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What is the DB450 Claim Form?
The DB450 Claim Form is the initial form used to fi le a disability benefi ts claim for individuals who have a non 
work-related injury or illness while employed, or within 4 weeks after termination of employment. If you are sick 
or disabled after being unemployed more than 4 weeks, you must use form DB300.

To ensure your claim is handled in a timely fashion, it is important that this claim form is legibly fi lled out in its entirety 
with all sections completed. Missing, incomplete, or illegible information will result in a delay in processing your claim. 

Before submitting this Claim Form for processing, be sure each section is fully completed.  There are 3 sections on the DB450:
• Part A is for the Claimant (Employee)
• Part B is for the treating Physician/Medical Practitioner
• Part C is for the Employer

Each Part must be fully completed, signed, and dated by the appropriate party. 

Be sure to make a copy of the completed Claim Form and retain for your records. A detailed outline of each section is below.

 Your privacy and security is important to us - none of your information is distributed to 3rd parties without your 
express consent. 

In this section you will enter your First and Last Name, Social Security Number, Mailing Address and other details which 
will aid in processing this claim.

All information should be printed & legible. 

Part A - Claimant’s Statement

EXAMPLE FORM

PART A - CLAIMANT�S STATEMENT (Please Print or Type) ANSWER ALL QUESTIONS
Social Security Number
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Question 1:
PRINT your full fi rst and last name in the space provided and enter your nine digit social security number in the boxes 
provided. This information is required for tax reporting purposes.

Question 2:
PRINT your current mailing address (Street # and name, apartment #, City, State, Zip). We will use the address provided 
when mailing correspondence and/or benefi t checks to you. An incomplete or incorrect address could result in returned 
or lost mail and delay in processing your claim. 

Question 3 – Tel. No:
This is the contact phone where we may reach you, should there be any questions on your claim. 

Question 4 – Date of Birth:
Enter the month, day, and year in which you were born. 

Question 5 – Marital Status:
Enter “yes” if you are married and “no” if you are not. 

Question 6:
Enter a brief description of your disability. If you were injured, please also provide details on when 
(date) and where (location of incident) the incident occurred, as well as how you came to be injured.

Question 7:
Enter the date you became disabled, whether or not you worked on that day, and if you have since worked for wages. 

Question 8:
Enter your Employer’s information, including business name, address, phone#, dates employed (when you started working 
through your last day worked prior to the disability) and your average weekly wages. 

    IMPORTANT: If you have more than one job, be sure to complete for ALL employers. 
    Each employer will need to complete their own Part C. 

Question 9: 
Tell us your job title.  If you are a member of a union that provides DBL benefi ts, please enter union name and local number. 

Question 10 – Provide us additional detail on your disability:
a) After being disabled, have you received any wages, salary, or other pay? If so, enter YES. If your

 wages have ceased, enter NO. 
b) Have you received OR claimed any other types of benefi ts? Check Yes or No where applicable

(1) Workers Comp (On the Job Accident or Illness) Benefi ts
  (2) Unemployment Insurance Benefi ts

(3) Damages for Personal Injury
(4) Social Security Disability (Federal Long Term Disability Benefi ts)

*If you have marked YES to any of the options in question 10, you must also provide additional detail
regarding the period of time in which you are receiving or claiming these benefi ts. *

Question 11: 
Answer Yes or No to the question “Have you received disability benefi ts within the past year (52 week period)”. If yes, 
provide from whom the benefi t was collected, and the period of time during which you received benefi ts. 

Part A must be signed by claimant and/or authorized representative. End of Part A. 

Part A - Claimant’s Statement
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Instructions for the Claimant: 
This section must be completed by your treating Healthcare provider or Practitioner, providing all details of your disabling 
condition. Be sure all questions are answered, the information is legible, and your provider/practitioner has signed and 
dated Part B. This section must be completed, signed and dated after the date you became disabled and stopped working.

Be sure your form is completed  and signed by an authorized practitioner. 

