DISABILITY INSURANCE SPECIALISTS, LLC – Field Visit Request

Fax to (860)769-6981


	Assign Date
	July 26, 2011
	Referred By: 
	
	Company
	 FILLIN "Company(enter one):  USL or FL or MM" 

	CLAIMANT
	
	
	
	
	

	Claim Number
	
	Claimant Name
	
	Gender
	

	Street Address
	
	 City, State, Zip
	
	Phone Number
	

	DOB
	
	SSN
	
	Work/Cell #
	 FILLIN "Claimant Work / cell #" 

	Occupation
	
	Professional License
	 FILLIN "Professional License?  Yes or No" 
	
	

	Date of Disability
	
	DX
	

	Monthly Benefit $
	
	Offsets
	$ 
	TD Benefit
	

	Limitations
	 FILLIN "Limitations" 
	Restrictions
	 FILLIN "Restriction" 
	
	

	COLA
	 FILLIN "COLA?  YES or NO" 
	
	
	
	

	EMPLOYER
	
	
	
	
	

	Name
	 FILLIN "Employer Name" 
	Employer’s Phone
	 FILLIN "Employer's Phone #" 
	Street Address
	 FILLIN "Employer's Street Address" 

	City
	 FILLIN "Employer City" 
	State
	 FILLIN "Employer State" 
	Zip
	 FILLIN "Employer Zip Code" 

	ATTORNEY
	
	
	
	
	

	Atty. Represented
	 IF  = 1 "YES" "NO" 
NO

	Atty Name
	 IF  = 1 "Enter Atty Name" "" 

	Atty. Phone
	 IF  = 1 "Enter atty Phone #" "" 


	Street Address
	 IF  = 1 "Enter Atty Street Addr" "" 

	City
	 IF  = 1 "Enter Atty City" "" 

	State, Zip
	 IF  = 1 "Enter Atty City & Zip" "" 


	
	
	
	

	Vendor (if any)
	
	Pre-Field Visit Meeting
	

	Phone #
	
	Date of Field Visit
	

	Set Up Date
	
	Post Field Visit Meeting
	


Reason For Referral:  FILLIN "reason for referral - Enter: Claim Interview or Special Investigation" 


Comments:  

