ADMINISTRATIVE PROCEDURES

Procedure Number:_ 23-8

Effective Date: 03/01/1999
Revision Date:__10/03/2012

C.

County Administrator /

- Ca -

SUBJECT: LONG TERM DISABILITY (LTD) PROGRAM

DEPARTMENT RESPONSIBLE: Human Resources Department

l STATEMENT

The purpose of this procedure is to assist departments in initiating Long Term Disability
for an eligible employee who will be off work longer than six months due to an iliness or

injury.
Il ELIGIBILITY CRITERIA
A. Eligible Employees

1.  Any employee who is a member of the Arizona State Retirement System
(ASRS); and

2. The employee’s iliness or injury occurred while employed by Pima County;
and

3. The employee is under the care of a licensed physician; and

4. The employee is unable to perform one or more of the job duties for which
he/she was hired.

B. Ineligible Employees
1. Active plan members from the Public Safety Personnel Retirement System,
the Elected Officials Retirement Plan, the University Optional Retirement
Plan or the Correction Officers’ Retirement Plan.

2. A participant who is already receiving retirement benefits from ASRS.

3. A participant who withdraws employee contributions with interest and
ceases to be a member of the plan.

4. A participant who files an initial claim for disability benefits more than
twelve months after the date of disability, unless they can show good cause
for filing late.
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Il PROCEDURES
A. Initial Contact Requirements

1. When the employee has been unable to work due to sickness or injury or
has been working limited duty/hours and/or restrictions for “two consecutive
months”, it is the Department’s responsibility to notify Human Resources
Benefits Division to send out the Long Term Disability Plan Benefits
information to the employee.

2. The employee may apply for Long Term Disability as soon as he/she is
aware that his/her disability may result in him/her being off work longer
than six months.

3. If the employee chooses to apply for Long Term Disability after reviewing
the LTD Plan Benefit information, he/she must contact Human Resources
to request the LTD claim packet. (Attachments B-1 through B-8)

4.  The employee must satisfy the six-month waiting period as follows:

a.  Off work during a six-month waiting period; or

b. Working in a less strenuous occupation (restructured/modified
duties) as deemed by a licensed physician; or

c. Working 20 hours or less per week. The employee may use
annual or sick leave and, if eligible, receive donated time during
the waiting period.

d. Refer to Administrative Procedure 23-4 Leave of Absence —
Insurance Procedures, for election and payment of health and life

insurance.
B. Application for Long Term Disability — Department
1. “Long Term Disability Income Plan, Employer's Notice of Claim” form and

Physical / Non Physical Aspects of Job (Attachment A) — the department
Director or designee must complete this form and supply the requested
information. A signature of the person completing the form is required.

2. “Job Description and Requirements” — In cases where the employee is/was
working modified duties/hour and/or restrictions, a memo with a description
of the modified duties/hours and/or restrictions the beginning and ending
dates the modified duties are/were being performed must be submitted.

3. Submit any documentation in the employee’s file from physicians excusing
the employee from work, reducing hours or modifying duties in relation to
the disability.
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V. RESPONSIBILITIES

A. Department shall:

1. Notify Human Resources to send out the Long Term Disability Plan Benefit
information no later than two months of an employee being unable to work
due to sickness or injury or has been working limited duty/hours

2. Complete the Long Term Disability Employee’s Notice Claim forms within
ten (10) working days.

3. Return the forms and requested information to the Long Term Disability
representative in Human Resources Benefits.

B. Employee shall:

1. Contact Human Resources to request the Long Term Disability claim
packet.

2. Submit all completed Employee Claim Forms (Attachments B1 through B8)
to the Long Term Disability Representative in Human Resources Benefits.

3. Immediately resign from County employment upon receiving approval
notification of his/her Long Term Disability coverage.

4.  The Long Term Disability employee may be eligible for a Premium Benefits
(subsidy) reimbursement from one ASRS. In this case, the LTD participant
will need to notify Human Resources if health benefits are continued under
Consolidated Omnibus Budget Reconciliation Act (COBRA).

C. Human Resources Benefits shall:

1. Inform the employee of the eligibility and waiting period requirements for
Long Term Disability

2. Assist the employee in completing the necessary forms.

3. Obtain the official County Job Classification Specification to be submitted
with Long Term Disability application.

4. Obtain copies of all Time and Attendance Forms (TAF's) from Central
Payroll from the date of disability through the date of submission to the
Long Term Disability Administrator.

5. Compile forms, verify information, and send the application to the ASRS
Long Term Disability Administrator.

6. Notify the department when a decision has been reached regarding the
application.
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7. Notify the employee and advise of the COBRA process for health
insurance continuation.

8.  Notify the appropriate State retirement system, if the LTD member elects
COBRA and makes the first payment, to determine eligibility for Premium
Benefit (subsidy) reimbursement.

