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HOW TO COMPLETE YOUR CLAIM FORM:

No original documents will be returned.

Illinois Interest Statement:

Regular Mail Express Mail:

Section 1:

Section 2:

Section 3:

Section 4:

Sections
5 and 6:

B

:



FREQUENTLY ASKED QUESTIONS:
Ho  do I o tain a certi ed deat  certi cate  and o  do I no  t e deat  certi cate
I recei e is certi ed

T e designated ene ciar  is deceased  at do e do

W at is a uneral ome assignment

W at is an incontesta le claim

W at is a contesta le claim

W at i  t e ene ciar  is a minor

Are li e insurance proceeds su ect to taxation

W at is IRS Tax Form 1 INT

W at is FATCA

W at i  t e insured as con ned in a s illed nursing ome or 1  consecuti e da s
prior to is er deat
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Claim Form
Please type or print legibly

1. List below only the Contracts under which you are making a claim.

2. Deceased Insured Information.

3. Beneficiary Information.

4. Beneficiary’s Signature.

If Beneficiary is an Estate or Trust, please list the name of the Estate or Trust

Insurance Contract Number(s):

Birthdate:

Manner of Death: Natural
*Please attach copies of police and coroner’s report and any relevant news articles.

Accident*

Spouse Child Grandchild Parent Other:

Unknown Suicide* Homicide* Other

Date of Death:

MM DD YYYY

Name of Deceased:
(First, Middle, Last)

Beneficiary Name:
(First, Middle, Last)

Mailing Address of Beneficiary:

Street

Relationship to the Deceased:

Birthdate: Home Phone: Alternate Phone:

E-Mail of Beneficiary:

Enter your Social Security Number if you are an individual beneficiary:

Enter Taxpayer Identification Number
if claiming benefits as an Estate, Trust or Corporation.

Check only if statement below applies:

Individual Beneficiary: If you are requesting benefits to be paid to the funeral home, a copy of the assignment is required.
Estate Executor: Be sure to submit a copy of the certified appointment papers and provide Estate Tax ID. Claim Form must
be signed by all the Estate Representatives.
Trustee: A copy of the Title, Signature and Notary pages of the Trust are required, including the pages showing the Trustee and
Successor Trustee. Provide Trust Tax ID. Claim Form must be signed by all the Trustees.
Collateral Assignee: A copy of the assignee’s statement of interest must be provided. Claim form must be signed by the
assignee or their authorized representative.
Corporate Officer: Claim Form must be signed by Corporate Officer(s) and must indicate the title by which you are authorized to
act on behalf of the company.
Guardian/Custodian: If a legal guardian of the child’s estate/property has been appointed by the court, he or she must
sign on behalf of the minor child and submit a copy of the guardianship papers. If signing under the UTMA/UGMA, please
sign your name and indicate your relationship (father, mother, etc) to the minor child as “Custodian of (name of child),
under the (name of resident state), UTMA/UGMA.

Please refer to the enclosed page entitled STATE VARIATIONS OF FRAUD WARNINGS for specific notices in certain
jurisdictions. New York Residents: 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 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.

I have read and understand the Fraud Statement that is applicable in the state in which I reside.

•

•

I have been notified by the Internal Revenue Service that I am subject to backup withholding as a result of failure to report all interest or dividends.

Income Tax Certification:

Capacity under which you are making this claim:    Check one.

City Zip

State

Nickname or
Maiden Name:

MM DD YYYY

MM DD YYYY

Signature:   (REQUIRED) Print Name: Date:
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5. Authorization.

Complete if
(a) the death occurred within two years of the issue date, rider effective date or reinstatement date,
(b) the death was due to an accident and the policy contains the Accidental Death Benefit, or
(c) if specifically requested.

New York Life Insurance Company
P.O. Box 30713
Tampa, FL 33630-3713

HIPAA-Compliant Authorization
To expedite the processing of your claim, please complete this page in its entirety.

I give my permission to release information concerning

Name of Insured (First, Middle, Last)

to New York Life Insurance Company including its agents, affiliates or subsidiary companies and attorneys, reinsurers,
insurance support groups and independent administrators who are acting on their behalf (“New York Life”).
Information released may include records of medical advice, medical care, medical treatment of AIDS or
AIDS-related diseases, mental illness, drug or alcohol use, other insurance coverage, financial and employment
history, driving records, or information otherwise needed to determine policy claim benefits due but excludes
psychotherapy notes. This information may be released by medical professionals or facilities, pharmacies, pharmacy
benefit managers, government offices, employers, insurance companies, insurance support groups, group
policyholders or benefit plan administrators, any consumer reporting agency, the Social Security Administration, the
Internal Revenue Service, the Veteran’s Administration, or any other organization or person having any knowledge of
the above-named Insured. When requesting information from any of the sources named above, a copy of this form is
as valid as the original. I am aware that any information obtained will be used to evaluate my claim.

Either I, or a person I choose, am entitled to receive a copy of this authorization. This authorization is valid from the
date signed until the claim is resolved, except in those states that allow for only a one-year limit.

The information New York Life obtains based on this authorization may be subect to further disclosure. For example,
New York Life may be required to provide it to insurance regulatory or other government agencies. In this case, the
information may no longer be protected by the rules governing this authorization.

I have the right to revoke this authorization at any time by notifying New York Life in writing at the address on this
authorization. My revocation will not be effective to the extent New York Life or any other person already has
disclosed or collected information or taken other action in reliance on this authorization. My revocation will also not
be effective to the extent state law gives New York Life the right to contest a claim under the policy or the policy
itself.

Insured’s Date of Birth Insured’s Social Security Number

Date of Death Contract Number(s)

MM DD YYYY

X

Aut ori ed Representati e must pro ide proper documentation  suc  as Estate representation
documents.
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6. Medical Information

Other Life Insurance in effect for the Insured

In order to expedite the processing of your claim, please complete this section in its entirety. This section should be completed ONLY (a) if the death
occurred within two years of the issue date, rider effective date or reinstatement date, (b) if the death was due to an accident and the policy
contains the Accidental Death Benefit, or (c) if specifically requested.

Company
Name:

Policy
Number:

Company
Name:

Policy
Number:

Please provide the names and addresses of all physicians and hospitals that may have treated the insured within the last five years.
     Check here if a separate sheet is attached with additional providers.  This sheet must be signed and dated.

Please list all health insurance carriers during the past 5 years.
     Check here if a separate sheet is attached with additional carriers.

Physicians and Hospitals where the Insured was treated

Health Insurance policies that covered the Insured

New York Life Insurance Company
P.O. Box 30713
Tampa, FL 33630-3713

Primary Care Physician:

Physician/Hospital:

Physician/Hospital:

Company Name:

Company Name:

Company Name:

Address, City, State, Zip

Address, City, State, Zip

Address, City, State, Zip

Telephone

Telephone

Telephone

Telephone

Telephone

Telephone

Dates treated

Dates treated

Dates treated

Address, City, State, Zip

Policy Number

Policy Number

Policy Number

Effective Date

Effective Date

Effective Date

Address, City, State, Zip

Address, City, State, Zip

Condition(s)

Condition(s)

Condition(s)
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