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@ Payment Protection Claims | @ P.O. Box 795027 | San Antonio, Texas 78279

WARNING: Any person who knowingly submits a request for benefits containing a false or deceptive statement is guilty of fraud and
maybe subject to criminal penalties.

NOTICE OF TERMINAL ILLNESS CLAIM

To be completed, signed, and dated by the borrower or authorized representative of the borrower. Please include court documents appointing you
the Authorized Representative, if applicable. Print answers to all questions—incomplete forms can result in a delay.

INCOMPLETE INFORMATION MAY CAUSE A DELAY IN CONSIDERING YOUR REQUEST

PART 1 | FINANCIAL INSTITUTION—LOAN/LINE OF CREDIT (LOC) INFORMATION

Lender Name: Loan Number:

We suggest that you keep in contact with the lender and make sure the loan account remains current.

PART 2 | PROTECTED BORROWER INFORMATION

1. Name: SSN:

Address (street, city, state, zip):

Date of Birth: Date of Diagnosis:

2. Name, address, and telephone number of the primary care physician (PCP):

3. The statements above are true and complete. I/we agree that the Company may rely upon them as part of the proofs of death under the policy
number. Any physician who has attended (Covered Borrower), and/or any hospital (including Veteran’s Administration Hospital) or other institution
in which the Covered Borrower was treated or confined, is hereby authorized to furnish or its representatives, SWBC, any and all information
and records with respect to any illness or injury, medical history, consultations, prescriptions, or treatment pertaining to the Covered Borrower. A
photocopy of this authorization shall be considered as effective and valid as the original. | understand that as next-of-kin | may request a copy of this
authorization. This authorization shall be valid for the duration of the claim.

Signature of Protected Borrower or Authorized Representative Date
Print Name of Protected Borrower or Authorized Representative Relationship to Borrower
Telephone Number (include area code) Email

By providing your contact information, you consent to being contacted by an SWBC representative, including phone
calls, emails, and text messages sent by an automated telephone dialing system.
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SWBC Claim Number: (Please Print) /-\
N\
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@ Payment Protection Claims | @ P.O. Box 795027 | San Antonio, Texas 78279

Borrower’s Name:

Address: City, State, Zip:

Phone Number: Email Address:

PART 3 | DOCTOR’S STATEMENT—TERMINAL ILLNESS

1. Primary terminal illness:

Date of initial onset of iliness: Date illness declared terminal:

| hereby attest that the above information is true and accurate to the best of my knowledge and
that my patient has a terminal iliness with life expectancy of less than twelve (12) months.

2. Doctor’s Name: (please print) Phone:

Address: (street, city, state, zip)

Doctor’s Signature (Required) Date (Required) NPI Number
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