9. After the County has received the subsidy payment from the retirement
system, the County will reimburse the LTD member the subsidy amount
provided the LTD member has made the COBRA premium payment in full.
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Attachment A
Page 1
i ARTZONA STATE RETIREMENT SYSTEM
LONG-TERM DISABILITY INCOME PLAN
EMPLOYER'S NOTICE OF CLAIM
Employer's Notice of Claim ' ' [ MAILING AGDRESS
@ B sune 1o answer all quastans SEDGWICK
Pleass type or print P.0, Box B30
sedgwick. Fax completed forms to: (B18) 581 7664 Calabasas, CA 91372 - 0B30
[ TO BE COMFLETED BY THE EMPLOYER New claim: [~ Yes I No
1. Full name of employee (Flease prini) L Date employed 3. Effective date of protection under ASRS
pkan
4_ Social Security number fi. Employess normal work schedule in a Dacal year
A Period(s) covered by contract
N B Drays per week Hours per day
5. Ami f ealary as of date disability began for purpose — —
nu.g:;"" = I v - If you are a school district, has claimant signed a contract for the
s Gross Monthly Salary et schesl yeu? Y iMoo
(I school district give 1/12n of the annualized compensation) Mismber of Pay periods per yvear
7. Date last worked (no. of hours that date) ¥ Feason [or ned wan T this dale [T Date disbility began
_ hms

T, Td this disability occur as a resull of The elaimant's emplayment! [ Yes [ Mo [ Cusrently disputed
If *Yes," or under dispute, please provide us with the policy number, name, address and phone aumber of Workers Compensation adminis-
trator

| 1T Have you and ihe claimani discussed reatonable accommodalions which would allow a retum to work! [~ yes [~ Mo
I *Yes" plemie explain.

mnr been terminaled” [ Yes T Mo 1T "Yei" please give exact date:

13, Has employee retumned to work? [~ Yes [~ No Current work schedube:
T Regulas duthes [ With restrictions 1§ *Yes” on whai daie? Diays per week Hours per day
4 ﬁ::cmmuiﬁg*twthm T6. Vacaiion pay
date retumed to work. )
17 Ts the employee receiving donaied [eave? |- Yes [ Moo
If *Yes" please indicate how much they are réceiving per pay period: andl the end date:

T8 Ts the employce receiving Shoet - Term Disability or Mid Term Disability? [ Yes [ o

If *Yes,” are the premiums paid by the [~ Employee or |~ Employer? [T by the employer, please comphete Question 19,
| T, To the best of your knowlcdge, 15 the employee neceiving, of is he entiiicd 1 receive, benelits fTom any other source such s a salary -
continuance plan, other group insurance, Workers” Compensation, Social Security, Veterans Administration, retirement of pension plan,
dc? [ Yes [ Mo If *Yes,” please furnish the following information: Prp——
|Mame and Address OF Source  Groupor Policy or Claim  Exnct Date Benefits Length of Frequency of Each  Total Amount
Individual Basis Mumber, [f Any  Commenced or Will Benefit Period  Periodic Benefit of Benelits Paid

|_-_ Commence

i), Remarks
Cliens / Plan No 401/ 401000 Emgluyer Mune
ASRS EmplayerMo. ContactTile
Telzphons Mo, Signanre
[ o Duse
Emal Adiress . : -

SEDGWICK ER FORM AUGUST 2012
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®

Employer Claim Statement — Part 2

Attachment A
Page 2

sexdigwick. Physical / Non Physical Aspects of Job
Please complete this section of the <laim statement to provide us with information concerning the physical / non physical demands of the
claimant's job,
Claiman's Occupation
Signature / Tille B . Dtz
' Physical Requirements
1. In & typical work day, give the number of hours the claimant spends in cach of thess positions and if claimant may alternate positions:
. Flay Aliernale Fositions
Position Tetal No. Hours AL Will 15-30 Minutes Haarly Mever
Sitling L r r [ r
Standing r r r r
Walking r r r r
Driving r r r r
Chccasionally Frequently Contimuously
L.} Claimant must Mewer (% = 2 % hours) (2 %« 5 ¥ hours) (% % -8 hours)
A, Bend'Sloop r r r r
B. Climb r r r r
C. Reach above shoulder level r r r r
D Kmeel r r r -
E. Balance r r - r
F. Enter data'keysiroke r r r r l
G, Squat r r - r
H Crawl r r r r
1L Crouch r r r r
I Lifx: Usual — I, C r r r
Max — b= r r r r
K. Camy Usual — Is.. r r r r
Max — b r r r r
L. PushPull Usyal — Ibs. r r r r
Max — b, - r r r
kN the job, claimant uses focl repeiitive MOVEMEnis as in OpeTang lool conirals.

