CSO PO. Box 34350 - Gmaha, NE 68134 0356 SIDE 1
! 1-800-826-8587 - Fax 1-888-748-3033 ) When faxing forms] pleage
Central States Health & Life Co. of Omahsg follow up with priginals by mail.
WARNING: Any parson who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime.

REPORT OF DISABILITY

The furnishing of this form is neither an admission of coverage or lability by the Company nor a waiver of ony righty or defenses.
INSTRUCTIONS: atter you have been continuously disabled bevond your requived waiting period the following steps should be followed:
Gy Have physician wheo first treated you for this condilion compiste Part IV on Side 2

Return the sompleted Report in the enclosed envelope.

b We suggest wou keep in contact with vour Lending Institution and make sure your account

(3} Lending Instiiution eomplete Pasi T below.

21 This Report wifl be returned if account number is not provided.
(3} niiew of Lending hstitulien complelion sttach a copy of payment coupei.

{41 You compleie Part 11 below. FeINAing CUrrent,
{5) Have yow Employer compiete Part 111 below (S When faxing vour claim form. please follow up with on original by wail,
PARTI CREDITOR’S STATEMENT
NAME OF INSURED CERTIFICATE NO. AGENT NO.
Stacy D. Orchard 20-053-919 1195402
Initial amonnt of fife insurance 33 , 053.11 Mo Beneft 8 96418  FleciveDae: 12/06/07  Teml1M 22 D
Tias Linstired ad a previous loan wiih T80 insurance Coverage? Kives [nNe CERTIFICATENG _ 20-053=376_ .

NAME OF LENDING INSTITUTION
First State Bank Socuthwest
ADNDRESS OF LENDING INSTITUTION
202 2nd Ave. SE, PO Box 68/ ciy Pipgstone stac MN zip26164
LOAN/ACCOUNT NUMBER MUST BE COMPLE
Date _1=23-08 . _ Signed Phone ( 50F _825~0055

PART 11 “ /INSURED’S STATEMENT

Insured’™s Full Name M F:  Date of Bisth Ocoupation/Drutics Name & Address of Emplover
Niu Day Yeur
4 i ; - - i ? 1 a4 . & 3.
Hraew, Dianne. Orohacd Y &1 (70 [@ssembiy Crie of P pasiere
Om wha;f}atc did the [};t symptoms of this sickness appeavor date of acoident? | What sickness or injury was sutfered? If injury, describe accidant,
- ¥ % s , .

Date: DYOM, JOT L 00T A depression [Anviety [Hospitg Yzed
Drate first unable fo work entirely because of present disability. Have vou becn able to rétusn te work in an\ Lapaun“ E]\m [Ne
Date: (){Q‘ o i3] . If yes. list dates vou were able fo do some work | ~ 33 —~{ i hrs
List names of primary physician and other physician(s) whe have treated you within the kast 3 years. Attach additional sheet if necessary.

. \ ADDRESS(ES): PHONE NO. DATE(S} OF TREATMENT:
I Primary Physictan: _f ", C{ﬁeﬂ -, e 11_/ {x_ S K™ -STC0 NV, DEeP . TEAN

[ Physician treating disability: O, Ve e (hester- fclema  405-323 op3e  Dee, Jan

AUTHORIZATION TO OBTAIN INFORMATION
UNLESS ALL STATEMENTS ARE COMPLETER FURFHER PAYMENT MAY BE DELAYED.

TEIS AUTHORIZATION DOES NOT INCLUDE ANY INFORMATION DETERMINING THE PRESENCE OF A BLOGDBORNE PATHOGEN, HUMAN IMMUNODEFICIENCY VIRUS (HIV) OR HEPA-
TITIS B{HBYO )R( {1 IRUS, OBTAINED FROM TEST RESULTS ADMINISTERED TO A CRIMINAL OFFENDER OR A CRIME VICTIM AS A RESULT OF A CRIME THAT Wa3 REPORTED TO THE
’ THCES OF EMERGENCY MEDICAL BERVICES PERSONNEL AT A HOSPITAL OR MEDRICAL CARE FACILITY. OR TO AN BRGENCY MEDICAL
ERFORMING EMERGENCY MEDICAL SERVICES. THE TERM "BLOODBORNE FATHOGENS™ MEANS PATIHOGE MICROORGANISMS
SE DISEASE IN HUMANS. THESE PATHOGENS INCLUDE. BUT ARE NOT (AMITED TO,HEPATITIS B VIRUS {HBV), TITIS CVIRUS (HTV),
THE TERM "EMERGENCY MEDICAL SERVICES FERSON™ ME : AN INDIVIDUAL EMPLOYED OR RECEIVING COMPENSATION TO
SERVICES SUCH AS A TIREFIGHTER, PARAMEDRIC. EMERGENCY MEDICAL TECHNICIAN, LICENSED NURSE, RESCUE SQUAD PERSON.C
LUNTEER OF AN AMBULANCE SERVICE, OR A MEMBER OF AN QRGANIZED FIRST RESPONDER SQLIAD FORMALLY RECOG!
'IDES ()UT-OF—HOSFITAL EMERGENCY MEDICAL SERVICES DURING THE PERFCBRMANCE OF THE INDIVIDUAL™S DUTIES; -

