
 

Instructions: Please complete boxes outlined in RED 
 

Group number: _________________ 

Disability Application Form 

Last Name:     Middle Initial:  First Name: 
Date of Birth: _____/_____/_______  Social Security Number:  
Street Address:       Apt #: 
City:     State:     Zip Code: 
Home Phone Number:     E-mail Address: 
Marital Status:           Single          Married        Divorced          Widowed 
Gender:                Male           Female 
Occupation:       Date of Hire: _____/_____/_______ 
Hours:         Salary: 
Is the applicant currently a smoker?  Yes No 
Has the applicant used any tobacco products in the past 12 months?  Yes No 

A: Personal Information 

Name Printed: 
 
Signature:        Signature Date: ____/____/______ 

B: Acknowledgement of Coverage and Signature 


	group_number: 
	last_name: 
	middle_initial: 
	first_name: 
	born_month: 
	born_day: 
	born_year: 
	employee_ssn: 
	home_street: 
	home_apt: 
	home_city: 
	home_state: 
	home_zip: 
	home_phone: 
	email: 
	marital_status: Off
	gender: Off
	employee_occupation: 
	hired_month: 
	hired_day: 
	hired_year: 
	employee_week_hours: 
	employee_salary_unit: 
	smoker_question: Off
	tobacco_product: Off
	full_name: 
	sign_month: 
	sign_day: 
	sign_year: 