4. On the job, claiman uses hands for repetitive action such as:
Firm Grasping
r

Simple Grasping
A. Right r
B. Left r

5.  Doss job require:

A. Working at ungusrded beights? [~ Yes [ No
B. Exposure io marked changes in temperature and humidity or extremes thereof? [~ Yes [ No

C. Expogwre (o dust, fumes, gases, chemicals?

Right I Yes ™ Mo

r

™ Yes [T Mo

Fine Manipulation
r
r

Left 7 ¥es MNo Both I~ Yes ™ Mo

N

ol

Stress ( Non Physical

Percentage of time clalmant spends answering customer complaints.

Percentage of claimant's work primanily judged on production. %
Do this claimant depend upon the sssistance of others in order 1o accomplish his/her daily wsks? [ Yes ™ No
How many employees does this claimant supervise?

%

%% Prescheduled activities

Percentape of trme claimant spends mesting deadlines set by others.
9. Percentage of responsibility the claimant kas for the performance of his/her particular department.

Is this claimant routinely subject to close supervision? ™ Yes [~ No
Percentage of time gpent by the claimant working with hisiher co-workers, %
Percentage of claimant's time gpent on:

£

“ Random activities

Y

SEDGWICK ER FORM AUGUST 2012

% of time
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Attachment B-1

Page 1
* ays *
sedgwick cMs  Long Term Disability Employee Claim Statement _
T BE COMPLETED BY THE EMFLOYEE New elaim: [JYes B ]
|. Full name of employee (Please print} Male 2. Dige: of Barth 3. Beal Securily number
O Female
4, Manare of gickness ar injury (if do to accident, explain when, wiere ond how | 5. Employer
it happesed)
& Dcoupation
7. Mental zangs Cl5ingle I Widawed & Mames and birth dates of spouse and of all dependent children under age 14
] Mmried ] Drivwnreed
i 9. Date an which you wera first unable 1o wark
10, Date of first medical treximent for ghe cond®ion L1 Have you & in amy work, part-time or ccherwise, Eince your Sickness of
ingury began? [1Yes O ™e  0F “Yes~ please explain ard give
If pregnancy, provide expected or actual delivery dete dates )
12 1F still tntally disahled, wien do you expect to return to wark? 13. 1f vou have recoverad or rebamed to work, give date
I4. Have you boen confined Lo a hospstal for this disabilin? O Yes Mo (I “Yes™ please complete)
Mame of Hospital Ciry From
15, Mumes and addresses of all physseans wha have been consulted because of this condaion farsack eddbnioms sheerr, if o]
Mame Adkdress Drates of Consultation or Treslment

16, Are you receiving of have you applied for benefits from any of the fodlowing? Yes Mo

1. Socal Security Disablny? | .|

1. Social Security Relinement? O O

3. Sick pay/Vacation pay from your employer? 8 a

4 Aripoea Stabe Retirement System? |

5. VWeterans Administration? O O

4. Warkers Compensation? E E

7. Shor Temn Disakdling?

& Unemployment Benefils? g O

9. Ciher? 0 ]
Far eich qeestion answered *Yes™ please fumish the following infemalson:

Exmct Date Benefits Amoung and

Mame and Address Graup o Palicy or Claim Cammenced or Will Lesgih of Freguency of Each Total Amount

of Source Indiwidusl Basis Wumber if any Commence Benefit Period Puriodic Benefit o Benefits

Faor Secidd Secunty, Workers' Compersation, Stale Disshilicy and other similae beneliss, pleise fumish & copy of the benelit award (or demal Jetter, o applicable.) 1
(Do not eomplete this section if you have returned to work, or if disability is for pregnancy.)
Training, Education & Experience
{For the possible exploration of Rehabilitation services, please complete the following.)
17, What i your leved of educaion?
A Hiwo you received a high school digloma or the equivalent of a high school dipioma? Yes [ Ho
I "Mo, please advise us of foe last grade completed. Fadn
B Haveyou atiended colege? [ Wes [ Mo Ifyes, please check one: [ Some coilege [ Colege gradeate [ Postgraduale
Pleasa specfy. Major fiekl of sucy — [egree gamed
[iate la5t attended
C. Have you atiended any trade schocls o received any other special raining? [ Yes  [J Mo
Please spedify: Typeofyaining
Dhate last atiended

;I 8. Please st al previcus ocoupations and the dates worked lor each ccoupalion. Please akach B copy of your resume, If avallable.

SEDGWICK CMS EE FORM JANUARY 2012
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Attachment B-1

Page 2

1. Flease ks names, sddresses end inciusive dates of employers you heve wored o he pas! ree years

20 ‘Wilal was your cocupation when Sisability commenced and wha) wem the sl duties of your aocupation

21, Which of the abows job dulins ane you urable fo perform?

