
Instructions and Information for completing the Statement of Health form 

To expedite processing print neatly and respond to all questions on the form 

 

 

Application Type  Newly Eligible (This is the first time I 
have been eligible for coverage) 

 

 Change to Existing Coverage (I am electing a 
higher level of coverage) 

  Late; did not apply when first eligible  Electing coverage during yearly enrollment 
 

Section 1  

Mobile Telephone Number: Provide the best number to reach you in case clarification is needed to process your application. 

Policy Number: If not known, please consult with your HR Representative. 

Division Number: If not known, please consult with your HR Representative. 

 

Section 2  

Complete if applying for spouse coverage. 

 

Section 3  

Only complete if applying for child coverage. If you have dependent children with any of the conditions listed, please check “Yes” and 

write the name(s) in the space provided. 

 

Section 4 

Neatly write in the coverage you are requesting. Please write clearly and indicate if the coverage is for the employee (EE), spouse 

(SP) or child (CH) if applicable.  

 

Coverage Selections: 

Coverage options:  

 

Group Life – indicate amount (see instructions below) 

Critical Illness - indicate amount  

Group Long Term Disability (LTD) – write “LTD” in the box if applying for long term disability 

Group Short Term Disability (STD) – write “STD” in the box if applying for short term disability  

 

Employee (EE) Spouse (SP) Child (CH) 

Life 
Amount of requested EE Life coverage  
Amount of existing EE Life coverage 

Life 
Amount of requested SP Life coverage 
Amount of existing SP Life coverage 

Life  
Amount of requested CH Life coverage 
Amount of existing child Life coverage 

-Names and DOB for all children –   
Critical Illness 
Write in EE coverage amount 
 

Critical Illness 
Write YES or NO for SP coverage 

Critical Illness 
Automatically included with EE coverage at 
no additional charge 
 

 

Section 5  

Complete for all applicants requesting coverage. 

 

Section 6 

Complete in full if applying for disability coverage. Provide details for any “yes” answers in Section 7. 

 

Section 8 

Sign and date where indicated. It’s important you retain a copy for your records. Send the completed form via one of the following 
methods: 
 

Mail UNUM 
P.O. Box 9783 
Portland, ME 04104-5083 
 

Fax  1-207-771-4019 
 
Email UNUMEOI@UNUM.COM 
 

 
 
 
 
Some coverage and amounts may require supplemental information (e.g., blood test, urinalysis, EKG).  These tests will be performed 
at your convenience and UNUM will cover the cost. If additional information is needed, we will notify you via the contact information 
provided in Section 1. 

mailto:UNUMEOI@UNUM.COM
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Privacy Notice

COLLECTING INFORMATION 

We collect NPI about our customers to provide 
them with insurance products and services, 
perform underwriting, provide stop loss 
coverage, and administer claims. The types of 
NPI we collect for these purposes may include 
telephone number, address, Social Security 
number, date of birth, occupation, income, 
and medical history, including treatment. We 
may receive NPI from your applications and 
forms, medical providers, other insurers, 
employers, insurance support organizations 
and service providers. 

SHARING INFORMATION 

We share the types of NPI described above 
primarily with people who perform insurance, 
business and professional services for us, such 
as helping us perform underwriting, provide 
stop loss coverage, pay claims, detect fraud, 
and to provide reinsurance or auditing. We 
may share NPI with medical providers for 
insurance and treatment purposes and with 
insurance support organizations. The 
organizations  

may retain the NPI and disclose it to others for 
whom it performs services. In certain cases, we 
may share NPI with group policyholders for 
reporting and auditing purposes, with parties 
for a proposed or final sale of insurance 
business or for study purposes. We may also 
share NPI when otherwise required or 
permitted by law, such as sharing with 
governmental or other legal authorities. When 
legally necessary, we ask your permission 
before sharing NPI about you. Our practices 

apply to our former, current and future 
customers. 

We do not share your health NPI to market 
any product or service. We also do not share 
any NPI to market non-financial products and 
services. 

The law allows us to share NPI as described 
above (except health information) with 
affiliates to market financial products and 
services. The law does not allow you to restrict 
these disclosures. We may also share with 
companies that help us market our insurance 
products and services, such as vendors that 
provide mailing services to us. We may share 
with other financial institutions to jointly 
market financial products and services. When 
required by law, we ask your permission 
before we share NPI for marketing purposes. 

