
Return-To-Work Notice

Policy No.:Claim No.:
Claimant:

Dear Policyholder:

Please complete the following information for claimant mentioned above:

Above-named disabled employee (claimant)

 returned to work on ________________ at ________________
(Date) (Time)

 became disabled again on _______________________________.
(Date)

Print name: ___________________________________ Title: ______________

Signature: ___________________________________  Date: ______________

Please return to:

ShelterPoint Life
Claims Department
1225 Franklin Ave., Ste. 475
Garden City, NY11530
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