2. Heree you discussed relusing o wirk of commending a vacatioral rehatilitation program with your dodor? [ Yes [ Mo

23, Hewe you asked your employer o provide any accommodations, stich would alow pou loretum owon? [ Yes CIMo W ¥ea” whal socommadatons dd you
maques! and what was your employe's response’

24 \Wnal sccommaodations oo pou bl could b made by you employe 1o allow you i elum lo mock?

25 Havé yu oondideted sefraifing? [ ¥es ke H*¥es" whal vocatonal areals) would inlerest you?

Aurthorization to Release Information

I certify all of the infzrmation on the Employee's Statement (#'s 1-24) is fo the bast of my kmi‘-‘ledg Irue, correct and complele, |
haraby authorize the use or disclosure of my personal health information wpon request by Sedgwick CMS, Inc. from the following
authorized persons or organizations: Pacificare Health Syslems, Unilied Health Care, Schaller Anderson Healthcare, AZ Foundation
for Medical Care, HMA Inc., Assurani Employee Benefils, and Beech Streel Corporation. | hereby furher aulhorze the sbove persons
or organizalions, any physician, medical praciiioner, hospital, clinic, other medical or medically related faciily, pharmacy, nsurer,
Clams Administrator, and my employer(s) to disciose or fumish to Secgwick CMS, my emplover, or any of ther authorized
reprasentatives, all facts concerning my medical condition and disability (including physical, mental health, alcohol, substance abuse
and HIV related information), wages or eamings and cthar banefitipension information, that are within their knowledge and fo allow
inspection of and provide copies of any medical records (ind udInF diagnosis, prognosis, prescriptions or medication, paychistric, drug
or alcohol sbuse treatment). | understand that this information will be vsed 1o determine my eligibiily for benefits or compensation fo
wiich | may be enfiied under any benefit plan or practice of my emgployer, which requires evalualion for physician or menial condition,
inciuding, bul not limited to, a leave from work for medical reasons. | further authorize disclosure of my personal heatth information to
olfers by Sedgwick CMS, my employer, or any of their authorized representatives. In order 1o determine my ligibllity for, process,
evaluzte and administer all clzms for banefils or compensation for which | may be entitied. | acknowledge my Aght to make a capy of
this authorization. | understand this authorization is valid for the duration of my claim for dissbility benefits or twenly-four months,
whichevar is eadier. & photocopy of this authorization is as valid as the original. | may revoke this authorization &t any lime before is
g;?iramn date by notifying Sedgwick CMS3, Inc. in writing, but the revacation will nod have any affect on any actions the party look

ore il received the revocation. | undarstand that my personal health information may be released to others in accordance with the
terms of this releass,

The Genelic Information Mondiscrimingtion Act of 2008 1GIN&] prahibits employers and cther enlities covered by GINA Title Il fram
requesting or requining gensic information of an individual or farmly member of the individual, excepd 2 specifically allowed by this law,
To comply with this [zw, we are asking that you nal provide any genetic information when responding o this request for medical
information. "Genetic Information” &5 defined by GINA includes an individual's family medical history, the results of &n individual's or
farnity member's genatic tests, the fact that an individual or an individual's family member sought or received genetic services, and

ic: imfarmation of a fetus carried by an individual or an individual's family member or an embryo kewiully held by an individual or
amily mamber raceiving assislive reproductive services.

! )
Employee's Signature Date Signed Phone Mumber

Address City or town, State Zip code

Mame of Person Representative who has Authority to Signature of Personal Representative who has Authority
Sign on Behalf of the Employee 1o Sign on Behalf of the Employees

SEDGWICK CMS EE FORM JANUARY 2012



ADMINISTRATION PROCEDURES - PROCEDURE NUMBER 23-8 Page 9/ 17

Attachment B-2
Page 3

Sedgwick CMS  AUTHORIZATION FOR RELEASE OF INFORMATION (ROI)
YOUR CLAIM FOR DISABILITY BENEFITS CANNOT BE PROCESSED WITHOUT THIS FORM

Employer Mami: __|_n-n of Birth:
Employer Mame: Anzona Siate Retirement Sysiem

Plan Mussher: 401000 Plan Name: Arizons Staie Retirement System - LTD

Lt Dinee Wrked: First Date Ussble 10 Work: | Date:

COMPLETE THE STEPS BELOW AND RETURN THIS FORM TO SEDGWICK CMS IMMEDIATELY:
STEP 1: Please compbate the Information above and then sign and date in the spaces pravided balow,

STEF 2: You sheuld also previde o copy of this form to your doctor’s office as they may require a eopy of this form In order (o provide
SEDGWICK CMS informatien regarding your dmabdlity. Failere to complete this completed form cam mpede the invesdigation or
pracessing of your claim and may resslt in o delay or denial of benefits.

