
 

 

 
 
 

Request for Disability, FMLA or Life Insurance Forms 
 
A $25 fee will be charged prior to completion of patient forms not directly related to medical insurance 
reimbursement of charges incurred at our office.  Please allow ten business days for completion of 
these forms. 
 
 
Patient Name:        Date of Birth:    _____________ 
 
Date of Request:          
 
 
Type of Form: 

 Disability forms 
 Life insurance application 
 FMLA 

 
When the form is complete, please: 
 

 Call me and I will pick it up 
 Phone number: 
 
    (          )      

 
 Mail it to me at the following address: 

 
           
 Street Address 

 
           

City   State  ZIP 
 
 
 
 
 
 

For Office Use Only 
 

MRN:      Payment:     Cash      Check   Credit Card 
 
 
Date Patient Forms Completed: 
 
Date Mailed to Patient:       OR Date Pt Called to Pick Up:      
 


	Request for Disability, FMLA or Life Insurance Forms
	For Office Use Only




Accessibility Report



		Filename: 

		508_Austin Heart RequestforDisability-FMLA-Life-Insurance.pdf






		Report created by: 

		


		Organization: 

		





[Enter personal and organization information through the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.



		Needs manual check: 0


		Passed manually: 1


		Failed manually: 0


		Skipped: 2


		Passed: 29


		Failed: 0





Detailed Report



		Document




		Rule Name		Status		Description


		Accessibility permission flag		Passed		Accessibility permission flag must be set


		Image-only PDF		Passed		Document is not image-only PDF


		Tagged PDF		Passed		Document is tagged PDF


		Logical Reading Order		Passed manually		Document structure provides a logical reading order


		Primary language		Passed		Text language is specified


		Title		Passed		Document title is showing in title bar


		Bookmarks		Passed		Bookmarks are present in large documents


		Color contrast		Skipped		Document has appropriate color contrast


		Page Content




		Rule Name		Status		Description


		Tagged content		Passed		All page content is tagged


		Tagged annotations		Passed		All annotations are tagged


		Tab order		Passed		Tab order is consistent with structure order


		Character encoding		Passed		Reliable character encoding is provided


		Tagged multimedia		Passed		All multimedia objects are tagged


		Screen flicker		Passed		Page will not cause screen flicker


		Scripts		Passed		No inaccessible scripts


		Timed responses		Passed		Page does not require timed responses


		Navigation links		Passed		Navigation links are not repetitive


		Forms




		Rule Name		Status		Description


		Tagged form fields		Passed		All form fields are tagged


		Field descriptions		Passed		All form fields have description


		Alternate Text




		Rule Name		Status		Description


		Figures alternate text		Passed		Figures require alternate text


		Nested alternate text		Passed		Alternate text that will never be read


		Associated with content		Passed		Alternate text must be associated with some content


		Hides annotation		Passed		Alternate text should not hide annotation


		Other elements alternate text		Passed		Other elements that require alternate text


		Tables




		Rule Name		Status		Description


		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot


		TH and TD		Passed		TH and TD must be children of TR


		Headers		Passed		Tables should have headers


		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column


		Summary		Skipped		Tables must have a summary


		Lists




		Rule Name		Status		Description


		List items		Passed		LI must be a child of L


		Lbl and LBody		Passed		Lbl and LBody must be children of LI


		Headings




		Rule Name		Status		Description


		Appropriate nesting		Passed		Appropriate nesting







Back to Top
	Date of Request: 
	Disability forms: Off
	Life insurance application: Off
	FMLA: Off
	Street Address: 
	ZIP: 
	MRN: 
	Date Pt Called to Pick Up: 
	Patient Name: 
	Date of Birth: 
	When the form is complete: Off
	Payment: Off
	City: 
	Phone number 1: 
	Phone number 2: 
	Date Mailed to Patient: 
	Date Patient Forms Completed: 
	State: []


