
816173   Revised 11/2025Page 1 of 7

State of Florida Account  
Participating Agencies and 

Departments 
Payroll Deduction Code 262

Mail To: New York Life Group Benefit Solutions 
P.O. Box 22328 
Pittsburgh, PA  15222-0328 
1-800-238-2125  Toll Free 
Claims administered by New York Life Group  
Benefit Solutions

Group Life Insurance 
and 

Accidental Death Insurance 
Claim Form

Life Insurance Company of North America 

© 2025, New York Life Insurance Company, New York, NY. All rights reserved. NEW YORK LIFE and the New York Life box logo are registered 
trademarks of New York Life Insurance Company. Life Insurance Company of North America is a subsidiary of New York Life Insurance Company.



816173   Revised 11/2025Page 2 of 7

Instructions for Filing a Claim
This Form Is for Life Insurance Or Accidental Death Proceeds Only. Complete The Form According to The Instructions, To Avoid 
Delay Or Return Of The Form.

To The Employer/
Administrator:

A.  Submit completed form to your assigned Claim Office with a certified Death Certificate and Beneficiary Designation.
B.   Attach Enrollment Card and all Beneficiary changes on file. (LINA, Alta, AH&L, Anthem, or Gulf Life)

Section To Be Completed by the Employer/Administrator for Employee and Dependent Benefits
Name of Employee/Insured  (Last Name) (First Name) (Middle Initial) Date of Birth Social Security Number Sex

M F

Address (Street) (City) (State) (Zip Code)

Insured’s Marital Status Single Married Widow/Widower Separated Divorced Domestic Partner Relationship Civil Union

Group Policy Number Occupation Was insurance issued on the basis of a statement of  
physical condition? (If yes, attach copy)  Yes No

Check all of the boxes that apply to the insured’s employment status and job classification.

Active Retired Salaried Hourly Hours per week Full-time Part-time

Basic Annual Earnings Effective Date of Earnings Amount of Insurance
Life:

Accidental Death and Dismemberment (AD&D)  
(Please complete only if claiming AD&D Benefits):

Date Hired/Member of Association Effective Date of Insurance Date Last Worked Date of Death Premium Paid Through Date

Percentage of Insured’s Contribution Toward Premium

Basic: % Voluntary: %
Insured’s Contributions Were Made on

Pre-Tax or Post-Tax Basis

Has an assignment been taken?
(If so please attach.)  Yes No

Was the above considered an Employee until his/her Date of Death?  Yes No

If No, Please Explain

Was the above actively at work until the 
date of the Dependent’s death?  Yes No
If No, indicate reason below.

If the Employee was not actively at work immediately prior to his/her death or Dependent’s death, what was the reason?
Disability (STD)

Disability (LTD)

Paid Leave of Absence

Unpaid Leave of Absence

FMLA

Vacation

Temporary Layoff

Sabbatical

Resigned

Discharged

Other:

Was coverage still in effect through the Date of Death?  Yes No 
If Not, Please Explain

Is there a Beneficiary Designation on file for this Employee/Member? 
 Yes No

Please provide the most recent beneficiary designation with the claim.

To Be Completed If Claim Is For Dependent Benefits
Name of Dependent    (Last Name) (First Name) (Middle Initial) Date of Birth Social Security Number Sex

M F

Relationship to Employee Amount of Dependent Insurance
Life:

Dependent’s Occupation

Name & Address of School (Street) (City) (State) (Zip Code)

Is Child Full-time student Part-time student School Telephone Number

Employer’s/Administrator’s Certification
Name of Employer Department/Agency E-Mail Address

Address  (Street) (City) (State) (Zip Code) Telephone Number

This is to certify that the facts as indicated on this form are true to the best of my knowledge and belief.
Signature Title Date Signed

x100

State of Florida
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To Be Completed If Claim Is For Accidental Death Benefits
Where and How Did the Accident Happen? Please Describe in Detail Date and Time  

of Accident 

Section To Be Completed By The Beneficiary
Name of Beneficiary  (Last Name) (First Name) (Middle Initial) Date of Birth Social Security Number Sex

M F

Address  (Street) (City) (State) (Zip Code)

Relationship to Deceased Daytime Telephone Number Email Address

Name and Address of Legal Guardian if Beneficiary is A Minor

I certify that the foregoing information is true, correct and complete to the best of my knowledge.

Beneficiary Signature Date 

New York Life Group Benefit Solutions (NYL GBS) Survivor Assurance
If your insurance benefit is $5,000 or more, NYL GBS will automatically open a free, interest-
bearing account in your name. This account, called the NYL GBS Survivor Assurance, is a 
convenient and secure place to keep your proceeds while you decide how to best use them. 
Please review the attached NYL GBS Survivor Assurance Disclosure Notice for full details 
about the account.* Account balances are the liability of the insurance company and are not 
insured by the Federal Deposit Insurance Corporation or any federal agency. The insurance 
company reserves the right to reduce account balances for any payment made in error. If 
your life insurance benefit is less than $5,000, NYL GBS will send you a check for the total 
benefit amount. 
*Please read the NYL GBS Survivor Assurance Disclosure Notice before signing below. 

