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Sun Life Assurance Company of Canada 
Short-Term Disability Claim Statement - Attending Physician 

 
 
Instructions 

 
The Attending Physician must please complete each section of this form, and then sign and date it and return it to us. 
 
You can submit this form and any additional documents by e-mail, mail or fax:   
 
E-mail: myclaimdocuments@sunlife.com  
Mail:  Sun Life Assurance Company of Canada, 96 Worcester Street, Wellesley, MA 02481 

Fax:  781-304-5599 
 Group policy number 

      
 

      
City 
      

State 
      

Zip code 
      

Social Security number 
      

Date of birth (mm/dd/yyyy)  
      

Phone number 
      

Name of employer (Parent company name) 
      

 
2 | Diagnosis and history 

 
Please answer as completely as possible to avoid any delay for your patient. 

Primary Diagnosis (include any complications) 
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9 | Fraud warnings 
 

General fraud warning: Any person who knowingly and with intent to defraud any insurance company or other person 
files an application for insurance 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 subjects such person to criminal and civil penalties. 
AK: A person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing 
false, incomplete, or misleading information may be prosecuted under state law. 
AL: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly 
presents false information in an application for insurance is guilty of a crime and may be subject to restitution fines or 
confinement in prison, or any combination thereof. 
AR, LA, MA, MN, TX and WV: Any person who knowingly presents a false or fraudulent claim for payment of a loss or 
benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to 
fines and confinement in prison. 
AZ: For your protection Arizona law requires the following statement to appear on this form. Any 
person who knowingly presents a false or fraudulent claim for payment of a loss is subject to criminal 
and civil penalties. 
CA: For your protection California law requires the following to appear on this form:  Any person who knowingly presents 
false or fraudulent information to obtain or amend insurance coverage or to make a claim for the payment of a loss is 
guilty of a crime and may be subject to fines and confinement in state prison. 
CO: It is unlawful to knowingly provide false, incomplete, or misleading facts or information to an insurance company for 
the purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of 
insurance and civil damages. Any insurance company or agent of an insurance company who knowingly provides false, 
incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to 
defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be 
reported to the Colorado Division of Insurance within the Department of Regulatory Agencies. 
DC: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents 
false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison. 
DE, ID and IN: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, files a statement of 
claim containing any false, incomplete or misleading information is guilty of a felony. 
FL: Any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement of claim or an 
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9 | Fraud warnings, continued 
 

OK: WARNING: Any person who knowingly, and with intent to injure, defraud or deceive any insurer, makes any claim for 
the proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony. 
OR: 
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