
Heritage Union Life lnsm·rutce Company 
P.O. Box 1600, Jacksonville, IL 62651 
Phone 800-825-0003 Fax 803-333-4936 
Visit us at www.insurance-servicing.com 

October 9, 2012 

LASALLE NATIONAL TRUST N .A TRUSTEE 
C/OROBERT SPALLINA, ATTORNEY AT LAW 
4855 TECHNOLOGY WAY STE 720 
BOCA RATON FL 33431 

Insured Name: SIMON BERNSTEIN 
Policy Number: I 009208 
Correspondence Number: 097 65315 

Dear Tru:rt.ee: 

We are writing in response to your notification of the death of Simon Bernstein. Our sincere condolences go to the 
family for their loss. 

In order to proceed with our review of the claim, we require the following items to be submitted: 

• The enclosed Claimants Statement completed and sigoed by the oamed beneficiary. If the beneficiary 
has had a change in naine, we require a copy or the applicable marriage license, divorce decree or similar 
legal documents. 

• A certified death cedificate. This should indicate cause of death, manner of death, date ofbirth and Social 
Security Number'. 
Return the original policy - If the original p olicy cannot be located, p lease note on the Claimant Statement 
(Page 3, Item 4). 

• Trust Documentation - Please provide a copy of the trust agreement and any amendment(s), including the 
signature page(s). We will also :require the Trustee Certification section offue claim form to be completed 
by all trustees. Please use the trust's name when completing the Claimant Information section. 
Letter of representation or written authorization signed by the beneficiary authorizing information to be 
released on the above 1·eforenced policy. 

Please review Page 1 of the Claimant Statement which also e>..-plains other documents that may be required. 
Providing the Claim.ant Statement is not an admission of liability on the part of the Company. 
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Check out Spallina's title at LaSalle National Trust N.A.



We will promptly review and evaluate the claim upon receipt of the required documents. A valid claim will include 
interest due and payable from the date of death at a rate of 10% if we do not pay the claim within 31 clays from tbc 
latest of l) the date that we receive proof of death, 2) the date we receive 
sufficient infomtation to deterrnine our liability and the appropriate benefic.iary(ies) entitled to the proceeds; or 3) 
the date th.at any legal impediments a£e resolved 

If you lrn.ve any questions, please call our office at 800-825-0003, Monday through Friday from 7:30 AM to 4:30 
PM Central Standard Ti.me. 

Sincerely, 

Diane Henderson 
Claims Manager 

Enclosu:re(s ): L ife Claimant Statement No RAA 
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Marling Address 
P.O. Box 1600 
Jacksonville, IL 62651-1600 

Part.I 

CLAIMANT STATEMENT 
Heritage Union Life Insurance Company 

The following items are required for all claims: 

Proof of Loss 

0 An original ccrtifi cd death certificate showing the cause of death. Photocopies are not acceptable. 
0 The original policy or, if unavailable, an explanation provided in Decedent Information section, space 5 of 

this fonn . 
0 This dahu form cornpletecl and signe d by the cla imant(s). 

If the policy has been in force for less than two years during the lifetime of the Insured or if the policy bas been 
reinstated wit.hln two years of the Insured's death, then we may perform a routine inquiry into the answers on the 
application for the policy ar reinstatement application of the lapsed policy. 

If the death occurred outside of the United States, we will require a Report of the Death of an .American Citizen 
Abroad. 

Special Instructions and additional requirements may apply. 

• H the beneficiary is the Estate of the l ns urnd, we w ill also require evidence of the court approved legal 
representative over the Estate. Please p rovide the Tax ID number of the Estate of the Insured. 

• ff t he benefici:ll'y is a trust. we will also require a copy of the trust agreement and any amendments. 
including the signature page(s). P lease not.e the Tmstee Certification section of the claim fuon will a lso need 
to b e completed by all trustees. Please use the trust's name when completing the Claimant Information 
section of the claim form and provide the Tax ID number of the trust. 

• If the beaeficiary is a minor, w e will require evidence o f court appointed guardianship of the Minor's 
Estate. 

• ff t h e policy is c0Uatc1-ally ass ign e d, we will require a letter from the collateral assignee stating the balance 
due under the collateral a ssignment If the collateral assignee is a corporation, please include a copy of the 
corporate resolution verifying w ho is authorized t o sign on behalf of the corporation. 

