










Employee Information - To Be Completed By Employer (please print) (continued)

29. Employee is Eligible for:
(now or in the future)

Salary Continuation 

Disability Pension 

Retirement Pension 

State Disability 
If YES, list state __ _ 

Unemployment 

Social Security 

Paid Family 
Medical Leave 

Vacation/PTO 

Sick Pay 

Workers' Compensation 

Has Workers' Comp. 

Yes No 

□□ 

□ □ 

□□ 

D [j 

□□ 

□□ 

□□ 

□□ 

□□ 

□□ 

If YES, 
Weekly or 
Monthly 

Unknown Gross Amount Frequency Provider Name/ Address 

□ $

□ $

□ $

□ $

□ $

□ $

□ $

·□ $

□ $

□ $

Date Date 
Benefits Benefits 
Begin End 

claim been filed? D D D If Worker's Compensation has been denied, submit copy of denial with this claim. 

30. Are the Employee's current wages exempt from FICA?

D Yes D No
Please complete,th·e.below premium questi.oJis. If _notful!Y completec:J;.tljis clairri·win.:betaxediat1QC>%: -.f::': · 
31. Percentage of Employee/Employer contributions to premium for this disability coverage: (if assistance is needed in determining the

percentage, refer to the Employer Disability Taxability Calculation Tool at https://www.employeebenefits.aulcom/public/index.html#forms)

Short-Term Disability (if the premium is a dollar amount, it should be converted to a percentage)

Employee: D 100% D Other __ % Are Employee Contributions: D Pre-Tax Deduction D Post-Tax Deduction 

Employer: D 100% D Other __ % 

Long-Term Disability (if the premium is a dollar amount, it should be converted to a percentage)

Employee: D 100% D Other __ % Are Employee Contributions: D Pre-Tax Deduction D Post-Tax Deduction 

Employer: D 100% D Other __ % 

If the plan is either a 2004-55 plan with a post-tax deduction or a gross-up, please complete as Employee paid post-tax for that plan type. 

32. If coverage is VoluntaryiEmployee Contributes to premium, please include proof of enrollment and copy of paycheck stub
(year of disability and prior year).

Signature 
The undersigned represents any informatio_n or documents provided to American United Life Insurance Company® (AUL) by the 
undersigned prior to and after the date of the application for insurance and the facts and other matters contained in the foregoing are 
true and accurate to the best of the undersigned's knowledge and belief. The undersigned understands and agrees that any 
insurance coverage or benefits are contingent upon any statements made to AUL or its third party administrator as being complete 
and correct. The undersigned acknowledges reading and understanding the state specific fraud statements and the Discretionary 
Authority statements on the following pages. 

Authorized Employer Representative Signature (the above statements are true and complete to the best of my knowled ge) 

Authorized Employer Representative Name (please print) Date 

. Employer Phone Number Employer Email 

Employer Street Address City or Towh State ZIP Code 

A Job Description is required if Employee is out of work more than 6 weeks. 
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Policyholder Statement for 
Disability Insurance Claim Form 

Claim is being filed for: D Short-Term Disability 

D Long-Term Disability 

D Maternity 

Products and financial services provided by 
American United Life Insurance Company" 
a One/lmerica"company 
P. 0. Box 7003
Indianapolis, IN 46207 
1-855-517-6365
Fax 1-844-287-9499
Disability.claims@oneamerica.com

�
ONEAMERICA" 

If the claim form is not completed in full, determination of benefits will be delayed until all required information has been received. 
Write "NA" in non-applicable sections. 

7. Street/Box/Apt. Address City State ZIP Code 

8. Phone Number 9. Date of Hire 10. Occupation (include job description)

11. Original Short-Term Disability Coverage Effective Date 12. Original Long-Term Disability Coverage Effective Date
D No Coverage D No Coverage 

13. How many months per year does Employee work? 14. Employee Work Location

15. Regular Work Schedule (check all that apply) 16. Regular Scheduled Weekly Hours
D Full-lime D Part-lime D Exempt D Non-Exempt D Seasonal D ShiftWork

17. Regular Workdays (check all that apply)

D Sunday D Monday D Tuesday D Wednesday D Thursday D Friday D Saturday
18. What was work schedule at time last worked? (includes a reduced work schedule, if applicable)

Number of Days Per Week___ Number of Hours Per Week ___ 
19. Date Last Physically/Actively at Work 20. Hours Worked That Day 21. Anticipated Date Last Worked (if still working)

22. Has Employee Returned to Work? If YES, Date Returned 
D Yes D No D Full-lime D Part-lime 

23. Was Employee at work when disability began? If NO, Select Status If NO, Date Status Began 
D Yes D No

24 How is Employee paid? (check one)

□ Terminated □ Family Medical Leave (FML)
D Laid Off D Leave of Absence 
D Resigned D Sick Leave 
D Vacation/PTO D Other ______ _ 

D Hourly $ ___ (hourly rate) □ Salary D Commission D Other ________ _ 
25. How often is Employee paid? (check one) (if earnings vary, provide pay stubs supporting earnings as defined in the policy)

□ Weekly $_______ □ Bi-Weekly $ ______ _ 
□ Semi-Monthly $_______ □ Monthly $ ______ _ 
D Annually $ ________ Please provide earnings amount as of date last worked. 

