
GROUP LIFE INSURANCE - DEATH CLAIM REPORT 
THE LAFAYETTE LIFE INSURANCE COMPANY

ADDRESS: ATTN: Claims Department Toll Free Phone Number 1-800-243-6631 EXT. 3714 
  1905 Teal Road Local Number (765) 477-7411 EXT. 3714 

P. O. Box 7007 Fax Number (765) 477-3236 
  Lafayette, IN 47903-7007 E-Mail Claims@llic.com 

PLEASE TYPE OR PRINT THE INFORMATION REQUESTED BELOW
Policyholder: ______________________________________ Policy No. _____________________
Employer _____________________________  (Location of Employee if other than Policyholder main location) 

 1. Is this claim for (CHECK ONE):
     [  ] Employee [  ] Dependent 
2. EMPLOYEE INFORMATION. ALWAYS FILL IN, 
EVEN IF DEPENDENT CLAIM.  ATTACH COPY 
OF ENROLLMENT FORM FOR COVERAGE. 
 Employee Name:________________________ 
 Date of Birth:    ________________________ 
 Soc. Sec. No.:    ________________________ 
 Date of Hire:    _________________________ 
 Effective Date of Coverage: ________________ 
 State of Residence: ______________________ 
 Date of Death (if applicable) _______________ 
 Date Last Worked (before death*) ___________ 
 *If a dependent claim, reference is to dependent’s date  of 
death.  If last work date was not date of death, indicate
reason Employee stopped active employment before
death:

[  ] Disability
      Date Began ___________________ 

                   Nature of Disability  ____________ 
[   ] Retirement

                   Effective Date _________________ 
            [   ] Vacation
                   Date Began ___________________ 
            [   ] Other (explain) ________________ 
                   ____________________________ 
3. OTHER NAMES: Has the employee been known by 
any other names other than his or her given name or legal 
name, such as maiden name, hyphenated name, nickname, a 
derivative form of his or her first and/or middle name, or an 
alias? [  ] Yes  [   ] No  IF “YES,” PLEASE PROVIDE ANY 
OTHER NAME BY WHICH THE EMPLOYEE HAS BEEN
KNOWN
______________________________________
______________________________________
4. PLEASE COMPLETE IF A DEPENDENT
CLAIM. ATTACH COPY OF ENROLLMENT
FORM FOR COVERAGE
 Dependent Name: _____________________ 
 Date of Birth:  ________________________
Relationship to Employee: _________________ 
 Soc. Sec. No.: __________________________ 
 Effective Date of Coverage: ________________ 
 State of Residence: ______________________ 
 Date of Death: _________________________ 

If any beneficiary is a minor, and a guardianship
(conservatorship) for the estate of the minor has 
been   established, please provide us with a certified 
copy of     the letters naming the guardian 
(conservator).
If student, name and address of educational 
 institution: _____________________________ 

    _____________________________ 
                 _____________________________ 
If dependent was employed at death (full or part 
time), please provide name and address of employer: 

5. OTHER NAMES: Has the dependent been 
known by any other names other than his or her 
given name or legal name, such as maiden name, 
hyphenated name, nickname, a derivative form of his 
or her first and/or middle name, or an alias? 
[  ] Yes  [   ] No  IF “YES,” PLEASE PROVIDE ANY 
OTHER NAME BY WHICH THE DEPENDENT HAS 
BEEN KNOWN
______________________________________
______________________________________
6. Coverage and Premium Information 
Coverage Amounts for:
     Employee: ________  Basic Life 

           ________  Supplemental Life 
                        ________  Optional Life
Please provide the Employee’s:
    Gross Annual Salary at Death* ________ 
    Gross Annual Salary Before Last Increase: 
    _______________________________ 
    Effective Date of Last Increase: _________ 
    Insurance Classification: ______________ 
    Job Title :_________________________ 
Coverage Amounts for: 

Dependent: ________  Basic Life 
                         ________  Supplemental Life 
                          __________ Optional Life 
Were full premiums paid through date of death*? 

[   ] Yes      [   ] No If “no,” please explain
___________________________________
_______________________________________
Was Evidence of Insurability required?
Employee   [   ] Yes     [   ] No 
Dependent [   ] Yes     [   ] No
CONTINUED ON NEXT PAGE 
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7. Beneficiary Information (death claim on 
employee)
NOTE: PLEASE PROVIDE ORIGINALS OF ALL FORMS
COMPLETED BY THE EMPLOYEE ON WHICH EMPLOYEE 
NAMED OR CHANGED HIS OR HER BENEFICIARY
 Full Name _____________________________ 
 Address    _____________________________ 
                 _____________________________ 
 Date of Birth ___________________________ 
 Soc. Sec. No. ___________________________
 Relationship to Employee __________________ 
Full Name _____________________________ 
 Address    _____________________________ 
                _____________________________ 
 Date of Birth ___________________________ 
 Soc. Sec. No. ___________________________
 Relationship to Employee __________________ 
IF MORE THAN TWO BENEFICIARIES, PLEASE USE 

 ADDITIONAL INFORMATION SECTION BELOW -
 INCLUDE ABOVE INFORMATION FOR EACH
 ADDITIONAL BENEFICIARY
 Is there a beneficiary dispute? 
   [   ] Yes    [   ] No. If “yes,” please describe details

below or attach a separate letter
  outlining the dispute.
If any beneficiary is a minor, and a guardianship
(conservatorship) for the estate of the minor has been
established, please provide us with a certified copy of the 
letters naming the guardian (conservator). 

