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EN OCALL N M
When you are unable to work due to illness, injury or pregnancy.

When you need to be absent from work to care for a family member who has a serious
health condition.

When you need to care for a child due to birth, adoption or foster care placement.

When you need to be absent from work for a qualifying exigency leave because your
spouse, son, daughter or parent is on covered active duty (or has been notified of an
impending call or order to covered active duty) in the Armed Forces.

When you need to care for your spouse, child, parent or next of kin undergoing medical
treatment, recuperation, or therapy, is in outpatient status, or is on the temporary
disability retired list for a serious iliness or injury incurred or aggravated in the line of
duty on active duty in the Armed Forces (includes the National Guard or Reserves). This
includes a veteran who was discharged from the Armed Forces for reasons other than
dishonorable within the 5 year period before the employee’s first day of leave.

When you need any other type of leave that may be covered by applicable state leave
laws.

Thirty days before a planned leave based on prescheduled medical treatment related
to a serious health condition for you or your family member, or the expected birth,
adoption or foster care placement of a child.

A 0 DONE
Notify your supervisor of your absence from work.

To submit your leave request via telephone, call the toll-free number listed to the left.
Please be prepared with the information requested on page 2 of this brochure.

To submit your leave request via the Unum website, go to www.unum.com and follow
the claim submission instructions.

Please be prepared if filing for a leave your employer must provide you a minimum
of 15 days from the date the leave is filed to complete the certification of healthcare
provider form. If eligible, this form will be mailed in your initial leave packet within 2
business days of filing your leave.

COMMI MEN 0 O

Ydlu have our commitment to provide you with responsive service and to be understanding
and sensitive to your circumstances during the leave process.
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» Name of the company where you work

* Your name and Social Security number or employee ID number

» Complete address and phone number

» Date of birth

» Marital status

» Occupation (or job title)

» Supervisor’s name and telephone number

If you would like us to communicate with a family member, friend or other third party about your

claim, Unum requires the Optional Authorization to Disclose Information to Third Parties.

Unum is a registered trademark and marketing brand of Unum Group and its insuring subsidiaries. Services provided by subsidiaries of Unum Group.
,m G[, =, 1 Fountain Square, Chattanooga, TN 37402

unum.com
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For your pro‘[e‘ction the laws of several states, including Alaska, Arizona, Arkansas, Delaware, Idaho, Indiana, Louisiana, Maine, Maryland, New
Mexico, Ohio, Oklahoma, Rhode Island, Tennessee, Texas, Virginia, Washington, and West Virginia require the following statement to appear on
this claim form:

Any person who knowingly and with the intent to injure, defraud or deceive an insurance company presents a false or fraudulent claim for
payment of a loss or benefit 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.
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For your pro‘[ettion Alabamaylaw requfires the following to appear on this claim form:

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.
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For your pro‘[ettion Californ |aw requires the following to appear on this claim form:

Any person who knowingly pfesents 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
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For your pro‘[ettion Colorad law requ‘ires the following to appear on this claim form:

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.
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For your pro‘[e‘ction the 5istrict of Columpia requifes the following to appear on this claim form:

WARNING: It is a crime to provide false &r 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

For your pro‘[ettion FIorid ‘Iaw requ‘ires the following to appear on this claim form:

Any person who knowingly and with intent to injure, defraud or deceive any insurer, files a statement of claim or an application containing false,
incomplete or misleading information is guilty of a felony of the 0 1 cri.11 pt of Regulatory Agencies.



