
Accidental Dismemberment, Coma 
& Paralysis Claim Form 

Accident: P.O. Box 981570, El Paso, TX 79998-1570      
Guardian Direct™ Customer Care Team: 1-866-569-9900 (toll free) Monday-Friday, from 6:00 a.m. to 6:00 p.m. Pacific Time          https://www.guardiandirect.com 

PRIMARY SUBSCRIBER INFORMATION 
1. Primary Subscriber’s name 2. Primary Subscriber’s Member ID Number

3. Primary Subscriber’s address City State Zip 

4. Primary telephone number

(          )            

5. Date of birth
 Male    Female  Single  Married 

MEMBER SECTION Complete this section if the claim is for a dependent. 
6. Member’s name

7. Member’s address City State Zip 

8. Primary telephone number

(          )            

9. Date of birth
 Male   Female  Single   Married 

10. Member ID Number

CLAIM INFORMATION SECTION 
11. Claimant’s e-mail address    (optional if preferred method of contact)

12. Date of accident 13. On what date were you first treated by a physician?

14. Did the loss occur while riding as a fare-paying passenger on any land, air or water conveyance operated under a license to transport passengers
for hire?  Yes No

15. Describe accident, giving all details in order of occurrence:

16. Name and address of all attending physicians:

17. Did the loss require any alteration to your home or vehicle?  Yes   No 
If yes, please provide details:

18. I authorize any physician, medical practitioner, hospital, clinic, other health facility, consumer reporting agency, the Medical Information Bureau, insurance 
or reinsurance company, or employer to release any and all medical and non-medical information about me in its possession to The Guardian Life Insurance 
Company of America or its legal representatives. Medical information means all information in the possession of or derived from providers of health care, 
pharmacies or pharmacy benefit managers regarding the deceased’s medical history, mental or physical condition, or treatment. I understand that Guardian 
will use the information obtained by this authorization to determine eligibility for insurance or eligibility for benefits under an existing plan. Guardian will not 
release any information obtained to any person or organization except to reinsurance companies, the Medical Information Bureau, or other persons or 
organizations performing business or legal services in connection with my application or claim, or as may be lawfully required or permitted, or as I may further 
authorize. I have the right to cancel this authorization in writing at any time. I know that I may request and receive a copy of this authorization. I agree that a 
photocopy of this authorization shall be as valid as the original. I agree that this authorization shall be valid for the duration of my claim.
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. In New York the person 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.

BEFORE SIGNING THIS CLAIM FORM, PLEASE READ THE WARNING FOR THE STATE WHERE YOU RESIDE AND FOR THE 
STATE WHERE THE INSURANCE POLICY UNDER WHICH YOU ARE CLAIMING A BENEFIT WAS ISSUED. 
"Please Note: Your Social Security number is required for IRS tax reporting purposes. Your Social Security number will not be used or disclosed to anyone for 
any other purpose and will not be retained in any record other than that pertaining to the claim." 

___________________________________________________________________________________ 
Signature of Customer or Power of Attorney (Please attach Power of Attorney papers if applicable) 

___________________________________________________________________________________ 
If a Dependent claim, signature of Dependent or POA (Please attach POA papers if applicable) 

______________________________ 
Date 

______________________________ 
Date 

GG-016490-DTC 

 

A9/14/18

https://www.guardiandirect.com


Attending Physician’s 
Section 

TO BE COMPLETED BY THE ATTENDING PHYSICIAN - Please submit medical treatment records, 
progress notes, results from all tests performed & operative report to support your diagnosis. 

  Name of Patient 

1. Date you were first consulted regarding the injuries resulting from this accident

2. (a) Your diagnosis and date of amputation / loss

(b) Give a brief description of the injuries sustained

3. Please check the appropriate loss:
Please submit medical treatment records, progress notes, results from all tests performed & operative report to support your diagnosis.

 left hand (above the wrist)  
four fingers of the same hand  

 left foot (above the ankle) 

  Paraplegia 

 right hand (above the wrist) 
 thumb and index finger of the same hand  

 right foot  (above the ankle)  
 Loss of all toes of the same foot 

 Comatose  
 Quadriplegia          Hemiplegia     
 Loss of speech & hearing (both ears)    Loss of speech   Loss of hearing (both ears) 

        Total and permanent loss of sight of an eye 

If not totally blind, what was vision at last observation? 

  What is the extent of any gross visual field defect? 
O.D. _____  O.S. _____  Date:

  Yes    No Can vision be improved by treatment, operation, or lenses?   If 
sight can be restored in the injured eye please give details 

4. Name and address of Hospital / Nursing Home: ______________________________________________________________________________

___________________________________________________________________________________________________________________ Phone number: 

____________________________    Fax number: ____________________________

5. If the injuries were not due to an accident, please give details of any condition or disease which in your opinion may have served as a contributory
cause

6. Signature of Attending Physician Print name 

7. Address

____________________________ _____________________________ ______________________________________ _____________ 
Phone number                                                 Fax number                                                         E-mail address 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. 
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 a false or fraudulent 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, Kansas, Nebraska, Oregon, and Vermont:  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. 
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, Virginia 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. 
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. 
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