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The Physician is responsible for the completion of this form without expense to Guardian. To qualify for this benefit the insured’s life 
expectancy must not exceed _________ months. 
 

Patient Information:   Plan Number: G- 
 
Name of Patient: _____________________________________________________________  Date of Birth: ____________________ 
 
Address: ___________________________________________________________________________________________________ 
  Street      City   State  Zip 
 
History: 

 
1. 

 
Name(s) and address(es) of physician(s) who have treated or are still treating the patient: 

 Physician Name Address: Street City State Zip 
      

      

2. Hospital Name Address: Street City State Zip 
      

      

 
3. 

 
When did patient’s symptoms first appear or accident happen? ___________________________________________________ 

 
4.  

 
Is patient mentally competent? (Does the patient understand the nature of his or her actions and is the patient capable of 
handling his or her own affairs?)        �   Yes       �   No 

Present Condition: 
 
1. 

 
Subjective Symptoms: ___________________________________________________________________________________  

 
2. 

 
Objective Findings: (Xrays, EKG, CAT Scans or other diagnostic tests) _____________________________________________ 
 _____________________________________________________________________________________________________ 
 _____________________________________________________________________________________________________ 

 
3. 

 
Patient is Presently: 

 
� ambulatory 

 
� house-confined 

 
� bed-confined 

 
� hospital-confined 

 
� in nursing home 

 
4. 

 
If patient is presently in a nursing home or hospital, give the name and address of that institution: 
 
 _____________________________________________________________________________________________________ 

Diagnosis - Explain the Condition in Detail: 
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________ 
Dates of Treatment: First Visit: ________________________ Last Visit: ___________________      Next Visit: __________________ 
 

      Frequency of Visits:  � Weekly     � Monthly    � Other: _____________________________________________ 
 

Explain the Nature of the Treatment (Surgery, Chemotherapy, Radiation, etc.) and indicate medication prescribed (Dates and 
Dosages) 
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________ 
GG-011711      (12/17)                                                                                                                                                                                                                  
 (Complete reverse) 

APS for Accelerated Benefit Rider 



 
Prognosis: (How long do you expect the patient to live?)   Additional Comments. 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
Remarks: (Include description if patient’s life expectancy is based on current course of treatment) 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Any person who knowingly and with intent to defraud any insurance company or other person files an application for 
insurance or statements of claim containing any materially, false information, or conceals for purpose of misleading 
information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and may also be 
subject to civil penalties, or denial of insurance benefits.   
 
The laws of New York require the following statement appear:  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. 
 
 
 
 
____________________________________________________________________________      ____________________________ 
Attending Physician’s Name (Please Print)      Degree or Field of Specialty 
 
 
____________________________________________________________________________      ____________________________ 
Address: Street                                                       City                                     State        Zip Telephone Number 
 
 
____________________________________________________________________________      ____________________________ 
Signature          Date 
 
 



Fraud Warning Statements 

The laws of several states require the following statements to appear on the claim form: 

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, 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. 

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. 

Connecticut, Iowa, Nebraska and Oregon: Any person who knowingly, and with intent to defraud any insurance company or 
other person, files an application of insurance or statement of claim containing any materially false information or conceals, 
for the purpose of misleading, information concerning any fact material thereto, may be guilty of a fraudulent insurance act, 
which may be a crime, and may also be subject to civil penalties. 

Delaware, Indiana and Oklahoma: WARNING: Any person who knowingly, and with the 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. 

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. 

Kansas: Any person who knowingly, and with intent to defraud any insurance company or other person, files an application of 
insurance or statement of claim containing any materially false information or conceals, for the purpose of misleading, 
information concerning any fact material thereto, may be guilty of insurance fraud as determined by a court of law. 

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 and Texas: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit is guilty 
of a crime and may be subject to fines and confinements in state prison. 



 
New Mexico: Any person who knowingly presents a false or fraudulent claim for payment or 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 or denial of insurance benefits. 
 
Maine, Tennessee and 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 may include imprisonment, fines or a denial of 
insurance benefit. 
 
Maryland: Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or 
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 N.H. Rev. Stat. Ann. § 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 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/she 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. 
 
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. 
 
Rhode Island: Any person who knowingly and willfully presents a false or fraudulent claim for payment of a loss or benefit or 
knowingly and willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines 
and confinement in prison. 
 
Vermont: It is a crime for any person knowingly to provide material false, incomplete, or misleading information to an 
insurance company for the purpose of defrauding the company, for any person knowingly to provide material false, 
incomplete, or misleading information concerning the sale of insurance or the status of an insurer, or for any person to 
misappropriate the funds of an insured or an applicant for insurance. Penalties include imprisonment, fines, and denial of 
insurance benefits. 
 
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. 
 
 
 
 
 
 
 
 
 
 
 
 
GG-016187 (9/19) 


	Life_Expectancy_Months: 
	Plan_Number: 
	Patient_Name: 
	Date_of_Birth: 
	Patient_Address_Street: 
	Physician_1_Name: 
	Physician_1_Street: 
	Physician_1_City: 
	Physician_1_State: 
	Physician_1_Zip: 
	Physician_2_Name: 
	Physician_2_Street: 
	Physician_2_City: 
	Physician_2_State: 
	Physician_2_Zip: 
	Hospital_1_Name: 
	Hospital_1_Street: 
	Hospital_1_City: 
	Hospital_1_State: 
	Hospital_1_Zip: 
	Hospital_2_Name: 
	Hospital_2_Street: 
	Hospital_2_City: 
	Hospital_2_State: 
	Hospital_2_Zip: 
	Symptoms_First_Appeared: 
	Mentally_Competent_Yes: Off
	Mentally_Competent_No: Off
	Subjective_Symptoms: 
	Objective_Findings: 
	Objective_Findings_Continued: 
	Patient_Status_Ambulatory: Off
	Patient_Status_House_Confined: Off
	Patient_Status_Bed_Confined: Off
	Patient_Status_Hospital_Confined: Off
	Patient_Status_Nursing_Home: Off
	Institution_Name_Address: 
	Diagnosis_Detail: 
	First_Visit: 
	Last_Visit: 
	Next_Visit: 
	Visit_Frequency_Weekly: Off
	Visit_Frequency_Monthly: Off
	Visit_Frequency_Other: Off
	Visit_Frequency_Other_Text: 
	Treatment_Nature_Medications: 
	Prognosis_Additional_Comments: 
	Remarks: 
	Physician_Name_Print: 
	Degree_Specialty: 
	Physician_Address_Street: 
	Physician_City: 
	Physician_State: 
	Physician_Zip: 
	Telephone_Number: 
	Physician_Signature: 
	Signature_Date: 