• If the prima•-y bcncficia1·y(ies) is (are) deceased, we will require a death certificate for each deceased 
bemificiary. 

• If the policy has a split d olla r agreement associated with it, we will require a copy of said agreement. 

• If the p olicy is subject to a Viatil.:al or a L ife Settlement tra n saction, and if the beneficiary is a v.iatical 
settlement provider, l ife settlement provider, the receiver or conservator of viatical or life settlemeut 
company, a viatical or life fmancing entity, trustee, agent, securities intennediary or other representa tive of a 
viatical or life settlement provider or an individual or entity which invested in this policy as a viatical or life 
settlement. please compl ete questions 19 rod 30. 

Other requirements may be n eeded depending an the individual facts of the claim. The company w ill advise you if 
oilier documentation is re uired. 
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CLAIMANT STATEMENT 

For Residents of Alaska, Arizona, Nebr.isl<a, New Hampshire and Oregon: .. ~ Any person who 
knowingly presents a false or :fraudulent claim for payment of a loss or benefit or knowingly 
presents false information in an application for insurance may be guilty of a crime and may be 
subject to fines and confinement in prison. 

l <"or Residents of California: For your pro tection California law requires 1he following n otice to appear on this form. 
Any person wh o knowingly presents a false or fraudulent claim for the payment of a Joos i; guilty of a crime and may 
be subject to fines and confinement in state p r ison. 

F or Residents of Colo1-ado: It is unlawful to knowingly provi de false, incomplete, or misleading facts or information 
to an insurance company for the purpose of defrauding or attempting to defraud the company. Penalties may include 
imprisonment, fmes, denial o f insurance and civil damages. Any insurance company or agent o f an insurance company 
who kno\vjngly p rovides false, incomplete, or mislead ing facts or information to a pol icyholder or claimant for the 
purpose of defraud:ing or attempting to defraud the policyholder or cla imant with regard to a settlement or award 
payable from insurance proceeds shall be reported to the Colorado division of insurance within the department of 
regulatory agen cies. 

For Residents of Florida: Any person who lmowingly and with intent to injure. defraud, or deceive any insurer files 
a stat.ement of claim or an application containing any false, incomplete, or m.isleading infor mation is guilty of a felony 
of1he third degree. 

For Residents of Kentucky, Ohio and Pcnosylv:mia: Any person who knowingly & with ·intent to defraud any 
insurance company or other person files an application for insurance or statement of claim containing any matc:rially 
false information or conceals for 1he p mpose of misleading, information conceming any fact material thereto comm.its 
a fraudulent msUiance act, which is a crime & subjects such person to criminal and civil penalties. 

F or Residents of Maine, Tennessee and Washington; It is a crime to knowingly provide ful.se, incomplete or 
mislead ing information to an insurance company far the purpose of defrauding the company. Penalties include 
imprisonment, fines and d enial of insurance ·benefits. 

For Residents of Minnesota: A person who files a c laim with intent to defraud or helps commit. a fraud against an 
imnirer is guilty of a crime. 

For Residents of New .Jersey: Any p erson who k nowingly files a statement of claim coniainia.g any false or 
misleading information is subject to criminal and civil penalties. 

F oT R esidents of New Mexico: Any p erson who knowingly p resents a false or fraudulent claim for payment of a loss 
or b en efit or knowingly presents false infonnation in an application for insurance is guilty o f a crime and may b e 
subject to civil fines and crirnin<tl penalties. 

For Residents of New York: Please see the Signature section of this form. 

For Residents of Puerto Rico: Any person who, knowingly and with intent to defraud, i)rescnts false information in 
an insurance request form, o r who presents, helps or has presented a fraudulent claim for the payment of a l oss or 
other ben efit, or p resents more than one cla im for the same damage or loss, will incur a felony, and upon conviction 
w.ill bO penalized for each vio lation with a fine no leas than five thousand (5,000) dollars n or m ore than ten thousand 
(l 0,000) dollflfs, or imprisonment for a fixed tenn of 1hree (3) years, or both penalties. l f aggravated circumstances 
prevail, the fixed established imprisonment may be increased to a maximum of five (5) years; if attenuating 
circumstances prevail, it may be reduced to a minimum of two (2) years. 

