


Applicant: Gwendolyn Ulijasz
Underwriting ID:5901172-G

Policyholder: COGNIZANT TECHNOLOGY SOLUTIONS U.S. CORPORATION
Policy Number(s): 0GL715217 AFE - 3 »

HARTFORD LIFE AND ACCIDENT INSURANCE COMPANY
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PSYCHOLOGICAL QUESTIONNAIRE

on your Personal Health Application (PHA). medical and/or prescription history, we require your treating
n Qr Licensed Health/Mental He: th Care Provider, complete this questionnaire for you to the best of their
dge providing as much detail as possible. lmenula.waarembletuameplaquﬁﬁum'mmnpldd
rself, a spousc or family member).

all psychiatric/psychological diagnosis (es) (dx) and/or presenting condition(s) for treatment (tx)
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- D. Hospitalization (inpatient, partial hospitalization or ER)? Details:
B e history of condition related work loss? (1 Yes 0 No Details —————— == i S il
provide most recent symptom-based psychological rating scale results if completed.
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D Information In case pages get separated:
\110113037&36

it First Nameé Middle Name Lest Name
Ulijasz

TION 2: Information About Your Patlent's Health g’o b‘a completed by the
on.

sician providing treatment for the disability condl|
& information requested about your pafient. The information you share will be

m for disabllity benefits.

ith office notes and results from any diagnostic
lab tests, EKG or MRI). See Section 4 below
rting documenis to MetLife Disabillity.

Please provide all applicabl
used In making & decision about your patient's clal
After you complete this form, please submit it along w
testing related to your patlent's condition (e.g., x-ra@y,
for Instructions on how to submit this completed form and any suppol

History Of Your Patient’s Condition
First date of treatment for this condition (mmy/dd/yyyy)

Most recent date of treatment (mm/dd/yyuy)

What is the cause of your patient's symptoms? (Check one)

[ Injury
O liness

O Pregnancy (Type of birth - Check one below)
(] Cesarean [ Natural Birth [J Not yet delivered: Expected dslivery date (mm/dd/yyyy)

List any other physicians or specialists you referred your patient to:
| Last name lSpecialty \Phone number

\ \

| \
\ i

First name

Is your patient’s condition work-related? 0 Yes O No
Did you advise your patient to stop working? [ Yes On date (mny/dd/yyyy) O No
O No

atient been hospitallized for this condition? [J Yes On date (mm/dd/yyyy)

Has your p

Facllity Name
Address City
"5'.'
About The Diagnosis And Treatment Of Your Patient ool
Primary Diagnosis Code Description
Secondary Diagnosis Code Description
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Middle Name |Last Name

Claim Number
Ulijasz

110112037836

/mptoms your patient reported to you,

Fitgivy

our clinical findings and reports. (Please include copies of results when you return this form to us)

escribe the treatment plan you recommend for your patient.

If surgery has been performed or is anticipated, provide:
CPT-4 procedure code Description Date (mm/dd/yiyyy)

List any medications prescribed:

Medication name Dosage

About Your Patient's Restrictions and Limitations

Your patients dominant hand (Check One): O Right [ Left
How many hours in a workday can your patient:

Hours (Oto ) Continuously  Intermitiently Breaks Frequency \D“raﬁon
sit B N )




Claim Number
11011 3037836

ny hours in a workday can your patient [ift or carry:

g 0 . Hours (0 ¢ g) Contllr:m]uously Intermittently  Breaks Frequency
R - O
B O
51to 100 Ibs. T T ) 0O
Over 100 Ibs. - O 0O
How many hours in @ workday can your patient push or pull:
Hours (0 to 8) Continuously Intermittently  Breaks Frequency |Duration
Up to 10 Ibs. 0O
11 to 20 Jbs, B ] 0O
210 50 Ibs. T O O
5110 100 Ibs, o, S 0 0
Over 100 |bs. PR 0 0O
Can your patient operate a motor vehicle? [Elivasal NG

Is your patient at maximum medical improvement? O yes O No

Please make any additional notes.

it 7
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ding Physician Statement
form to provide us with the information we need from you
ur physician to process your claim for disabllity benefits.

opolitan Life Insurance Company

hings to Know Before You Begin

* You should complete and sign Section 1 of this form before giving
it to your physician, [f the form Is sent directly to your physician,

you may have your physician complete Section 1 for you. Section

2 MUST be completed by your physician.

= Submitting an incomplete form may delay processing your claim.

* Some physicians may charge for completion of this form. Any
such charge is your responsibility,
* New York: Any person who knowingly and with intent to defraud
any insurance company or other person files an application for
insurance or staternent of claim containing any materially false
Information, or conceals for the purpose of misleading,
information conceming any fact material thereto, commits a .
fraudulent insurance act. which is a crime. and shall also be Please write the claim number on
subject to a civil penalty not to exceed five thousand dollars and any additional documents you
the stated value of the claim for each such violation. send.

T e S e e
SECTION 1: Claim Information (To be completed by the person submitting the claim,

or by the physician if received directly.)

Claimant First Name Middle Name Last Name

Gwendolyn Ulljasz

Date of Birth (mm/dd/yyyy) Customer Name Qccupation

05/27/1978 COGNIZANT TECHNOLOGY SOLUTIONS US ORPORATION
Last Name

Physician First Name
Physician Phone Number

S05:20MANC

Authorization For Physician to Share My N Informati :
| authorize my physician to release to . y any 1atior : 8 of examining or
treating me as a patient. o 1

SParanerosra,  up

Claim Number
110113037836




RED information in case Pages get separated:

ant First Name JMichIe Name Last Name S
Ulijasz 110113027836
e need more information Wwho's the best erson at your offi
ber/extension,) P your office to contact? (Please

provide name and phone

SECTION 3: Physician's Signature and Information
First Name La me
Keohnerin L e

Address City T o S
2005 W. Vet e qu ke rﬂi& n202
Ml R el Bltlssyo

3,9,«, Signature of Physician Date (mm/dd/yyyy)
Hero

SECTION 4: How to Submit this Form

Please send all of the pages of thig form and any supporﬁng documents, adding the claim number to the top of
each page, to MetLife Disability by: . . R T

Mall: -

MetLife Disability

PO Box 14590

Laxington <Y 4

e