Please be advised the following medical professionals are NOT Authorized to complete and sign part B of the 
DB450 form:

• RN (Registered Nurse)
• CSW (Certifi ed Social Worker)
• PT ( Physical Therapist)
• LPN (Licensed Practical Nurse)

Instructions for the Health Care Provider:

    IMPORTANT: Part B must be fully and legibly completed to process this claim in a timely fashion. 
    In addition to providing the medical details necessary to examine the claim, this statement MUST 
    be signed by the treating practitioner and dated to be considered acceptable. 

You must select the appropriate professional degree, enter your license number and state in which you are licensed 
to practice. Finally, we must have your practice name and mailing address in case additional medical documentation 
is required.

Part B - Healthcare Provider’s Statement

EXAMPLE FORM

PART B - HEALTH CARE PROVIDER�S STATEMENT (Please Print or Type)

THE HEALTH CARE PROVIDER�S STATEMENT MUST BE FILLED IN COMPLETELY AND THE FORM MAILED TO

THE INSURANCE CARRIER OR SELF-INSURED EMPLOYER, OR RETURNED TO THE CLAIMANT WITHIN SEVEN

 DAYS OF THE RECEIPT OF THE FORM. For item 7d, give approximate date. Make some estimate. If disability is caused
by or arising in connection with pregnancy, enter estimated delivery date under "Remarks".

Health Care Provider�s Signature ............................................................................... Date ..................................

Health Care Provider�s Name (Please Print) .............................................................. Tel.No. ..............................
Office Address ........................................................................................................................................................

HIPAA NOTICE:
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 Question 1: 
Please PRINT the claimant’s (Patient) First and Last Name. 

 Question 2: 
Please enter the claimant’s date of birth (month, day, year).

 Question 3– Sex: 
Please indicate whether the claimant is Male or Female.

 Question 4: 
Please indicate the symptoms and fi ndings of the claimant’s disabling condition. Be sure to include any complications 
which may have exacerbated the disabling condition and provide applicable diagnosis codes if possible.  
If this is a pregnancy claim, please enter the estimated date of delivery in this section.  
If claimant has already delivered, please provide actual delivery date and type.

 Question 5: 
Please indicate if the claimant was hospitalized. If hospitalized, provide the confi nement dates (from/to).

 Question 6: 
Please indicate whether or not an operation was performed. If yes, provide type of surgery and the date it took place. 

 Question 7: 

    IMPORTANT: YOU MUST PROVIDE DATES for questions 7A through 7D.

a) Date of claimant’s FIRST (Initial) treatment for their disability (print date in Month, Day, Year
format in the boxes provided)

b) Date of claimant’s MOST RECENT treatment for their disability (print date in Month, Day, Year
format in the boxes provided)

c) Date claimant was medically UNABLE TO WORK (ONSET DATE) due to this disability (print date
in Month, Day, Year format in the boxes provided). This is not necessarily a working day, but the
actual day that you certifi ed the claimant disabled.

d) Date claimant will be able to perform usual work (PROGNOSIS) (print date in Month, Day, Year
format in the boxes provided).  This may be an estimated date.

 Question 8: 
Please indicate whether or not this disabling condition may be WORK RELATED. 
If Yes, indicate whether a C-4  Doctor’s Initial Report has been fi led with the Workers’ Compensation Board.

Remarks:  Please enter any additional comments needed. 

Practitioner Information (Type of Practitioner, License State, License #, Signature, Date, Practice Name, Mailing address 
etc).  Please legibly print all information.

End of Part B.

Part B - Healthcare Provider’s Statement
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Instructions For the Claimant:
In this section your Employer will provide details of your employment. Be sure all questions are answered, the 
information is legible, and your employer has signed and dated Part C. 

If you have more than 1 employer, be sure each employer completes their own Part C, and all pages are included with 
your claim submission. 

Instructions For the Employer:
Part C must be fully and legibly completed to process this claim in a timely fashion. In addition to 
providing the employee’s details of their employment necessary to examine the claim, this statement MUST be signed, 
titled, and dated to be considered acceptable. We must also have your business name and mailing address in case 
additional information is required. 