26. Based on the policy definition of earnings, does Employee receive any of the following? (check all that apply)

(provide supporting payroll documentation)

D Bonus $________ D Commission $________ D Overtime $ _______ _
D W-2 $ ________ (if applicable, provide W-2(s) and year-end pay stub(s) for period(s) indicated in the policy)

D Pre-Tax D Post-Tax 
27. Date of Last Salary Increase 28. On the job injury or illness?

D Yes D No If YES, include initial injury/illness report
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Employee Statement for. Maternity 
Disability Insurance Claim Form 

Products and financial services provided by 
American United Life Insurance Company• 
a OneAmerica"company 
P.O. Box 7003 
Indianapolis, IN 46207 
1-855-517-6365
Fax 1-844-287-9499
Disability.claims@oneamerica.com

�
ONEAMERICA° 

If the claim form is not completed in full, determination of benefits will be delayed until all required information has been received. 
Write "NA" in non-applicable sections. 

4. Street/Box/Apt. Address City 

5. Phone Number 6. Email

7. Employer Name

9. Employer Address City 

10. Occupation

11. List Occupation Duties

State ZIP Code 

8. Employer Phone Number

State ZIP Code 

D Hourly D Salaried D Executive D Management 

D Union D Other ________ _ 

12. Date Last Worked 13. Date First Office Visit for Pregnancy 14. Date of Last Menstrual Period (LMP) 15. Expected Date of Delivery

16. Have you experienced complications with your pregnancy? If YES, Please explain in detail 

D Yes D No

17. Date of Delivery

D Vaginal Delivery D C-Section Delivery 

18. When were you first treated for your pregnancy?

Hospital Address/Phone Number 

OB/GYN Doctor Address/Phone Number 

Primary Care Doctor Address/Phone Number 

Date(s) 

Date(s) 

Date(s) 

19. Are you receiving any of the following? (now or in the future)
(check each benefit you are receiving) Weekly Amount 

D State Disability (provide state) _________ _ $ 

D Paid Family Medical Leave $ 

D Vacation/PTO/Salary Continuance $ 

□ Sick Pay $ 

Page 1 of 2 
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Maternity Disability Insurance Claim Packet Products and.financial services provided by 
American United Life Insurance Company" 
a OneAmerica'company 
P.O. Box 7003 
Indianapolis, IN 46207 
1-855-517-6365 
Fax 1-844-287-9499 
Disability.claims@oneamerica.com

Instructions - Please Read Carefully and Submit All Required Information 

We offer five options for filing a disability claim: 

�
ONEAMERICA'.' 

1. Call our disability claims team at 1-855-517-6365 (Spanish available). A claims representative is available to assist you between 8
am and 6 pm ET, Monday through Friday. When calling, you should have the following information readily available: Employee's 
personal information (including social security number), Employer's Name, Group Policyholder number, Employee's hire date,
contact information for doctors, hospitals or clinics treating the Employee, and dates of treatment. You should also have 
information regarding a worker's compensation or state disability claim if one has been or will be filed. 
If you do not wish to call the disability claims team, please complete the following forms and send the forms and supporting 
documentation to us by: 

2. Online Claim Form: 
Complete and submit your disability claim form, found at www.employeebenefits.aul.com in the Disability section of the Forms tab.
TDis will automate the submission process. 

3. Email to disability.claims@oneamerica.com;
4. Fax to 1-844-287-9499; or
5. Mail forms to:

American United Life Insurance Company® 

P.O. Box 7003
Indianapolis, IN 46207

If you have any questions when completing the claim forms, please call a claims representative at 1-855-517-6365. 
Maternity Disability Insurance Claim Filing Instructions 

All questions should be answered fully and accurately before a decision on benefit entitlement can be made. All forms should be 
completed as follows: 
Employee Statement for Maternity Disability Insurance Claim Form - The Employee should complete this form. 
Policyholder Statement for Disability Insurance Claim Form - The Policyholder (Employer) should complete in full and submit the
following information: 

• Enrollment forms, requests for increase or decrease in coverage amount, approval of Evidence of lnsurability, and/or
enrollment information from the Policyholder's electronic enrollment system.

• Most recent W-2 if salary is based on W-2.
• Employee's current job description.
• If coverage is Voluntary/Employee Contributes to premium, please include proof of enrollment and copy of paycheck stub for

year of disability and prior year. 
Maternity with Complications - For a maternity with complication(s) claim, an Attending Physician's Statement may be required. Call 
our disability claim team at 1-855-517-6365 to verify. The Attending Physician's Statement may be obtained from
www.employeebenefits.aul.com. 
Authorization for Release of Information - The Employee should read, sign, and date this form. This form is required for us to obtain 
additional documentation to support this claim. 
Direct Deposit Authorization Agreement- This form should be completed by the Employee if he/she wishes to have disability 
payments deposited into his/her bank account. Banking information specified on the form should be attached. 
It is the responsibility of you and your Employer to inform us of any scheduled or actual return to work date as soon as possible. 
If an overpayment should occur on your claim, the amount of the overpayment must be returned to us. 
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