I understand that if my benefit is $5,000 or more, I will receive a NYL GBS Survivor 
Assurance account.   

I understand that I may write a draft for the total amount in my account at any time.   

I understand that the account balance may be reduced for any benefit payment by the 
insurance company made in error.

I acknowledge that, if I do not separately sign the  NYL GBS Survivor Assurance Section 
of this Claim Form, I am not participating in the NYL GBS Survivor Assurance and that I 
will receive a single lump sum check for the proceeds due if my claim is approved.

Signature* Date

*Please sign as you would sign on a check, as signature may be used for draft verification.
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New York Life Group Benefit Solutions (NYL GBS)  
Survivor Assurance Disclosure Notice

NYL GBS Survivor Assurance Disclosure 
If your insurance benefit is $5,000 or more, NYL GBS will establish a free, interest-bearing draft account in 
your name. This account is a convenient and secure place to keep your proceeds while you decide how to 
best use them. A supply of personalized drafts (checks) will be mailed to you, once your claim has been 
approved. Personalized drafts are provided free of charge, and there are no per-draft fees, maintenance 
charges or penalties for withdrawal. There are charges for the following special services: drafts returned 
unpaid ($10), stop payment ($12) and copy of draft or statement ($2).  

You will receive a quarterly statement for your NYL GBS Survivor Assurance account, which will detail your 
account balance, interest earned, drafts cleared, and current interest rate. You may also check your 
account balance online at any time at www.nylgbssurvivorassurance.com.

Drafts are cleared through a draft account at BNY Mellon Bank (contact information on next page). NYL 
GBS’s obligation to pay is satisfied by depositing the total proceeds in the retained asset account. Drafts 
draw upon funds held by NYL GBS (whereas a “check” draws upon funds held by a banking institution). 
You may write an unlimited number of drafts, in any amount, at any time up to your account balance. If 
you wish to withdraw the proceeds in full, you can write a draft for the total amount of the account at any 
time. You also have the right to receive an initial lump-sum payment in the form of a bank check. Please 
note that NYL GBS reserves the right to reduce account balances for any payment made in error. You also 
have  the right to name a beneficiary to your account. If an account becomes inactive (as defined by your 
State’s Department of Insurance), NYL GBS will return any remaining balance held in a RAA to your State 
of residence if no named beneficiary can be located. 

This account is not insured by the Federal Deposit Insurance Corporation or any federal agency, but is 
guaranteed by the state guarantee association. Please contact the National Organization of Life and Health 
Insurance website (www.nolhga.com) to learn more about the coverage limitations to the account under a 
state guaranty association.   

All funds are held by Life Insurance Company of North America or New York Life Group Insurance Company 
of NY. Like a bank, the insurance company may earn money on the invested amounts that exceeds the 
interest credited to the account and the cost of any other additional benefits and services.

Disclosure on Interest Earned 
You earn an attractive interest rate on the funds in your NYL GBS Survivor Assurance Account from the day 
it is established until the date it is closed. The NYL GBS Survivor Assurance interest rate is reviewed weekly 
and will be based upon the previous week’s Bank Rate Monitor Index (BRM) or any successor money 
market index. The BRM Index is the average annual effective yield earned on the money market accounts 
offered by 100 large US Bank and Thrifts across the country. Any amount that remains in the account will 
continue to earn interest at a rate equal to the national average bank money market rate.  

Please call our toll-free number 855.836.0697 for the current rate. Both your principal and any interest you 
earn are guaranteed by the insurance company. Any interest earned on the account may be taxable and 
you should consult a tax, investment, or other financial advisor regarding tax liability and investment 
options. Interest earned on your account is compounded daily and is credited to your account at the end of 
each month. All funds, including earned interest, are fully guaranteed by the insurance company. 

If you have additional questions or would like additional information about the NYL GBS Survivor Assurance, 
you can call us at 800.570.3778 

Or write us at: NYL GBS Survivor Assurance  
PO Box 534029 
Pittsburgh, PA 15253-4029 

For further information, please contact your State Department of Insurance using the information provided 
on the next page. 

