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I request a family or medical leave for one or more of the following reasons. I understandtbaia
physician’s certification mdaﬂmqmedmfomatwnnmstbesubmmdm&nsmanm

Because of the birth of my child, or because ofﬂieplacemantofachﬂdmthme.
foradwnonorfostercm '

In order to care for my spausdchlldfparem who has a serious health cond;tam

“NDITION IS _£718 NOT WORK RELATED.

processed.
_ __Z_{ Foramousheelﬂwmdm, hat makes me unable to performrmy job. THIS
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INITIAL DISABILITY CLAIM FORM - PHYSICIAN’S STATEMENT
*Policy Number: } 4| !\3{

Policyholder Information: This * denotes a required field.
*Last Nane s . Suffix *First Name Mi
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Patient Information:

“First Name *Date of Birth (mm/ddiyy)
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anarydiagno&sfordlsabllttyandlCDeode G‘l-fl‘ q Additional diagnoses: m 6 2 gr 2
If due to an injury, please provide the date and details of the injury: / /

Was this disability caused by an mcldent that occurrz while performing the duties of his/her employment? (B9 [ Yes
Symptoms first occurred on: _ If dragnosed with cancer, date of initial diagnosis: __{ [
Patient first consulted you for this oondmon on: .3 1O

Was the patient treated for the primary diagnosis b anoth n?hy ician? l:l No IE(&S

If yes, physician's name: _[#]10
Treating physician's address: J44560 (0 vdmrs Hwy Phone Number: 2-3009

*If filing for disability within the first two years of the poITE'y medical records may be requested.

Pregnancy claims: Date of delivery: 1 L DVagmaI [Jcesarean

If not delivered, expected delivery date:
Please advise of any oomplismﬁog ﬂ "l‘ éd_ﬂ W Lo

First date of disability: L L

Date patient was last treated: I l st "'L oy Tﬂmwr

Have you released the patient to return to work? #No [lves (Date released: /

Patient released to work: [ Full Time [ Part Time [ Light D
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If part time/light duty, please provide the date the patient is expected to return to full duty:
If patient has not been released, please provide the next appointment date: &Y 15 I Please also provide
the date of expected release:
Is patient permanently disabled? [INo [ Yes (Medical records will be required if permanent disability is indicated;
please provide medical records to patient.)
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PHYSICIAN'S SIGNATURE DATE TAX ID

American Family Life Assurance Company of Columbus (Aflac)
ATTN: Claims Department * 1932 Wynnton Road « Columbus, GA 31999
For information or to check claim status, visit aflac.com or call 1-800-98-AFLAC (1-800-992-3522)
Claims may be faxed to 1-877-44-AFLAC (1-877-442-3522)
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