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1. PATIENT INFORMATION

Name of Patient:  ___________________________________________________________________________________________________________

Contract Number:  __________________________________________________________  Social Security Number:  __________________________

2. TREATMENT INFORMATION

Nature of patient’s illness(es):  ________________________________________________________________________________________________

 ________________________________________________________________________________________________________________________

 ________________________________________________________________________________________________________________________

 ________________________________________________________________________________________________________________________

 ________________________________________________________________________________________________________________________
Life Expectancy (Select only one option): 

	 	 One year or less
 	 One year or greater

Prognosis of illness:  ________________________________________________________________________________________________________

 ________________________________________________________________________________________________________________________

 ________________________________________________________________________________________________________________________

Name of physician who diagnosed illness: _______________________________________________________________________________________

Address:  ________________________________________________________________  Phone Number: (________) _________________________

City:  ___________________________________________________________________

State: _____________  ZIP: _________________________________________________

Dates of diagnosis: ________________________________________________________   

3. SIGNATURES

 ________________________________________________________________________________   ___________________________________
Signature of Dr/RN/Director Date

 ___________________________________________________________   __________________________________________________________
Name of Dr/RN/Director Title and/or Professional Designation

SIGNATURE MUST BE NOTARIZED:  _________________________________________________________________________________________
 Notary Signature and Seal

Please send completed forms to:  
 Retirement Services Center 
P.O. Box 15648 
Amarillo, TX 79105-5648

All companies are wholly owned subsidiaries of Corebridge Financial, Inc.
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