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 PROOF OF DEATH

 FORMCHECKBOX 
  Personal Insurance                                    FORMCHECKBOX 
  Group Insurance                      part  I (to be completed by the claimant/beneficiary)

	Name of Deceased:


	Date of Birth:
	Policy /certificate No.:



	Address of Deceased:
	Policy Issued To:
	Occupation of Deceased:

	Date of Accident:                  (Month)          (Day)      (Year)
	Hour:

                                       A.M.                                                  P.M.

	Where did the accident happen:

	How did the accident happen:

	What was the deceased doing at the time of the accident:

______________________________________________________________________________________________________________________________________

What injuries were received:

_______________________________________________________________________________________________________________________________________

state names and addresses of all eyewitnesses to accident:



	Name of Hospital:
	Stay in Hospital:

 From:                                   to:

	[image: image1.png]Name and Address of Doctors Attending the Deceased Following the Accident: 

Doctor:                                                                                                                                                Address:                                                                                                                                         

Doctor:                                                                                                                                                Address:                                                                                                                                         

Doctor:                                                                                                                                                Address:                                                                                                                                         

Doctor:                                                                                                                                                Address:                                                                                                                                         

_______________________________________________________________________________________________________________________________________

was this accident reported to the police department:    yes      no if yes, please indicate police dept. name:



	Was Inquest Held?      FORMCHECKBOX 
  Yes    FORMCHECKBOX 
No   If Yes, PLEASE ATTACH CERTIFIED COPY OF VERDICT

_______________________________________________________________________________________________________________________________________was autopsy held?    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No    IF SO, WHO CONDUCTED THE AUTOPSY (NAME AND ADDRESS)



	WHAT WAS THE DECEASED’S BUSINESS OR OCCUPATION AT THE TIME OF THE ACCIDENT?

_______________________________________________________________________________________________________________________________________

employer?



	did Deceased have Any Chronic Disease, Physical Defects or Deformities?    FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No   If Yes, please describe:

	List Other Applicable Health, Accident, or Life Insurance:

Company:                                                                                                         Policy No.:                                                                          Principal Sum:

Company:                                                                                                         Policy No.:                                                                          Principal Sum:

Company:                                                                                                         Policy No.:                                                                          Principal Sum:



	What Amount Are You Claiming:
	Do You Claim As:

 FORMCHECKBOX 
  Beneficiary             FORMCHECKBOX 
  Administrator    FORMCHECKBOX 
  Executor

DATE OF Birth OF BeneficiarY:

	I HEREBY AUTHORIZE ANY HOSPITAL, PHYSICIAN, OR OTHER PERSON TO FURNISH ZURICH NA INSURANCE COMPANY OR ITS REPRESENTATIVE, ANY AND ALL INFORMATION WITH RESPECT TO ANY ILLNESS OR INJURY, MEDICAL HISTORY, CONSULTATION, PRESCRIPTIONS, OR TREATMENT, AND COPIES OF ALL HOSPITAL OR MEDICAL RECORDS REGARDING _____________________________________

DECEASED.  

I hereby authorize Zurich NA Insurance Company or its representative to release the information described above to any expert, investigator, physician, medical practicioner, hospital, medical or medical related facility, insurance company, reinsurer, plan administrator, plan sponsor or employer for the purpose of investigating and/or adjudicating my claim.  A photostatic copy of this authorization shall be considered as effective and valid as the original.

	Signature:
	Date:

	Address:

	Witness:
	Date:

	Address:


STATEMENT OF ATTENDING PHYSICIAN

In relation to the death of ________________________________________, of _____________________________________________________________________
                                                            (name)                                                                (address) 

1. How long has the Insured been your patient?

2. Please give the names of other physicians who have attended this patient, and the dates of their first and last treatments as reported to you

Names:____________________________________________________________ Dates of Treatment:_______________________________________________

            ____________________________________________________________________________________________________________________________
            ____________________________________________________________________________________________________________________________

            ____________________________________________________________________________________________________________________________                       

3.      Date of Death __________________________Month____________________Day____________________Year________________Hour____________________

4.     What was the primary cause of death?_________________________________________________________ natural causes__________, or  accident __________

5.     Date of accident ________________________Month___________________Day_____________________Year_______________Hour_____________________

6.     On what date did you first attend deceased for the above condition?         Month_______________ Day__________________Year_________________________

7.     Describe his/her condition at that time? __________________________________________________________________________________________________

8.    Between what dates did you treat deceased?           From________________________To_________________________________________________________

9.   How did the accident occur? _________________________________________________________________________________________________________

10. What was the precise nature and extent of injuries? (Describe fully all visible evidence)___________________________________________________________

11.    What was the secondary or contributory cause of death?_____________________________________________________________________________________

12.   Did any disease cause, other than the injury referred to, operate as a complication, or contribute to produce death?_______________________________________

If so, what?_________________________________________________________________________________________________________________________

13. Was an alcohol and/or drug screen performed?       No___________________Yes_______________________________

14.  Was the Insured confined in a hsopital?                  No___________________Yes_______________________________

                                                                    From:____________________________To________________________________          

________________________________________________________________________________  _____________________________________________________

Attending Physician Signature                                                                                                                    Date

_______________________________________________________________________________________________________________________________________

Street    

_______________________________________________________________________________________________________________________________________                         

City, state, zip code

_______________________________________________________________________________________________________________________________________

Telephone Number

	Name of Deceased:
	Date of Birth:
	Policy No.:

	Date of Employment:
	Date Policyholder Last Worked:
	Date of Return to Work:
	Effective Date of Policyholder’s Insurance:

	class of insurance coverage:

Date To Which premium is paid:

salary of employee at time of death:

________________________________________________________________________________________________________________________

this is to certify that the above information is correct and that the named Policyholder or dependent is insured under the terms of the above  Policy, and that such insurance was in force on the date  disability commenced.



	Dated:
	Employee or Organization:
	By


(TO BE COMPLETED BY THE GROUP POLICYHOLDER)

Instructions for Completing Proofs of Death

Proof of Death will consist of the following statements:

1. A Claimant’s Statement must be executed before a witness by the person or person to whom the insurance is Payable.  In connection with such statement the following should be observed:

a) If there is more than one beneficiary, all may join in one statement, or a separate blank will be furnished for each if desired.

b) If the policy is payable to the estate or to the executors or administrators of the Insured, the statement is to be  executed by the executor of administrator, a certificate of whose appointment and qualification must be furnished.

c) If the Policy is Payable to a minor or a mentally incompetent person, the statement is to be executed by the Legally Appointed Guardian, a certificate of whose appointment and qualification must be furnished.

d) If the Policy has been assigned absolutely both in form and in fact, the statement is to be completed by the assignee.  If collaterally assigned, the statement should be completed by both the designated beneficiary and the assignee, and a statement agreed to by both parties should be furnished showing the extent of the assignee’s interest in the Policy.

e) If any beneficiary in the Policy, or the assignee, is deceased, a certificate of death of such person must be furnished.

2. This form must be accompanied by a certified copy of the Certificate of Death, Coroner’s Report and applicable police or highway patrol reports (if reports are not available, we will obtain on your behalf).  If available, attach newspaper clippings.
3. A duly certified copy of the verdict must be included if an inquest was held.

4.     a copy of the summary plan description (spd) and all applicable plan documents must be submitted by the policyholder 
        at the time of loss.

The issuance of this form is not an admission of the existence of any insurance or the validity of any claim and is without prejudice to the Company’s legal rights.
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