8. Accidental Death Claim Information
 Is claim being made for the accidental death benefit 
(if     the claim is on the life of an employee)? 
 [   ] Yes [   ] No 
 If “yes” is checked, please provide the following: 

Cause of Death ________________ 
             Coverage Amounts:

 ____________ Basic 
               ____________ Supplemental
               ____________ Optional
NOTE: Please provide us with copies of any police 
reports, coroner’s reports and newspaper articles 
concerning the death which you may possess. We 
will need an Authorization for Release of Information 
signed by the appropriate survivor. We will also need 
to conduct a review of a claim for the accidental 
death benefits. Unless the employee’s death was a
homicide, we will not delay review of the claim for 
life coverages while we investigate the claim for 
accidental death. However, if the employee’s or 
dependent’s death was a homicide, we will need to 
obtain confirmation from the investigating authorities 
that the beneficiary is not a suspect in the death of 
the employee or dependent. BE SURE TO
PROVIDE A CERTIFIED COPY OF THE
DEATH CERTIFICATE WITH THIS FORM.

NOTE: UNLESS WE HAVE BEEN NOTIFIED TO THE CONTRARY, ANY CHECK FOR BENEFITS WILL BE MAILED TO THE POLICYHOLDER FOR DELIVERY
TO THE EMPLOYEE (IN THE CASE OF A DEPENDENT DEATH CLAIM) OR BENEFICIARY (IN THE CASE OF AN EMPLOYEE DEATH CLAIM).
Please use this space to provide any additional information ___________________________________________________ 
________________________________________________________________________________________________
I hereby acknowledge that the above information is true, correct and complete. I certify that I am authorized to execute this form on behalf of the 
policyholder named above. I understand that The Lafayette Life Insurance Company will rely on this information in its review of the claim.  I further
understand that the submission of this form by The Lafayette Life Insurance Company to the policyholder does not constitute a waiver of any 
rights or defenses available to The Lafayette Life Insurance Company nor does the submission of this form to the policyholder constitute an 
admission of coverage on the above deceased which does not otherwise exist I hereby acknowledge that I have received and that I have read the 
accompanying FRAUD WARNING.
       __________________________________________ 

Signature of Authorized Representative of Policyholder
Date Form Completed _____________________ 

Printed Name: _______________________________
Phone Number ___________________________

Title _______________________________________
Fax Number _____________________________
                       (include area code) Mailing Address:  _________________________ 

              _________________________ 

E-Mail Address: ___________________________ 

NOTE: FAILURE TO FULLY COMPLETE THE ABOVE FORM CAN DELAY THE HANDLING OF THE CLAIM. IF 
INFORMATION IS OMITTED FROM THE FORM, WE RESERVE THE RIGHT TO REQUEST THAT YOU SUPPLEMENT THE 
INFORMATION ON THIS FORM IN WRITING. IN SOME CASES, WE WILL NEED TO REQUEST ADDITIONAL
INFORMATION IN WRITING TO CLARIFY OR FURTHER EXPLAIN INFORMATION SUPPLIED ON THE ABOVE FORM.
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GROUP LIFE INSURANCE - DEATH CLAIM REPORT 
THE LAFAYETTE LIFE INSURANCE COMPANY

FRAUD WARNING

THIS FRAUD WARNING NOTICE IS FOR YOU TO KEEP. PLEASE DO NOT RETURN IT TO US WITH 
COMPLETED CLAIM.

Please do not be offended by this notice. We are required by the laws of various states to include a fraud warning in connection
with any claim form issued by The Lafayette Life Insurance Company. Listed below are the required warnings. Please refer to your
state of residence, on the list below, for the appropriate warning.

ARKANSAS, LOUISIANA OR NEW MEXICO: ANY PERSON WHO KNOWINGLY 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.

ARIZONA: FOR YOUR PROTECTION ARIZONA LAW REQUIRES THE FOLLOWING STATEMENT TO APPEAR ON THIS 
FORM.  ANY PERSON WHO KNOWINGLY PRESENTS A FALSE OR FRAUDULENT CLAIM FOR PAYMENT OF A LOSS IS 
SUBJECT TO CRIMINAL AND CIVIL PENALTIES. 

