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	A
	Insured Information : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : 


1. Certificate/Policy number(s): ____________________________________________________________________
2. Insured’s name (first, middle, last, suffix): __________________________________________________________
3. Please list any other names the insured may have been known by (such as maiden name, nicknames, aliases, etc):

_____________________________________________________________________________________________

4. Residential address (street, apt #, city, state, zip code):

_____________________________________________________________________________________________

5. State of legal residence if different from above:  _____________________________________________________
6. Cause of death: ______________________________________________________________________________
7. Insured marital status:        FORMCHECKBOX 
Married      FORMCHECKBOX 
Divorced      FORMCHECKBOX 
Single      FORMCHECKBOX 
Widowed

8. Spouse’s name (if applicable): ___________________________________________________________________
9. If the Insured was ever divorced, on what date: _______________     In which state? ________________________
If the date of death is within the first two years of the certificate effective date (contestability period), please complete the remainder of section A. If the date of death is two years or more from the certificate effective date, proceed to section B.   
	Attach a separate page to list additional physicians or facilities.
1. Provide the following information for all physicians who diagnosed, treated, prescribed medication or provided medical advice to the Insured during the third (30) months prior to the date of death.

	
	Dates Consulted:

	Physician name: _____________________________________________________________

Address of practice: __________________________________________________________

Phone number: (    ) ____ - ________ Email: ______________________________________

Condition treated: ____________________________________________________________ 
	
	

	Physician name: _____________________________________________________________

Address of practice: __________________________________________________________

Phone number: (    ) ____ - ________ Email: ______________________________________

Condition treated: ____________________________________________________________
	
	

	Physician name: _____________________________________________________________

Address of practice: __________________________________________________________

Phone number: (    ) ____ - ________ Email: ______________________________________

Condition treated: ____________________________________________________________
	
	

	Physician name: _____________________________________________________________

Address of practice: __________________________________________________________

Phone number: (    ) ____ - ________ Email: ______________________________________

Condition treated: ____________________________________________________________
	
	

	
	
	

	2. Names, addresses and telephone of all hospitals or institutions where the Insured has been treated.
	
	Dates Consulted:

	
	
	

	
	
	

	
	
	

	
	
	


	3. Provide the medical insurance carrier information for the Insured or submit a copy of the Insured’s membership card.
	

	a. Carrier Name and address: 
	

	b. Member name (if different from Insured): 
	

	c. Group Number: 
	

	d. Member Number: 
	

	
	


	B
	Beneficiary Information: : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : :

	
	

	A separate claim form is required for each beneficiary. 
1. Beneficiary’s name (first, middle, last, suffix): _______________________________________________________________

2. Relationship to Insured: ________________________________________________________________________________

3. Date of birth: _________________________________________________________________________________________

4. Residential address (street, apt #, city, state, zip code):

______________________________________________________________________________________________________

5. Mail proceeds to this address:   FORMCHECKBOX 
Yes      FORMCHECKBOX 
No mail to: 
    Name:  _____________________________________________________________________________________________

    Address: ____________________________________________________________________________________________

6. Daytime phone number: ________________________________________________________________________________

7. Email address: _______________________________________________________________________________________

8. Citizenship, if not USA: _________________________________________________________________________________

Payments to a trust as the beneficiary:

Complete this part if a trust is claiming proceeds. 
□  Check that a copy of the trust agreement, including the signature page(s) and any amendments is attached.

	I/We, the undersigned trustee(s), represent and warrant that the copy of the trust agreement, which we will provide you pursuant to this certification, is a true and exact copy of said agreement, that said agreement is in full force and effect, and that we have the authority to make this certification.

	Generation Skipping Transfer Tax Information - THIS MUST BE COMPLETED FOR PAYMENT

I/We the undersigned, on oath, depose and states as follows with respect to the possible application of the Generation Skipping Transfer (GST) tax to the death benefit payment (Mark the appropriate item):


	
	1. The GST tax does not apply because the death benefit is not included in the decedent’s estate for federal estate tax purposes.

	
	2. The GST tax does not apply because the GST tax exemption will offset the GST tax.

	
	3. The GST tax does not apply because at least one of the trust beneficiaries is not a “skipped” person.

	
	4. The GST tax does not apply because of the reasons set forth in the attached document (Please attach document setting forth the reasons why you believe the GST tax does not apply.)