Draft Accounts are setup by BNY Mellon Bank, located at 500 Ross Street, Pittsburgh, PA 15262. 
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NYL GBS Survivor Assurance Disclosure Notice 
State Insurance Department Contact Information 



816173   Revised 11/2025Page 6 of 7

Disclosure Authorization

Claimant’s Name:

NOTE: This authorization is designed to comply with the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”) and 
relates to information necessary to administer benefits and services under Employer’s employee health and welfare plan(s) (“the 
Plan”) and statutory and/or private leave of absence or job accommodation programs. “Employer” is defined to mean your 
employer, or your family member’s employer to the extent benefits, services, or leave are being sought under your family 
member’s employer’s Plan. You are not required to sign the authorization, but if you do not, the Plan, insurers or other providers 
may not be able to process your (or your family member’s) request for benefits or services under the Plan or statutory and/or 
private leave of absence or job accommodation programs.  

AUTHORIZATION
I authorize any physician, medical professional or other health care provider, hospital or other medical facility; pharmacy; health 
plan; other medically related entity; rehabilitation professional; vocational evaluator; employee assistance plan; insurance 
company, reinsurer, health maintenance organization, third party administrator, broker or other insurance service provider, or 
similar entity; the Medical Information Bureau; the Association of Life Insurance Companies, which operates the Health Claims 
Index and the Disability Income Record System; government organization or agency, including the Social Security Administration; 
social security disability advocate or representative; financial institution, accountant or tax preparer; consumer reporting agency; 
and employer or group policyholder that has information about my health, prescriptions, financial, earnings or employment history, 
or other insurance claims and benefits, to provide access to or copies of this information (whether by written, telephonic or 
electronic means) to Life Insurance Company of North America; New York Life Group Insurance Company of NY or New York Life 
Insurance and Annuity Corporation (Life Insurance Company of North America and New York Life Group Insurance Company of NY 
or New York Life Insurance and Annuity Corporation shall be collectively referred to as “Insurance Company”); and any other 
individual or entity (including nonaffiliated third parties) that provides services to or insurance benefits on behalf of the Plan and/or 
Employer’s statutory and/or private leave of absence or job accommodation programs. If I am also covered by Cigna Health and 
Life Insurance Company or its affiliates (“Cigna”), I authorize Insurance Company to disclose the health and other information 
described above to Cigna to assist me with my health coverage and to provide its services and benefits. This information will be 
shared to coordinate benefits and provide other services to you.    

Information about my health may relate to any disorder of the immune system including but not limited to HIV and AIDS; use of 
drugs or alcohol; and mental and physical history, condition, advice or treatment, but does not include psychotherapy notes or 
genetic information. 

I agree and understand that any information obtained with this authorization may be used and disclosed for the following 
purposes: 1) evaluating and administering coverage, including any claim for benefits, or otherwise providing services related to or 
on behalf of the Plan; 2) evaluating and administering services related to Employer’s statutory and/or private leave of absence or 
job accommodation programs; 3) determining my eligibility for any governmental benefits similar to or that coordinate with 
benefits available to me under the Plan and assisting me in applying for such benefits; and 4) evaluating and administering 
benefits or services under any other plans sponsored by or offered through Employer such as health management, disease 
management, wellness, or employee/member assistance programs.

I understand that the information disclosed under this authorization is subject to redisclosure and may no longer be protected by  
HIPAA or other federal regulations governing the privacy of health information, although it may continue to be protected by other 
applicable privacy laws and regulations. I further understand that if any information is used for services relating to Employer’s 
leave of absence or job accommodation programs, that information may be disclosed to Employer at any time. Additionally, I 
understand that information may be disclosed to the employee who elected my coverage or submitted a claim for benefits under 
my coverage, or requested leave. 

This authorization shall be valid for 12 months or the duration of my claim for insurance benefits, whichever is longer. I also 
understand that Insurance Company will maintain a copy of this authorization, and that I am entitled to a copy of this authorization 
and a photographic or electronic copy of it is as valid as the original. 

I understand that I do not have to give this authorization. If I choose not to give the authorization - or if I later revoke - I 
understand that the Plan, insurers, or other providers of services or benefits related to the Plan or Employer’s statutory and/or 
private leave of absence or job accommodation programs who rely on this authorization may not be able to evaluate or administer 
any request for benefits, coverage or services and that any request for benefits, coverage or services may be denied as a result. I 
may revoke this authorization by sending written notice to the Claim Manager handling the claim. 

(Claimant’s Signature) (Date Signed)

(Print Name) (Date of Birth)

I signed on behalf of the claimant as (indicate relationship). If Power of Attorney Designee,

Guardian, or Conservator, please attach a copy of the document granting authority. 

© 2020 - 2024, New York Life Insurance Company, New York, NY. All rights reserved. NEW YORK LIFE and the New York Life box logo are 
registered trademarks of New York Life Insurance Company. Life Insurance Company of North America, New York Life Group Insurance Company 
of NY and New York Life Insurance and Annuity Corporation are subsidiaries of New York Life Insurance Company. Cigna Health and Life Insurance 
Company is not affiliated with New York Life Insurance Company.
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Important Claim Notice