CALIFORNIA: A PERSON WHO KNOWINGLY FILES A STATEMENT OF CLAIM CONTAINING ANY FALSE OR
MISLEADING INFORMATION IS SUBJECT TO CRIMINAL AND CIVIL PENALTIES. 

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 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. 

DELAWARE OR IDAHO: ANY PERSON WHO KNOWINGLY AND WITH INTENT TO INJURE, DEFRAUD, OR DECEIVE
ANY INSURANCE COMPANY, FILES A STATEMENT CONTAINING ANY FALSE, INCOMPLETE, OR MISLEADING
INFORMATION IS GUILTY OF A FELONY. 

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 INSURANCE
COMPANY FILES A STATEMENT OF CLAIM CONTAINING ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION IS 
GUILTY OF A FELONY OF THIRD DEGREE.

INDIANA: A PERSON WHO KNOWINGLY, AND WITH INTENT TO DEFRAUD AN INSURER FILES A STATEMENT OF 
CLAIM CONTAINING FALSE, INCOMPLETE, OR MISLEADING INFORMATION IS GUILTY OF A FELONY. 

KANSAS: ANY PERSON WHO KNOWINGLY FILES A STATEMENT OF CLAIM CONTAINING ANY MISREPRESENTATIONS
OR ANY FALSE, INCOMPLETE OR MISLEADING INFORMATION MAY BE GUILTY OF A CRIMINAL ACT PUNISHABLE 
UNDER LAW AND MAY BE SUBJECT TO CIVIL PENALTIES. 

CONTINUED ON NEXT PAGE 
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THE LAFAYETTE LIFE INSURANCE COMPANY

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 OR TENNESSEE: 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.

MINNESOTA: A PERSON WHO SUBMITS AN APPLICATION OR FILES A CLAIM WITH INTENT TO DEFRAUD OR HELP
COMMITS A FRAUD AGAINST AN INSURER IS GUILTY OF A CRIME. 

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 CIVIL AND CRIMINAL PENALTIES. 

OHIO: ANY PERSON WHO, WITH INTENT TO DEFRAUD OR KNOWING THAT HE IS FACILITATION A FRAUD AGAINST 
AN INSURER, SUBMITS AN APPLICATION OR FILES A CLAIM CONTAINING A FALSE OR DECEPTIVE STATEMENT IS 
GUILTY OF INSURANCE FRAUD. 

OKLAHOMA: WARNING: ANY PERSON WHO KNOWINGLY, AND WITH INTENT TO INJURE, DEFRAUD OR DECEIVE
ANY INSURER, MAKES ANY CLAIM FOR THE PROCEEDS OF AN INSURANCE POLICY CONTAINING ANY FALSE,
INCOMPLETE, OR MISLEADING INFORMATION IS GUILTY OF A FELONY. 

PENNSYLVANIA: 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 SUBJECTS SUCH 
PERSON TO CRIMINAL AND CIVIL PENALTIES. 

INTERNAL REVENUE SERVICE FORM W-9 

THE COMPANY DOES NOT AGREE, UNDER THE TERMS OF THE GROUP LIFE INSURANCE POLICY, TO PAY INTEREST ON 
A CLAIM. HOWEVER, THE LAWS OF SOME STATES MAY REQUIRE THAT INTEREST BE PAID IN CERTAIN 
CIRCUMSTANCES. IF INTEREST IS PAID, WE HAVE CERTAIN REPORTING OBLIGATIONS TO THE INTERNAL REVENUE 
SERVICE. THE INTERNAL REVENUE SERVICE REQUIRES, IN SUCH A CASE, THAT WE REQUEST AND OBTAIN A SIGNED
INTERNAL REVENUE SERVICE FORM W-9 FROM THE CLAIMANT TO WHOM SUCH INTEREST IS PAID. A BLANK FORM W-
9 IS ATTACHED. THE CLAIMANT’S COMPLETION OF THIS FORM IS A CERTIFICATION OF THE CLAIMANT’S TAX 
IDENTIFICATION NUMBER AND A CERTIFICATION THAT THE CLAIMANT IS NOT SUBJECT TO BACKUP
WITHHOLDING. IF INTEREST IS PAYABLE TO A CLAIMANT, WE WILL NEED TO HAVE THE CLAIMANT SIGN A FORM W-
9. SUBMITTING A SIGNED FROM W-9 FROM EACH CLAIMANT WILL EXPEDITE THE HANDLING OF THE MATTER.
ADDITIONAL COPIES OF THE ATTACHED FORM CAN BE MADE IF NEEDED. THE FORM CAN ALSO BE OBTAINED FROM
THE INTERNAL REVENUE SERVICE WEBSITE (WWW.IRS.GOV).

SEE NEXT PAGE FOR BLANK FORM W-9 AND ACCOMPANYING INSTRUCTIONS FOR THE FORM 
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