correct.

Certification instructions. You must cross out ifern 2 above if you have baen nolified by the IRS that you are cumently subject to backup withholding because
yau have failed to repor! all interest and dividends on your tax retum. For real estate transactions, item 2 does not apply. For mortgage interest paid,
acquisition or abandonment of secured property, cancellaticn of debt, contributions to an individual retirement arrangement (IRA}, and generally, payments
other than interest and dividends, you are not required 1o sign the certification, but you must provide your carrect TiN. See the instructions for Part 1), later.

Sign

Signature of
Here

U.S, person»

Date >

General Instructions

Section references are to the Internal Revenue Code unless otherwise
noted,

Future developments, For the latest information about developments
refated to Form W-8 and its instructions, such as legisfation enacled
after they were published, go to www.irs.gov/FormWa.

Purpose of Form

An individual or entity {Form W-2 requester) who is required to file an
information retum with the [RS must obtain your correct taxpayer
identification number (TIN) which may be your social securily number
{SSN), individual taxpayer identification number {ITIN), adoption
taxpayer identification number {ATIN}, or employer identification number
{EIN}, to repoit on an information return the amount paid to you, or other
amount reportable on an infermation return. Examples of information
returns include, but are not limited to, the following.

« Form 1099-INT (interest earmed or paid)

« Form 1098-DIV (dividends, including these fram stocks or mutual
funds}

« Form 1088-MISG (various types of income, piizes, awards, or gross
proceeds)

* Form 1099-B {stock or mutual fund sales and cartain other
transactions by brokers)

« Form 1099-8 {proceeds from real estate transactions)
» Form 1099-K {merchant card and third party network transactions}
» Form 1098 {(home mortgage interest), 1098-E (student loan interest),
1098-T (tuition)
« Form 1089-C {canceled debt)
« Form 1088-A (acquisition or abandenment of secured property)

Use Form W-9 only if you are a LS, person linctuding a resident
alien), to provide your correct TIN,

1t you do not return Form W-8 to the requester with a TIN, you might
be subject lo backup withholding. See What Is backup withholding,
later.

Cat. No. 10231X

gorm W-9 {Rev. 11-2017)
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e @ @ GROUP LIFE AND/OR ACCIDENTAL DEATH CLAIM FORM
UnU P The Benefits Center
P.O. Box 100158, Columbia, SC 20202-3158
Toll-free: 1-800-445-0402 Fax: 1-800-447-2498
Call toll-iree Monday through Friday, 8 a.m. to 8 p.m. (Eastern Time).

Please sign and return this authorization to The Benefits Center at the address above. This
authorization is designed to comply with the Health Insurance Portability and Accountability Act (HIPAA)
Privacy Rule. You are entitled to receive a copy of this authorization.

Authorization - Life or Accidental Death Claim

I authorize the following persons: health care professionals, hospitals, dlinics, laboratories,
pharmacies, emergency medical service agencies, and all other medical or medically related providers,
facilities or services, medical examiner’s offices, coroner’s offices, health plans, insurance companies,
third party administrators, insurance producers, insurance service providers, credit bureaus,
professional licensing bodies, law enforcement agencies, consumer reporting agencies, employers,
attorneys, financial institutions and/or banks, and governmental entities:

To disclose information, whether from before, during or after the date of this authorization, about
the deceased’s health, including HIV, AIDS or other disorders of the immune system, use of drugs or
alcohol, mental or physical history, condition, advice or treatment (except this authorization does

not authorize release of psychotherapy notes), prescription drug history, death, earnings, financial or
credit history, professional licenses, employment history, autopsy reports and findings, laboratory test
resulis and findings, toxicology results, police reports, accident reports, or incident reporis of any kind,
photographs, blood, urine, or other specimens, insurance claims and benefits, and all other claims and
henefits of (print name of deceased) (“Information”);

To Unum Group and its subsidiaries, Unum Life Insurance Company of America, Provident Life and
Accident Insurance Company, The Paul Revere Life Insurance Company, and persons who evaluate
claims for any of those companies ("Unum");

So_that Unum may evaluate and administer the claim(s). For such evaluation and administration of
claims, this authorization is valid for two years, or the duration of the claim, {to include any subsequent
financial management and/or benefit recovery review), whichever is shorter. | understand that once
[nformation is disclosed to Unum, any privacy protections established by HIPAA maP/ not apply to the
Information, but other privacy laws continue fo apply. Unum may then disclose the Information only as
permitted by law, including, state fraud reporting laws, or as authorized by me.

 also authorize Unum to disclose Information to the following persons (for the purpose of
reporting claim status or experience, or so that the recipient may carry out health care operations,
claims payment, administrative, or audit functions related to any benéfit, plan or claim): any employee
benefit plan sponsored by my employer; any person providing services or insurance benefits to (or on
behalf of) my employer, any such plan or claim, or any benefit offered by Unum. Unum will not condition
the payment of insurance benefits on whether | authorize the disclosures described in this paragraph.
For the purpose of these disclosures by Unum, this authorization is valid for one year, or for the length
of time otherwise permitted by law.

If | do not sign this authorization or if | alter or revoke it, except as specified, Unum may not be able to
evaluate my claim(s), which may lead to my claim(s) being denied. | may revoke this authorization at
any time by sending written notice to the address above. | understand that revocation will not apply to
any information that is requested prior to Unum receiving notice of revocation.

Signature of Beneficiary or Personal Representative Date Signed
Printed Name Deceased’s Social Security Number
I signed on behalf of the Beneficiary or Personal Representative as (print

relationship). If Guardian, Conservator, or court-appointed guardian of the minor's property/estate for a
Minor Beneficiary, please attach a copy of the document granting authority.

Unum is a registered trademark and marketing brand of Unum Group and its insuring subsidiaries.

CLA081-AUTH (04/18)