	
	5. The GST tax may apply.  As a result, the death benefit payment IS subject to withholding of the applicable GST tax.  Enclosed is the completed Schedule R-1 (Form 706) for submission to the Internal Revenue Service.


	Name of Trust:
	
	Date of Trust Agreement:
	

	Date of all amendments:
	
	Trust Tax ID Number:
	

	Printed Name of Trustee(s):
	Signature(s):

	
	
	

	
	
	

	
	
	

	
	
	


	C
	Fraud Warnings : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : 


Any person who, knowingly and with intent to defraud, deceive, or injure an insurance company, files a claim containing false, incomplete, fraudulent, or misleading information, may be prosecuted under state law and may be subject to fines and/or confinement in prison.

The laws of several states, along with the District of Columbia and the Commonwealth of Puerto Rico, require the following statements appear: 

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 – 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 false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in 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 Certificateowner or claimant for the purpose of defrauding or attempting to defraud the Certificateowner 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 regulatory agencies.

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 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.

Maine – 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 benefits.

Maryland – Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who 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. 

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 RSA 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.

New York - Any person who knowingly and with intent to defraud or deceive 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.
Oregon – Any certificate issued as a result of a willful intent to knowingly defraud by material misstatement or omission of facts may be void under contestability provision of the certificate and the company’s only obligation shall be to return the premiums paid.
Pennsylvania – Any person who knowingly and with the intent to defraud any insurance company or other persons 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.

Puerto Rico – Any person who knowingly and with the intention of defrauding presents false information in an insurance application, or presents, helps, or causes the presentation of a fraudulent claim for the payment of a loss or any other benefit, or presents more than one claim for the same damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each violation with the penalty of a fine  of not less than five thousand dollars ($5,000) and not more than ten thousand dollars ($10,000), or a fixed term of imprisonment for three (3) years, or both penalties. Should aggravating circumstances be present, the penalty thus established may be increased to a maximum of five (5) years, if extenuation circumstances are present, it may be reduced to a minimum of two (2) years. 

Rhode Island – Any person who knowingly presents a false or fraudulent claim for payment of a loss or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 

	D
	Agreement & Signatures : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : 


Massachusetts Mutual Life Insurance Company and Affiliates (herein referred to as the “Company”) reserve the right to request further information or proof as to the manner of death of the Insured and the Claimant’s qualifications to receive benefits. By furnishing the claim form or any other forms relating to proof of death, the Company does not admit liability or waive our rights or defenses. In addition, the Company does not acknowledge that there is any insurance in force or that you are the designated beneficiary.

	For individual beneficiaries please provide the beneficiary’s Social Security Number (SSN):


	

	For all other beneficiaries please provide the Taxpayer Identification Number (TIN): 


	


IRS Form 1099 will be issued to individual, estate, and trust beneficiaries for interest earned on the proceeds provided the interest meets or exceeds $10.00.

(Please sign as you normally sign a check.  If signing as a Power of Attorney, please attach a copy.)
	m
	m
	/
	d
	d
	/
	y
	y
	y
	y



Signature of Beneficiary:  
 Date:
Print name of person signing (first, middle, last, suffix):


Title of person signing, if not signing as the beneficiary (e.g., trustee):  

	HIPAA Authorization

HIPAA authorization for Life Insurance Death Benefits


THIS AUTHORIZATION COMPLIES with the Health Insurance Portability and Accountability Act of 1996, as amended (“HIPAA”). 