HOWASTESTED AS ARE
T IN HOMAN BLOOD AND (A

SERYITES PERSQ
THAT ARE PR
AND HUMA ?
PROVIDE OUT-OF-HOSPITAL EME
OTHER INDIVIDUAL WHO SERVES AS AN EMPLOYEEOR ¥
BY & POLITECAL SUBDIVISION IN THE STATE, WHO P
N DT\r ]DLAL EMPL(‘\ ED AS \LlC‘E\bED PD\CF OTH("L

SF AN EMERGENCY OR WHILE AN INJURED PERSON [$ BEING
HAVE EXPERIENCED A SIGNIFICANT EXPOSURE TO A SOURCE
CT LIRELY TO TRANSMIT A BLOODRORNE PATHOGEN,
AT THE TIME AN EVALUATION TAKES PLACE. THAT

I‘RANSPORTED TU RECE[\ E MEDiC LCARE
INDIVIDUAL WHILE 1N THE PROCESS OF EXE
IN A MANNER SGPPORTED BY THE MOST CURRENT GUEDELE?\ 5 A;\ED RECOMME -\TIO
INCLUDES: {13 PERCUTANEOUS INJURY, CONTACT OF MUCOUS MEMBRANE OR NOXN INT kll\? OR I’R()LONGED CONTACTOF INTACT 5K CONTACT, INA MANNER THAT MAY
TRANSMIT A BLOGDBORNE PATHOGEN. WITH BLOOD, TISSUE, OR POTENTIALLY INFECT! BODY FLUIDS. THE TERM “SOURCE INDIVID INDIVIDU AL, LIVING OR DEAD,
WIHOSE BLOCD. TISSULE, OR POTENTIALLY INTECTIOUS BODY FLUIDS MAY BE A SOURCE OF BLOODBORNE PATHOGEN EXPOSURE TO AN EMERGENCY MEDICAL SERVICES PERSCGN,
EXAMPLES INCiL,UDE, BUT ARE NOT LIMITED 04 VICTIM OF AN ACCIDENT, INIURY, OR ILLNESS OR A DECEASED PERSON.

| HEREBY AUTRHORIZE ANY PHYSICIAN OR PRACTITIONER OF THE HEALING ARTS WHO HaS EXAMINED OR TREATED ME. AND ALL HOSPITALS, CLINICS OR MEDICALLY RELATED
FACILITIES, I 'L'R.\\' E (‘O\ﬂ’ \NIEQ HE ALTH vl \INT"N L ()RG ANIZ i%TIC»\IS ATDK‘AL WFOR\J \Th X i CALYOR OTHER ORGA-
" TO FLTRNISH TO THE CENTRALSTATES HEALTH
R L()P‘I AN‘; Sl f(_h I’\IFORM*\ FIOI\ I DERS TAND THAT THE CENTRAL STATES HEALTH & LIFE
CLOFOMAHA MAY DISCLOSETHE 3 i » AU, OR REINSURERS, OR AGENTS LOYEES AND OTHERS WHO HAYE A LEGITIMATE BUSINESS
TNTEREST TN OBTAINING THE INFORMATE ‘.‘()NNECTION WITHU ERW’RTF}NG OR CLAIMS PROCESSING WITH THE COMPANTY.

