
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
mailto:UNUMEOI@UNUM.COM














 


	MK-1883 04-19.pdf
	COLLECTING INFORMATION
	SHARING INFORMATION
	SAFEGUARDING INFORMATION
	ACCESS TO INFORMATION
	CORRECTION OF INFORMATION
	COVERAGE DECISIONS
	CONTACTING US

	Blank Page

	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Employee Name First Middle Last: 
	Social Security Number: 
	Home Address StreetPO Box: 
	Check Box8: Off
	Check Box9: Off
	City: 
	Date of Birth mmddyyyy: 
	State: 
	Zip Code: 
	Mobile Telephone Number: 
	Email Address: 
	Work Phone Number: 
	Employer Name: University of Akron
	Date of Hire mmddyyyy: 
	Address StreetPO Box: 302 E Buchtel Ave
	Occupation: 
	City_2: Akron
	Annual Salary: 
	State_2: OH
	Zip Code_2: 44325-0602
	Policy Number: 953730
	Division Number: 0001
	Spouse Name: 
	Text12: 
	Check Box10: Off
	Check Box11: Off
	Date of Birth mmddyyyy_2: 
	Check Box14: Off
	Check Box13: Off
	Check Box17: Off
	Check Box18: Off
	Check Box16: Off
	Check Box15: Off
	Check Box20: Off
	Check Box19: Off
	SECTION 4 Coverage SelectionsRow1: EE requested amount (voluntary) $______________  EE existing amount (voluntary) $_______________
	Employee HeightWeight: 
	ft: 
	in: 
	Spouse HeightWeight: 
	ft_2: 
	in_2: 
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box81: Off
	Check Box82: Off
	Check Box79: Off
	Check Box80: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	ConditionRow1: 
	Treatment such as medications including dosage surgery or other therapyRow1: 
	Started: 
	Ended or note ongoing: 
	Name and address of treating physician andor medical facilityRow1: 
	ConditionRow2: 
	Treatment such as medications including dosage surgery or other therapyRow2: 
	Started_2: 
	Ended or note ongoing_2: 
	Name and address of treating physician andor medical facilityRow2: 
	ConditionRow3: 
	Treatment such as medications including dosage surgery or other therapyRow3: 
	Started_3: 
	Ended or note ongoing_3: 
	Name and address of treating physician andor medical facilityRow3: 
	Employee Applicant Signature: 
	Date mmddyyyy: 
	Spouse Signature: 
	Date mmddyyyy_2: 
	Child if 17 Signature: 
	Date mmddyyyy_3: 
	Check Box21: Off
	Check Box22: Off
	Employee Applicant Name: 
	SSN: 


