I authorize 1* Reliance Standard Life Insurance Company to send my disability payments to the Bank designated below for electronic
deposit in my Account. | understand that | may terminate this arrangement at any time by writing to the1™ Reliance Standard Life

Insurance Company address below.

O Yes Set-up Direct Deposit

Bank/Financial Institution Information

Name of Bank (Print)

Address of Bank

City State

Zip

Choose Type of Account

[]checking [Savings

Bank Transit/Routing Number (9 Digiis)

Personal Account Number

Or Attach a Voided Check imprinted with your hame.

ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FILES AN
APPLICATION FOR INSURANGCE 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 TC EXCEED FIVE THOUSAND
DOLLARS AND THE STATED VALUE OF THE CLAIM FOR EACH SUCH VICLATION.

Claim signed on

Date

If signed by other than claimant, print helow: name, address, and relationship of represeniative.

Claimant's Signature

IF YOU HAVE ANY QUESTIONS ABOUT CLAIMING DISABILITY
BENEFITS, CONTACT THE NEAREST OFFICE OF THE NYS
WORKERS’ COMPENSATION BOARD OR WRITE TO: WORKERS'
COMPENSATION BOARD, DISABILITY BENEFITS BUREAU, 100
BROADWAY-MENANDS, ALBANY, NY 12241-0005

51 TIENE DUDAS RELACIONADAS CON LA RECLAMACION DE
BENEFICIOS POR INCAPACIDAD, COMUNIQUESE CON LA
OFICINA MAS CERCANA DE LA JUNTA BE COMPENSACION
OBRERA DE NUEVA YORK O ESCRIBA A: WORKERS'
COMPENSATION BOARD, DISABILITY BENEFITS BUREAU, 100
BROADWAY-MENANDS, ALBANY, NY 1241-0005

DB-450 (4-05)

HEALTH CARE PROVIDER MUST COMPLETE PART B ON REVERSE