I you have questions regarding your chalm, visht s on the web ot wew SEDGWICK CMSinc.com or call us o (R0495-0301,

CERTIFICATION AND AUTHORIZATION FOR RELEASE OF INFORMATION

| all of the information above (excep! as is o the best of my true, cofrect and complete. | hereby
! the use or disclosure of my parsonal health in mmmﬂﬁ.mmum
authorized persons ar nizations: Workers' Compensation Camier, Long-Term Disability Carrier, and Health Camier. |

further authorize the above persons or izati physician, medical practitioner, hosgatal, clinic, other medical

or medically related facility, pharmacy, insures, claims adminisérator, and my employer(s) o disclose or fumish o SEDGWICK
CMS, my employer, or any of their authorized represeniatives, all facts mmlngnw medical condifion and disability
(including physical, menial health, alcohol, subsiance abuse and HIV related information), wages or eamings, that are within
their kn and 1o allow inspecilon of and provide copies of any medical records (including s, Prognosis,
prescriptions or medication, psychlatric, drug or alcohol abuse treal . | undesstand that this information will be used to
determing my eligibiily for banefis or compensation to which | may be entitled under any banafil plan or practice of my
emplayer, wl:ich :pﬁu avalualion for physical or mental condition, including, But ned Bmited fo, & keave from work for
medical reasons. | further authorize désclosure of my personal health information to others by SEDGWICK CMS, my
empioyer, o any of their autharized representatives, in order to determine my aligibility for, process, avaluate and administer
all clams for benefits or compensation for which | may be endiled. | acknowledge my rght 1o make a copy of this
authorization. | understand this authorization is valid for the duration of my claim for disability benefits or twenty-four months,
whichever is sarlier. A photocopy of this autharization is as valid asmnurrginal

IMPORTANT INFORMATION ABOUT YOUR RIGHTS

| may revoke this authorization al any time before ils expiration date by notifying SEDGWICK CMS, Inc. in weiing, but the
revocation will nof have any aect on any actions the pary took before it receved the revocation. Immuﬁthatmy
personal health infarmation may be released to others in accordance with the terms of this release.

Employee's Signature Diate Signed

Name of Personal Representative who has Authority o Signature of Personal Reprasentalive who has
Sign on Behalf of the Employee Autharity to Sign on Behalf of the Emplayes

SEDGWICK CMS EE FORM JANUARY 2012
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Attachment B-3
Page 1

Employee Consent To Pima County’s Disclosure of Employment
Information and Release of Liability

I, (print name), authorize and give my consent for Pima
County Government (POG) to release any information regarding my eduecation, training,
experience, and job performance, including, but not limited to, the reason for any termination,
professional conduct and evaluation, if contacted by:

Provide name of specific carrier:
Sedgwick
Humana Life Insurance

Or:
Any prospective employer (initial if desired)

According to Arizona Revised Statutes §23-1361, a copy of which appears on the reverse side, any
employer that provides written communication regarding my current employment must send me a
copy at my last known address. | acknowledge that some supervisors may be unwilling to provide
factual written references concerning a current or past employee unless they may do so
confidentially, witheut revealing the references to the employee.

I waive fdo mot waive (initial only one) my right to receive a copy of any written
communication furnished by PCG.

Whether or not | have waived my right to see or 10 receive copies of written references furnished by
PCG, | release, hold harmless and agree not to sue or file any claim of any kind against PCG or any
current or former officer, agent or employee of PCG, who in good faith, furnishes written or oral
references to a prospective emplover.

A photocopy or facsimile (“fax™) copy of this form that shows my signature shall be as valid as an
original.

Current/Prior Emplovee Date

Address: (if a copy of written communication is desired)

(Street, PO Box, or Apartment number)

City, State, Zip Code)
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Attachment B-4
Page 1

STANDARD AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION
“This form is not valid for pre-enroliment activities. '

MamE of Misser Wuose Prorecren Heavte Invozmation Wie sz Dscrossn:
Last Mame, First Mame {please print):
f— SR e e e —
Mesmrs Iavorseation 7o =& Usen or Dhscvoszn f
O By checiting this box, | allow the persen neded beow to act upon andior make changes lo my member lafoemation (1.e., primary
care physicion change, chang= in petwork, residential sddresstelenbone change®).

0O By checking this box, [ allcw fior oaly e snd @sclonrs of the following member information (i.e., certiin claims fom o provider
with specified dates of service, ol information held by the losrer, ele). Plesse list

LEcplerend Pl MoSol Tofrmetion
*Only acdress and telephone changes in the same: comnty will be sccepled from member with (his form.

