
   
 
  
        
 

NOTICE AND PROOF OF CLAIM FOR DISABILITY BENEFITS 
 

 WITHIN FOUR (4) WEEKS AFTER   

   TERMINATION OF EMPLOYMENT.   DB-300  BECOME SICK OR DISABLED AFTER HAVING BEEN UNEMPLOYED MORE 

   THAN FOUR (4) WEEKS. 

 "CLAIMANT'S STATEMENT" 

 
DO NOT MAIL THIS CLAIM UNLESS YOUR HEALTH CARE PROVIDER COMPLETES AND SIGNS PART B - THE "HEALTH CARE PROVIDER'S  

    STATEMENT." 

WITHIN THIRTY (30) DAYS AFTER YOU BECOME SICK OR DISABLED TO YOUR LAST EMPLOYER 

    OR YOUR LAST EMPLOYER'S INSURANCE COMPANY. 

 

PART A - CLAIMANT'S STATEMENT (Please Print or Type) ANSWER ALL QUESTIONS  
Social Security Number 

 

 
 

 

 

 
 

 
 
 

 
 

  
 

 
  

 

 

  
  

      
      
      

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
 

 
Date 

 
 
 

Disclosure of Information:  

 
 
 
 
 
 

 
DB-450 (2-04)                         HEALTH CARE PROVIDER MUST COMPLETE PART B ON REVERSE 



     WHILE 

EMPLOYED OR WITHIN FOUR (4) WEEKS AFTER TERMINATION 

OF EMPLOYMENT.   
 

NOTICE AND PROOF OF CLAIM FOR DISABILITY BENEFITS 

 

 

PART B - HEALTH CARE PROVIDER'S STATEMENT (Please Print or Type) 

THE HEALTH CARE PROVIDER'S STATEMENT MUST BE FILLED IN COMPLETELY AND THE FORM MAILED TO 

THE INSURANCE CARRIER OR SELF-INSURED EMPLOYER, OR RETURNED TO THE CLAIMANT WITHIN SEVEN 

DAYS OF THE RECEIPT OF THE FORM. For item 7d, give approximate date. Make some estimate.  If disability is caused 
by or arising  in connection with pregnancy, enter estimated  delivery  date under "Remarks". 

 

 

 
 

 
 
 

    
   
   
   
   

 
 
 
 
 
 
 
 
 
 
 

Health Care Provider's Signature  ............................................................................... Date .................................. 
Health Care Provider's Name (Please Print) .............................................................. Tel.No. .............................. 

Office Address  ........................................................................................................................................................ 
 

HIPAA NOTICE:      

 
   

PART C - EMPLOYERS STATEMENT 
   POLICY NUMBER: DBL-    

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

EMPLOYER'S NAME:                                                
ADDRESS:                                                          

MAIL COMPLETED FORMS TO: 

ShelterPoint Life Insurance Company 

1225 Franklin Avenue, Suite 475

DATE:                                   TELEPHONE: ( )                                                                  Garden City, NY  11530 

SIGNED BY:                                                   TITLE:                                                 claimforms@shelterpoint.com    Fax:  516-504-6414 
 

 

……………………… ………….….. 

mailto:claimforms@shelterpoint.com

