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Continued Disability Claim
Claimant's Disability Statement

Complete this form and have your doctor complete the Attending Physician's Statement. Any charge by the doctor to  
complete this form is not reimbursed by Thrivent. Your claim will be reviewed when this form is received.
Contract number(s)

Name Date of birth Phone

Address City State ZIP code

Section 1 - Work Status

I am medically unable to perform my regular or any other occupation. My current medical (or psychiatric) restrictions are:

My current activities are:
I plan to return on - I returned to work or was released to return to work on -  ..

My regular occupation A new occupation
Full-time Part-time,  hours per day,  days per week.

Employer (if new):   Phone:
I am involved in a Vocational Rehabilitation program (retraining, placement, etc.).
Anticipated completion date - 
Name of rehabilitation counselor:   Phone:

Section 2 - Doctor's Care

I am still under a Doctor's care

I am no longer under a Doctor's care.

Last seen - Next visit -
Doctor's name:   Doctor's phone:

Section 3 - Payments From Other Sources (Please refer to your contract for filing requirements.)

Have you applied for, or have you received any payments from other sources?
Yes, date applied for -

No, I have not applied for or received any payments from other sources. 

Automobile/liability Civil service disability or pension Group or individual disability
Railroad retirement State disability Salary continuation or Sick/Vacation Pay

Disability (SSD) Income (SSI) Retirement (SSR)
Veterans benefits Workers compensation Other -

Social Security:

Date received -   Amount per month (gross) - $

Is there any additional information you wish to add that will give us a better understanding of your current status?
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Mail completed form to:  Disability Claims, Thrivent, PO Box 8075, Appleton, WI  54912-8075  
Fax:  800-225-2264

Signature of claimant and date signed  

X

I certify that to the best of my knowledge, the answers that I have given to each of the above questions are complete and  
accurate.

For your protection, California law requires the following to appear on this form: Any person who knowingly presents a false or 
fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.

For your protection, state laws require the following to appear on this form: Any person who, knowingly and with intent to 
defraud or deceive any insurance company or other person, files or facilitates the filing of a statement of claim containing 
any materially false information, or conceals information concerning any fact material to the statement, may be guilty of 
insurance fraud, which may be a felony crime, subject to civil penalties or criminal prosecution, including substantial fines 
and/or confinement in prison.
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Attending Physician's Statement

Your patient is depending on your prompt and detailed information.  
The cost for completion of the form is the responsibility of the patient.

Name of patient Date of birth

Present condition (diagnosis including complications, ICD, and description)

Treatment plan (medications, therapy, surgery, testing, etc.)

Frequency of follow-up visits: Weekly Monthly Other (specify) -
Improved Regressed At maximum medical improvement

Prognosis Patient's Regular Occupation Any Other Occupation

Is patient working? Yes No Yes No
Is patient medically able to work? Yes No Yes No

On what date was patient medically  
able to return to work?

Full time (mm/dd/yyyy)

Part time (mm/dd/yyyy)

Full time (mm/dd/yyyy)

Part time (mm/dd/yyyy)

If not working, on what date do you 
anticipate the patient will be medically 
able to return to work?

Full time (mm/dd/yyyy)

Part time (mm/dd/yyyy)
More than 6 months Never

Full time (mm/dd/yyyy)

Part time (mm/dd/yyyy)
More than 6 months Never

Limitations/Restrictions (if any of these are permanent, specify):
Lifting/Carrying lbs.
Driving hrs.
Walking hrs.

Standing hrs.
Sitting hrs.
Climbing hrs.

Bending/Twisting
Psychological
Other

Are you aware of the main duties of the patient's regular occupation? Yes No
List the duties he/she is able to perform.

Provide any additional information that will give us a better understanding of your patient's current status.

