
Your employee or former  employee has submitted a claim for New York State Disability Benefits. In order to properly process the claim, and in
accordance with the New York State Disability Benefits Law, employers are required to provide a statement on behalf of any individual who has
applied for benefits.
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Your cooperation in completing and returning this form promptly will assist us in determining the employee's eligibility for Disability Benefits.
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If yes, indicate name and address of union

Is employee a member of a union which provides disability benefits? 

If yes, give dates:Has the claimant received U.I. Benefits?
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PO BOX 1946, Long Island City, N.Y. 11101      TEL 1-800-535-2710      FAX  1-800-584-9303.
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Visit us at our Web Site @ 

www.nationalbenefitlife.com


