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STATEMENT OF INSURED To be completed by Employee 

Name: (last, first, middle initial) Date of Birth:  / / 

Social Security Number: / / Account Number: 

Mailing Address: (P.O. Box or street, city and zip code) 

Telephone Number (including area code): Email Address: 

Employer Name: 

For whom do you make this request (check one): 
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STATEMENT OF ATTENDING PHYSICIAN Continued 

PERMANENT PARALYSIS DUE TO A COVERED ACCIDENT 
Has the patient experienced permanent paralysis due to injuries to the spinal cord resulting in paraplegia or quadriplegia persisting for a period 
of 90 consecutive days or more? r Yes r No 

Is paralysis expected to be permanent in nature? r Yes r No 

Date patient first diagnosed with permanent paralysis: / / 

What event resulted in paralysis: 

Date patient first treated for signs or symptoms of this condition: / / 

PHYSICIAN INFORMATION 
Attending Physician’s Name & Title: (print) Specialty: 

Phone: Fax: 

Mailing Address: (P.O. Box or Street, City, State and Zip Code) 

Form completed by (name and title): Signature: 

Date: / / 

SECTION 4 – 
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