Name of attending physician, degree (print first, middle, last name, and suffix, as applicable) Phone

Street address

City State ZIP code

Tax ID number

Fax number

Progress:

Contract number(s)

Next visit -Last visit -First visit -Date of treatment:
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Mail completed form to:  Disability Claims, Thrivent, PO Box 8075, Appleton, WI  54912-8075   
Fax: 800-225-2264

Signature of physician and date signed 
 

X

For your protection, state laws require the following to appear on this form: Any person who, knowingly and with intent to 
defraud or deceive any insurance company or other person, files or facilitates the filing of a statement of claim containing 
any materially false information, or conceals information concerning any fact material to the statement, may be guilty of 
insurance fraud, which may be a felony crime, subject to civil penalties or criminal prosecution, including substantial fines 
and/or confinement in prison.

For your protection, California law requires the following to appear on this form: Any person who knowingly presents a false or 
fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.
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Complete this form and have your doctor complete the Attending Physician's Statement. Any charge by the doctor to 
complete this form is not reimbursed by Thrivent. Your claim will be reviewed when this form is received.
Contract number(s)
Section 1 - Work Status
My current medical (or psychiatric) restrictions are:
My current activities are:
 .
.
 hours per day,
 days per week.
Employer (if new):
  Phone:
Anticipated completion date - 
Name of rehabilitation counselor:
  Phone:
Section 2 - Doctor's Care
Last seen -
Next visit -
Doctor's name:
  Doctor's phone:
Section 3 - Payments From Other Sources (Please refer to your contract for filing requirements.)
Have you applied for, or have you received any payments from other sources?
Social Security:
Date received -
  Amount per month (gross) - $   
Is there any additional information you wish to add that will give us a better understanding of your current status?
Mail completed form to:  Disability Claims, Thrivent, PO Box 8075, Appleton, WI  54912-8075 
Fax:  800-225-2264
Signature of claimant and date signed 
X
I certify that to the best of my knowledge, the answers that I have given to each of the above questions are complete and 
accurate.
For your protection, California law requires the following to appear on this form: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.
For your protection, state laws require the following to appear on this form: Any person who, knowingly and with intent to defraud or deceive any insurance company or other person, files or facilitates the filing of a statement of claim containing any materially false information, or conceals information concerning any fact material to the statement, may be guilty of insurance fraud, which may be a felony crime, subject to civil penalties or criminal prosecution, including substantial fines and/or confinement in prison.
[ This page intentionally left blank. ]
Attending Physician's Statement
Your patient is depending on your prompt and detailed information. 
The cost for completion of the form is the responsibility of the patient.
Frequency of follow-up visits:
Prognosis
Patient's Regular Occupation
Any Other Occupation
Is patient working?
Is patient medically able to work?
On what date was patient medically 
able to return to work?
Full time (mm/dd/yyyy)
Part time (mm/dd/yyyy)
Full time (mm/dd/yyyy)
Part time (mm/dd/yyyy)
If not working, on what date do you anticipate the patient will be medically able to return to work?
Full time (mm/dd/yyyy)
Part time (mm/dd/yyyy)
Full time (mm/dd/yyyy)
Part time (mm/dd/yyyy)
Limitations/Restrictions (if any of these are permanent, specify):
lbs.
hrs.
hrs.
hrs.
hrs.
hrs.
Are you aware of the main duties of the patient's regular occupation?
Progress:
Contract number(s)
Next visit -
Last visit -
First visit -
Date of treatment:
\\aalnas01\forms$\LibraryProd\GOL\Objects\LOGO2020\TFL12020.tif
Mail completed form to:  Disability Claims, Thrivent, PO Box 8075, Appleton, WI  54912-8075  
Fax: 800-225-2264
Signature of physician and date signed
X
For your protection, state laws require the following to appear on this form: Any person who, knowingly and with intent to defraud or deceive any insurance company or other person, files or facilitates the filing of a statement of claim containing any materially false information, or conceals information concerning any fact material to the statement, may be guilty of insurance fraud, which may be a felony crime, subject to civil penalties or criminal prosecution, including substantial fines and/or confinement in prison.
For your protection, California law requires the following to appear on this form: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.
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