	
	
	
	
	

	Name of Descendent (First, MI, Last)
	
	Certificate Number(s)
	
	Date of Birth (mm/dd/yyyy)

	A
	Understandings and Authorizations : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : 

	
	


I understand and agree that:

a. This authorization is for the purpose of evaluating and administering benefit claims and is valid for the shorter of twenty-four (24) months from the date signed below or the duration of my claims. 

b. If I do not sign this authorization or if I alter or revoke it, Massachusetts Mutual Life Insurance Company ("MassMutual"), may not be able to adequately evaluate my claim(s), which may lead to an adverse benefit determination. Providers of health care services or medical treatment may not refuse to provide treatment or payment for health care services because I refuse to sign this authorization.

c. I may revoke this authorization at any time by sending written notice to “Attention: Authorization Administrator – Claims,” Massachusetts Mutual Life Insurance Company, PO Box 19015 Greenville, SC 29602-9015. A revocation will not apply to any information requested or actions taken in reliance on it before receipt of the written revocation or to a request pursuant to a legal right to contest a claim.  

d. The decedent’s health information may be re-disclosed and may no longer be protected by HIPAA if the person receiving this information is not required to comply with HIPAA. Disclosed information may be redisclosed only as permitted or required by law, including state fraud reporting laws. Other privacy laws may apply, and information may only be re-disclosed in accordance with applicable laws or regulations. 

e. I have the right to receive a copy of this Authorization. A copy or facsimile of this authorization is valid as the original.  
Authorizations:
f. I authorize health care professionals, hospitals, clinics, laboratories, pharmacies and all medical or medically related providers, facilities, or services, rehabilitation professionals, vocational evaluators, health plans, insurance companies, third party administrators, insurance producers, insurances service providers, credit bureaus, the MIB Group, Inc. and Social Security advocate vendors, the Association of Life Insurance Companies (which operates Health Claims Index, the Disability Income Record System), professional licensing bodies, employers, attorneys, financial institutions and/or banks, and governmental entities (“Authorized Recipients”); 

to disclose information about the decedent’s  health, including HIV, AIDS and other disorders of the immune system, use of drugs or alcohol, communicable or noncommunicable disease, mental or physical history, condition, advice or treatment whether from before, during or after the date of this authorization except this authorization does not authorize the release of psychotherapy notes as defined in 45 CFR 164.501 (HIPAA Privacy regulations), 

g. I also authorize any insurance company, reinsurance company, insurance agent, insurance-support organization, employer, benefit plan administrator, business associate, Social Security Administration or other governmental unit, the Department of Motor Vehicles or other state or federal governmental agency, financial institution, consumer reporting agency, or any other similar person, institution or organization having any knowledge of the decedent’s health to provide verbally or in writing or otherwise make available for inspection and copying to MassMutual any and all information and copies of all records including consumer reports relating to the above named insured. This information includes, but is not limited to, any and all documents pertaining to: disabilities, employment, earnings and premium payments, financial data, insurance benefits, claims or coverage information, occupational duties and traffic accident reports.

h. To the following persons:  MassMutual and its affiliated insurance companies, its agents, employees, and its authorized representatives (the “Companies”) and Authorized Recipients.

i. The Companies may rely on this authorization for one year, or as otherwise permitted by law, to disclose information about me to my beneficiaries and Authorized Recipients for the purpose of conducting claims payment, administration, audit and operation functions related to my benefit and insurance plans.
	OPTIONAL: MassMutual may communicate, orally or in writing, the details of my claim with
	
	,

	who is my: ( spouse or domestic partner, ( authorized representative, ( other
	
	.

	B
	Agreement and Signatures : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : : 

	

	Signature 
	
	Date (mm/dd/yyyy):
	

	As Executor, Power of Attorney, Guardian, Conservator, etc.   □  Attach a copy of the document granting authority. 

	I,
	(print name)
	signed as the Insured’s 
	
	(relationship).


Taxpayer Certification. By my signature, I, the Beneficiary, certify under penalties of perjury that: (1) the number shown in Section B is my correct Taxpayer Identification Number; (2) I am not subject to backup withholding; (3) I am a U.S. person (including U.S. resident alien); and (4) the FATCA code entered on this form (if any) indicating that I am exempt from FATCA reporting is correct. Strike out any of the statements if incorrect.


Note: While we are required by the IRS to include item 4 above, FATCA does not apply to a U.S. person, so we have not included the ability to enter an exemption code. If you have indicated that you are not a U.S. person, any applicable FATCA information will be captured on the Form W-8. 


The Internal Revenue Service (IRS) does not require your con-sent to any provision of this document other than the certifications required to avoid backup withholding.








Fraud Warnings.





All states except New York – Read the applicable fraud language for your state in the Fraud Warning section.





New York only – Any person 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.
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