    PLEASE NOTE:
    Part C cannot be completed or signed by the claimant.  If you (the claimant) are the owner and sole employee, 
    a Schedule C Form 1040 must be included with your claim submission, and Part C must be completed and
    signed by your bookkeeper or accountant.

 Question 1:
Please print the employee’s fi rst and last name.

 Question 2:
Indicate the employee’s job title. 

 Question 3:
Please enter the exact date the employee last worked (print date in Month, Day, Year format).

Part C - Employer’s Statement

EXAMPLE FORM

PART C - EMPLOYERS STATEMENT
 POLICY NUMBER: DBL- 

MAIL COMPLETED FORMS TO:

SIGNED BY: _________________________ TITLE: _______________________

EMPLOYER�S NAME: _______________________________________________
ADDRESS: ________________________________________________________
DATE: _________________ TELEPHONE: (     ) __________________________

ShelterPoint Life Insurance Company
600 Northern Blvd, Great Neck, NY 11021
by email: claimforms@shelterpoint.com
by fax: 516-504-6414
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 Question 4:
Please enter the exact date the employee’s wages ceased. If wages are still being continued, enter “N/A”. You will reaffi  rm 
this in question 6. 

 Question 5:
Please enter the date the employee returned to work, if applicable. 

 Question 6:
Please indicate if wages were continued during disability (Respond with YES or NO). Note, if wages were continued, we 
will need to know the type of wages (Sick Time, Vacation Time, PTO) and dates collected. You can provide a breakdown 
on a separate piece of paper to be submitted at same time.

 Question 7:
Please indicate whether or not YOUR BUSINESS is requesting reimbursement for continued wages (sick time only).  

 Question 8:
Please indicate if the employee’s disability is work related (respond with Yes or No).

 Question 9:
Print the name of your Workers’ Comp (on the Job Accident or Illness) insurer. ShelterPoint does not write Workers’ 
Comp insurance. 

 Question 10:
If this employee receives additional remuneration in the form of tips, Board, Lodging, or Rent, indicate the average 
weekly amount here. 

 Question 11:
Please indicate if the employee is a member of a union that provides NYS Disability benefi ts (respond with Yes or No). If 
yes, provide the Union Name and Number. 

 Question 12:
If the employee no longer works for you, indicate why (check the applicable box) and provide detail on their 
termination/separation. 

 Question 13:
Select the appropriate employee designation.

 Question 14:
Indicate whether the claimant has received or claimed Disability Benefi ts within the past 52 weeks. If yes, please provide 
dates of claim.

 Question 15:
Enter the last date the employee received unemployment benefi ts, if applicable.

 Question 16:
Indicate whether the employee works for anyone other than you.  This is important as liability may be split amongst 
multiple employers. 

 Question 17:
Indicate whether the employee contributes to disability premium or not. (Respond with Yes or No). If yes, indicate the dollar 
amount of weekly contribution, or percentage of premium employee contributes.

Part C - Employer’s Statement



Additional Required Info on Part C: 

Policy Number: 
Enter your current ShelterPoint Disability Benefi ts policy #. If you are completing this form as a concurrent employer, and 
are insured with another Carrier, you can enter your disability policy # and insurance carrier’s name here. 

SS No:
Print the employee’s 9 digit social security number here. 

Age:
Enter the employee’s age.

Check Days Normally Worked:
Select boxes indicating which days the employee normally works. If employee’s schedule varies, provide average days 
worked per week.

Wages Grid: 
Enter the last 8 weeks GROSS (pre-tax) wages prior to the employee’s last day worked in the boxes provided. You may also 
submit the same information as a separate page.

Employer’s Name: 
Print your Business name here.

Address:
Print your Business’s mailing address here. 

Date: 
Enter the date you received and completed the form here. 

Telephone: 
Enter your phone number here, including area code. 

Signed By: 
Sign your name here

Title: 
Print your job title here.

End of Part C.

Part C - Employer’s Statement

Once the DB450 form is fully completed, make a copy for your records 