Important: Thit swthorization exchrdes enrollmeny and dsenrollment purpote in which care @ valld Power of Attorney must be on
file.

Name or Peesces 7o Wiesos TeE Inrossamios wiLs sx Descuosen:

Laes Nawne | First Nomen {plesse primt): _
If the: dislosare it inpended fior & chess or growp of individualy racher than o specific individual, please indicate that here (for exampls,

hnﬂ'nf-uﬂiu.lmp-r :t.'_l:

MHMIMMHHMM o or fior the poriad of time or event noted beliw (for exsmple =0

event might be as long as the b a .

BEvocaTION OF AUTHORIZATION: As stated in Pima County Notice of Privecy Practices, you have the right & revoke s
autharization except for instances that have already taken actlon bused on the susthorization. Your revocstion must be mailed o

Human Resouross
150 W, Congress, 4* Floor Benefits
' Tuscean, AZ BE701

You may also notify the Fuman Resources department by calling $20-T40-8464 during normal basiness hours snd reqguest i revakes this
anthorizatian,

CONSEQUERCES OF THIE AUTHORIZATION: Flease be sdvised that cnce Member Information is disclosed to the authorized mdsvidual,
there iz a potential for it to be re-disclosed by the recsipient and no bonger protected.

Bni.mlu;hﬁw.Iunl.nd]clh[MlImjm]mwhnl&ﬂrnwlﬂllﬂmmmﬂmumwﬁmﬁnﬁdﬂﬁn
involve handling the member information ndicatsd above 1o discloss my confidential member information o the persoa desiganied
shove. | understand that Hizman Hﬂmmqulmﬂﬂmﬂuﬂbﬂlﬂbﬂhﬂﬂ.pﬁmhmilﬂﬂg or eligibility of benefils s a

reault of this suthorization,

SIGHATURESR
Sigrature of Member: Signature Date:

§F you are & lawfld perscnal representative of the member and are acting o hisher bebalf, please sign below.

mwfmuﬂumm;murmm;

Last Mare, Firs Hame (please priesy LA
nmurn-uanww._ﬂl St
Sigaature Dage-

Description of Asthority o sct on behalll of the member: (for example, Power of Astorney on file or legal gpuandian of minor):

Picna Cosnty Lone Tecm Disability B .
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Attachment B-5
Page 1

Fﬂ'rm w.,q_ {2012} Wmuwmwmnrm incoma, e Pubr, 506 82 bred &t if you shouid ndjuat
ray breens [or 2em) Blcwnnc s regia yirar welhisicing on Form W-4 or WedF,
B, withhodding must Be based &n it | [eap—— 1 yau have &
Pyt Comehin Fors Wi b Dhat rﬂlm;ﬂm-dbuumlor Apmuse or Mo oy e
T i o pary. Cong ko @ e Form Head of biusmfeid ramndd wm‘h:l mwlr‘:' .
NT L oA Foammi
‘-4 gach yoar aned whan your garsenel o Brasclel o P b SIS your LS Felu ¥ WA, Your ey Evﬂ-pq—l-
-pﬂuh;_u-ml rﬂmrrg-mmﬂ rﬂlmnmmhmlﬁd
Emmmgtion fram withhaldng. Tyou s s, D088 o BEEQINg LD & homa e o i highel pardng oo wnd rere L
m..z.a?{.‘:‘rm-,.h epeienty] o roer quakting inchich. Ss Caitrad i fhm . S48 PL, 05 for Seia.
atesara i for 2012 wiphves Pab. B, el ickarrt afian, If yGu e 8 Ponresdan alen
1l.=n1=hl'w:w7m g g dor - e MOUCE 13052, Farm w4
Tax orediis. You can take Lix cracits intc: Irmircticns ior Monnrsdeni Afeta, Daber
Nnhﬂlmdm PN G B you E1a ool in figariag your rumber of eeiTgisling this l=m
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Attachment B-6
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Attachment B-7
Page 1

Sedgwick CMS Direct Deposit Authorization
"PART1: Tobe'Completed by Employee . .= — . s@ge toao © 5o o o=
Employer: ARIZONA STATE RETIREMENT SYSTEM
Employee: First Name Middle Initial_______ Last Mame
SSN: e
Agreement

1 authorize Sedgwick CMS and my Employer, at their discretion, o deposit my approved disability benefit paymenis into
my account as indicated below,

This authorization will remain in effect until | give written notice to Sedgwick CMS either to change or cancel this
authonzation, in such time and in such manner &3 to afford Sedgwick CMS a reasonable opportunity io act om it [
understand that my deposit will not be posted to my account until the date of my monthly benefit payment,

I have provided Sedgwick CMS with & form completed by my financial institution solely for the purpose of verifying my
account number and transit'routing information.