SUCH RELEASE MAY INCLUDE INFORMATION WHITUH MAY BE CONSIDERED A COMAMUNICABLE OR VENEREAL INSEASE WHICH MAY INCLUDE. BUT ARE NOT LIMITED TO
BISEASES SECH AS HEPATITIS, SYPHILLS, CONORRHEA, ACQUIRED IMMUNE DEFECIENCY SYNDROME (AIDS), AIDS RELATED COMPLEX {ARC) AND BIV INFECTION EXCEPT A8
RESTRICTED ABOVE. THE INFORMATION AUTHORIZED FOR RELEASE MAY INCLUDE RECORDS INVOLVING PSYCHIATRIC. DRUG ABUSE, AND/OR ALCOHOLISM.

A COPY OF THIS AUTHORIZATION, OR THE ORIGINAL, SHALL BE VALID FORTHE DURATION OF THE CLAIM FROM THE DATE SIGNEDR.  ACKNOWLEDRDGE THATI HAVE A RIGHT TO A COFY
OFTHIS AUTHORIZATION U FOI\ REQUEST.

Date ,! - ,.QL—,J—O? Insured’s Signature X Z;A}’ML‘ (,r') M}’ﬁ ,(/-f[

LIFE CO. L)P:‘MAH»’X (OP H‘b PEW{E‘

Phone Number &.; a-04]3 Q : Soctal Security Number &7 W, ~3¢, -4/ T§
Street Address  [}O & &3 Iq ve Sk City and Slatc P\ j’lﬁé’hﬁi’\j_ N (\"f"\ Zip Code ‘5(;(& af

Form 87 13th Rev. MN 1204




PART I} EMPLOYER’S STATEMENT SIDE 2

EMPLOYER NANIE On what dale did emploves resume anyv part of his/her work. supervisory

When did emplovee Bt coase o stop work ontirely? or otherwise?

Date: e Liate: e e e e

List job duties of emplovee ococupation Classilicntion: Light Medium Heavy

Was iajury or disease covered undsr Workmen's Compensation?
D No D‘uf\

I ves. when was injury? - . Hire Date

Did emploves work [ full or [ Ipart iime  at the onsst of disabilily”

Name and address of Workmen's Compensation carrier: I part time. how many hours a week

Docs your company allow Hte duty?

Date - Sianed

Company Name and Authctized Signature tPlanci

{Street and Nog [y or Tow) ; {State} i
PART IV ATTENDING PHYSICIAN'S STATEMENT
1. Patient’s Neme "‘ frr Ll{), O° \.l\c:.rc:i\, . Age ?) /]77

2. Diagnosis - . 0 e l\«ﬁ .
If surgery. describe m“’j“’f QZ’B’W"’ — eI
Fomdc Oisorda
3. Date of Onset When did patient first consult vou for this condition?
Date Q&J,MAJM 2.lo ‘ 2007 ) Date DWW{)‘L 2 {o_ Lo
4. Give dales of all trsaiment Estimated future disability
{\L?_A)vs.»{.am L e T CA’J””J weeks _months
1 ¥
IF disability continucs what date do you anticipale vour paticnl returning to work? Ixate
5. Has any other Physician secen patient for this condition? Oyes ino
]

Plrysician’s Name: l'; 3 mp n Address: _ Phone Neo.:
m ) U 5%4/1%1&&“*}/’7“{:}%%:;@*‘3* £oS 133225308
o Oede - ABen M D . 2 -
i Wod e LGS Sut b0 ‘
SAbvne Lote, S8 Sro¥

6. Have you treated this patient for any other condifions? ¥ yves. please give diagnosis and treatment dates.
Diagnosis: Date:

01
i

7. I hospitalized give name and address of hospital: _ Date of Confinement: Aed  co-t thatuvs -
- A ) i M ’ - g )
st M‘,JQM. fp,r&l/vJ @ [~ 2 -0 Fee v——’f"’

§. Iy this patient:  Totally Disabled? (Unable to work—-own occupation)

From { )_ R ‘9—1 R Through /,9"9 J J_/

Partially Disabled? (L.ite dutv—own occupation)

From . Through
Date L 9\5_"0% B Phone G085 32 -4 700
— / /7 i
AT i AP s )

Atiending Physician Signatire and Tyvped Name

Gqoo L S SE S Lada D 57008

{Address)y (7T or Town) (Staiel (Zip Tode)

Form 687 13th Rev, MN 1204
This form cannot be laser printed or reproduced without prior approval from C80. .