When other companies help us conduct 
business, we expect them to follow applicable 
privacy laws. We do not authorize them to use 
or share NPI except when necessary to 
conduct the work they are performing for us 
or to meet regulatory or other governmental 
requirements. 

Unum companies, including insurers and 
insurance service providers, may share NPI 
about you with each other. The NPI might not 
be directly related to our transaction or 
experience with you. It may include financial or 
other personal information such as 
employment history. Consistent with the Fair 
Credit Reporting Act, we ask your permission 
before sharing NPI that is not directly related 
to our transaction or experience with you. 

This Privacy Notice applies to Unum Group’s United States insurance operations and 
is being provided on behalf of its affiliates listed below (“Unum” “we”), as required 
by the Gramm-Leach Bliley Act and state insurance laws. This Notice describes how 
we collect, share, and protect nonpublic personal information (NPI). 

 



Unum is providing this notice to you on behalf of the following insuring companies: Unum Life 
Insurance Company of America, Unum Insurance Company, First Unum Life Insurance Company, 
Provident Life and Accident Insurance Company, Provident Life and Casualty Insurance Company, 
Colonial Life & Accident Insurance Company, The Paul Revere Life Insurance Company and 
Starmount Life Insurance Company. 

© 2020 Unum Group. All rights reserved. Unum is a registered trademark and marketing brand of Unum Group and its insuring subsidiaries.  
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SAFEGUARDING INFORMATION 

We have physical, electronic and procedural 
safeguards that protect the confidentiality and 
security of NPI. We give access only to 
employees who need to know the NPI to 
provide insurance products or services to you. 

ACCESS TO INFORMATION 

You may request access to certain NPI we 
collect to provide you with insurance products 
and services. You must make your request in 
writing, providing your full name, address, 
telephone number and policy number, to the 
address below. We will reply within 30 
business days of receipt. If you request, we will 
send copies of the NPI to you or make 
available to you at our office. If the NPI 
includes health information, we may provide 
the health information to you through a health 
care provider you designate. We will also send 
you information related to disclosures. We 
may charge a reasonable fee to cover our 
copying costs. 

This section applies to NPI we collect to 
provide you with coverage. It does not apply 
to NPI we collect in anticipation of a claim or 
civil or criminal proceeding. 

CORRECTION OF INFORMATION 

If you believe the NPI we have about you is 
incorrect, please write to us and include your 
full name, address, telephone number and 
policy number if we have issued a policy, and 
the reason you believe the NPI is inaccurate. 
We will reply within 30 business days of 
receipt. If we agree with you, we will correct 
the NPI and notify you and insurance support 
organizations that may have received NPI from 
us in the preceding 7 years. We will also, if you 
ask, notify any person who may have received 
the incorrect NPI from us in the past 2 years. 

If we disagree with you, we will tell you we are 
not going to make the correction and the 
reason(s) for our refusal. We will also tell you 
that you may submit a statement to us. Your 
statement should include the NPI you believe 
is correct and the reason(s) why you disagree 
with our decision not to correct the NPI in our 
files. We will file your statement with the 
disputed NPI to be accessible. We will include 
your statement any time the disputed NPI is 
reviewed or disclosed. We will also give the 
statement to insurance support organizations 
that gave us NPI and to any person designated 
by you, if we disclosed the disputed NPI to 
that person in the past two years. 

COVERAGE DECISIONS 

If we decide not to issue coverage to you, we 
will provide you with the specific reason(s) for 
our decision. We will also tell you how to 
access and correct certain NPI. You may 
submit a written request for the reason(s) for 
our decision within 90 business days of our 
decision. We will reply within 21 business days 
of receipt with the specific reasons, if not 
initially furnished, and specific items of 
information that supported our decision.  

CONTACTING US 

For additional information about Unum’s 
commitment to privacy and to view a copy of 
our HIPAA Privacy Notice, please visit: 
unum.com/privacy or coloniallife.com. You 
may also write to: Privacy Officer, Unum, 2211 
Congress Street, B267, Portland, Maine 04122 
or at Privacy@unum.com. 

We reserve the right to modify this notice. We 
will provide you with a new notice if we make 
material changes to our privacy practices.  
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