I grant Sedgwick I.'.'Hsddm:.' Employer the right 1o cormect any Electronic Funds Transfer resulting from emoncous
overpayment by debiting my accounts 1o the extent of such overpayment. | further understand that Sedgwick CMS or my
Employer is not responsible for any costs or service charges incurred by me as a result of Sedgwick CMS” actions related
o Electronic Funds Transfer,

| Action Requested

[[] Please establish & NEW direct deposit to the bank and account listed below,
[ Please CHANGE my direct deposit, and direct my benefit payments to the bank and account listed below.

[[] Please CANCEL the direct deposit of my benefit payments to the bank and account listed below and send my
benefit payment check to me in the mail,

| Employer Segranee Duie
PART 2: To Be Com y Emiployee T T . A T
Name of Financial Institution:

Routing#: [ 1 [ 1 1 1 1] Telephone#: (T 1 DC T T JL T [ 11
Accowmt#: | | | | T T T T T TV T 1 Type of Account: ] Checking [] Savings
Bank Employes Signature: Date:

After completing this form, please fax it to Sedgwick CM5 at (B18) 591-T664 or mail it 1o Sedgwick CMS, PO Box 9830,
Calabasas, CA 91372-083), Sedgwick CMS only needs one copy of this form, so please choose one method of delivery only.

For Sedgwick CMS Lise Only
Prenote Completed By: Dhte:

332
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Attachment B-8
Page 1

qm Attending Physician's Statement of Disability

The patient is responsible for the completion of this form without expense to Sedgwick CMS

FART ONE: TO BE COMFLETED BY EMPLOYEE PRIOR TO PROVIDING TO FHYSICIAN TO FLETE
Eagloyen Nunm | as smng, A came, musdle esal) 1l Bacurey Wunser

Famgplonpas ooy dtiiruas Apt Sawan e Ciny Sue dip Code [ JJ lem
|I'.h

Parts gty Fagioyer

Iﬁﬂiﬁﬂ-—hmnmr--hhdnh—*n warTen [ Bt aad v i b af sy garweal dia'th edarmanoes
o et by badgenck (M b fron e & | prerinia. Pl Care. Ire, oedd Cogem, [en | Baraby farfer qifonds fe sbove Jerssfd of of pRaiane,
mm“m—hﬂ.ﬂ.ﬂ“ﬂauuhh* e, dlderr s rnll oy gy e ) 6 disikiad or Romidh o) Sed e
WSy e, oy o B et -H ¥ oy mdecnl comdihon e duambsinry 1o mﬂuﬂ.mmu-ﬂm
rmd mfoe | e o CEmmn, e aT weSm ST R .!_u,.-u-q-ra-,—nu_uu -

L, vkt drug o sleoke] b ). 1 ek 4 e Sht i el S el i o *whmrmhuulﬂhﬂ*
miry benc i plen o prezer of =y oeplos, wheh mgaen pabano i pEacel o el condece, o badng b fod Lased s ey Som wark b naleal e | Rrher sutheras
ke of my persons’ seskh wiormpnon oty by Sedpecs (WL my pmgloyer_ on ay of S LTI T g alagaliliey for procass, veiane s
d—'ﬂd—hhﬁ'rmhﬁlqh-ﬂlﬂ—h‘q-ﬂh‘lmih ] J s sath o walid i g
darmnae of my slam b gapatdany bk fas o Te e -four MonetE. wRait e o plrber A jlpinagy of Bl bt o vekad b B angesl | may eoks e sethe g anen @ @7y Cme
b dard Ty mon Sying. Sedpn O, Lad b wrilitg. Bl S cpooaeos w il i bbed by STI0 B0 by i S ke Ty Nk By @ Pcleaied e s s, | ke pd et
nn—dhﬁ*—nnh“wu—!-ml—--—ﬂ-nﬂ

The Ceemenic nformreson Nordson msstoa At of 2008 (GINA] probibie ooy ol other i wrvtied by A% Tal 1) Sem sy g i of am
indivitanl or Humily member of the individusl, exocst kb spee foally silowed by the s To semply sl e lis, ﬂ--q-m-m--u-ﬁw—n-—-.-
hik regratit Tor hedun! wnformatser. "Grnetc Information” s defmed by GIN A includos ae aliorias] o ety ebfan] benery, B e o b0 il osialiy o Tly St phactd bets, e
a2t thit an isderidiasl or an ifdividasTs amiy member sosght of receved peaehe servor, sl grarhe snfremites of 8 Bssl el by o5 mladal o B8 sdnels Bemly Memiber o ad

Ermpiloyes's Sgr Tanin S,

ume of Persored Represanianive who has Authority i Hognaray of Pronsl Koprsenistive w e bes Luthamty
| Sign on Behalf of the Ervgrloyes ia Bign oy Bebalf of e Empleyes

PART TW(: TO BE COMPLETED BY PHYSICIAN (Please %l ar type and sign and initiel where indicated.)

Patient’s symptoms resull froen (Check aolf tha apply) Emplayement Hiness
O Aute Accident {siate in which acciden cocurred] O Cther sccident
O Pregnancy (exprosdiacru delivery dov]____ ¢+ Typeof delivery,
Dhate symptams first appeaned ! ! Palient's height Weight,
First visit of thés condiiion ] ] Lt wisil ! J_ Mew e eompexam____
DHd you recammend patiest slop workieg 7 [ Yes I Mo 1 “Yes™, when____/ /!
Mame{s) and sddress(es) of ather irealing or referring physscian(s)

History

Hospital Mame __ Cenfinemeni dales ! ! through_ / £
Dragnoses fincluding complications)

IC[8 code primary
[C D8 pocke secondary condition

Subjective symprloms
Obyective fndings (including resulivicopien of s-rap, kb fies, EXGL MRE o soams)

Describe trestment peogram and jgive dates of kny surgery, mad physical therapy of peyehotherapy.
Medwatons [ Provide desagé and roguency |

Surgery DminType

(=

1. Patant s expected 10 etum bo work: 1] | Fidl-ume I} ! Pam-time

} 1 Has patens resched seasmuns sascal enprovement? [ Yes [ Mo If “Ne”, when ! ! O Un

¥ What lematateong prevend e patiens from returming o employment?

4 Wignded pob mmod ficamson crable paters 1o work with snpainmenest ] ¥es [ Mo

This is a two page form — Initial and date here and continue to mext page:
ician Initials Date
Sedgwick CMS, Inc. / P.0. Box 9830 / Calabasas, CA 91372-0830 / Phone (300) 495-9301 / Fax (818) 591-7664
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Attending Physician’s Statement of Disability (Page 2 of 2)  Patient’s Name

Page 2

“ Functiomal Capacity {Amercan Hear 4 b (Compedete ondy i applicable. |

2 O Clln 1 (e Bimdncnmicont [:In-unﬁ—u-:[jﬁ-.luhu' 1 OIClass & {Ciommplate b
R T T r—— An of {dase) e i

-

hpﬂﬂ--mﬁ:rﬂlhﬂmm'f OYes O Na

Funetional Capabdities: (Complete anly iFapplscable.)
L Interms of am S-howr workiday, patient can {Clrﬂl full capacity Eu.rll!l Ml'm}' ]

A, Bil Mumber of hours H ] & 7 L]
B Siand Mumbier of hours I 1 1 [ 5 L 7 ]
. Walk Mumber of howurs 1 F 3 L 3 -] ? | ]
T e e of am S-howr worldey
Occasicrally T Cants
O i joib, pasiot can Hua. (% 102 ¥ hours) 12?1:1“!;1_ [smz
A Bend/ Stoop (m} O ] |
B Climb 0 0 o O
2 € PashPul 0 0 O O
i ’ It.]llp 10 pronsiy O o o o
- "
= 1 11-20 pods o o o c
3. 210 peunds O o O a
O a 0 m|
Do you belwre 2 begal pandan o comservaor shauld be sppomied for this patient” [J ¥ [J N2
Check appropraie response (Complete only if applicable |
lustgment O Mo deficiis noted [ mbitdiy impaired [ bodermety [ Severely [ Obvious impainment
H Memary, shorterm [ Mo deficits noted [ Mildly impaired ] Moderaiety O severely [ Otwious impasrment
Mamaory , long tem [ s deficits noted D Mildly smpasred 0 Bnderaiehy n] Severely O otvious L RrTRET
Cancostration [0 Ma deficiis noted O Muldty impasred ] Miodersiely O Sevewety [ Oeviows impasrsess
Affect O Normal range O Construcsed
; Sbowed [ Ml O Chwartid O Deprossed [mET
= Pryctcain O Ko yympioms noted O Delsmians ] Thought disorder ClBizsrre wdens [ Hallucinations
Appatite O Incresse [ pecrease [ Mo change
Energy O incresse [ Decrease [ Mo change
g Fl-.urhlnribefullyhuwp-hui‘ljwnpwmﬂ.imhiml_.lﬁﬁlityhIn‘t.l;,hﬂnmkﬂdthulﬂ-mmd-dﬂrﬁ
-
i3
i
&

Remarks

Mamie

Physician's Mame DegreeSpecialty
Sirest Address ) —_ Telephone Number { 3
City Seale Lap code Fax Musmbser | } S
Paymazian’s S Dt ] ]

(R 0T FREDATE
PHYSICTAN S LICEFSE NUMBER
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