For Residents of All Other States: Any person who knowingly presents a false or fraudulent c laim for payment of u 
loss or benefit or knowingly presents false information in an application for insurance is guilty o f a arime and may be 
sub "ect to fines and confmement in rison 
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CLAIMANT STATEMENT 
llltJ.i(IM:llt .... Ct 

1. Name of Deceased (Last, First Middle) 

I 
2. Last 4 digits ofDeceased 's Social 
Security No: 

3. If the Deceased was kno wn by any other names, such as maiden narne, h yph.,nated name, nickname, derivative 
form o f first and/or middle name or an alias, please provide them below. 

4 . Policy Number\s) , 5. If policy is lost or not available, please explain: 

6. Deceased's Date of Death 17. Cause of Death j 8. 
LJ Natural LJ Accidental 
0 Suicide 0 Homicide 
0 Pending ·-J9. .. I\~ li•eH ... H>UJlirO 

9. Claimant Name (Last, F ixst., Middl~). If trust, please list tri;;st name and complete Trustee Certification section. 

10. Street Address 11. City 12.. State and Zip 13. Daytime 
Phone Number 

14. Date of Birth 15. Social Secmity or Tax ID Number 116. Relationship to Deceased 

1 7. I am filing this clajm as: U an individual wh o is named as a beneficiary under the policy 
0 a Trustee of a Trust which is ruuned as a beneficiary under the policy 
0 an Executor of Estate which is named as a b eneficiary under the policy 
0 Other 

18. Are you a U.S. Citizen? 0 Yes 0No 
If"No" vlease list countrv of citizenshio 

19. Policies subject to Viatical I Life Settlement transactions • Are you a viati.cal settlement 
provider, life settlement provider, the receiver or conservator of viatical or life settlement 0 Yes 
company, a viatical or life financing entity, trustee, agent, securities intermediary or other 
representative of a viatical or life settlement provider; or an individual or entity which invested :in 0No 
this licy as a v iatical or life settlement? po 

j C:i);:'..\Il\(lAl."\"'11' Ii':W'O~~L~TIQN Ci~ b~~.co1¥ple~~d b& 21fi1:c111t;(11atit. if:~nyjj N I" t• M ... m ~ t1 lli ~ bl l 
20. Claimant Name (Last, First, Middle). If trust, p lease list trust name and complete Trustee Certification section. 

21. Street Address 22. C ity 23. State and Zip 2'1. Daytime 
Phone Number 

25. Date of Birth 126. Social Security or Tax ID Number 'P. R elationship to Deceased 

'"---· 
28. I am filing this claim as: Li an individual who is named as a beneficiary under the policy 

0 a Trll!;tee of a Trust which is named as a beneficiary under the policy 
0 an Executor of Estate which is named as a beneficiary under the policy' 
0 Other 

29. Are you a U.S. Citizen? LJ Yes ONa 
If••No" please list country of citizenship 

30. P olicies subject to Viatical I Life Settlement tr .. msadions - Axe you a viatical settlement 
provider, life settlement provider, the receiver or conservator of viatical or life settlement 0Yes 
company, a viatical or life financing entity, trustee, agent, securities intermediary or other 
representative of a viatical or life seltlement provider; or an individual or entity which invested in 0No 
this policy as a viatical or life settlement? 

YOUR SIGNATURE IS REQUIRED ON Tim NEXT :PAGE. 
CL G012F Life Claimant Statement No RAA 12123nOll Page 3 

JCK001266 



CLAIMANT STATEMENT 

SETTLE)IE.XT OPTIOJ.\""S 
The policy may contain one or more settlement options, such as Interest Payments, Installments for a Specified 
Amount, Life Annuity, Life Annuity with Period Certain, and/or Joint Life and Survivorship Ammity. You may 
choose to receive a lwnp sum payment or another settlement option available in the policy under which a claim is 
made. For more information, refer to the optional methods of policy settlement provision in the policy or contact u s 
at the mailing address noted on 1he front of the c laim form. 

If you wish to select a settlement option, please indicate your settlement selection by name (not by number) on ·the 
line below after you have carefully reviewed the options ava ilable :in the policy. Availability of settlement options 
are subject to the terms of the policy. If you do not choos.e a settlement option, we will send a lump sum settlement to 
you. 

Name of Settlement Option from Policy 

Important Info rnmtion About the 't"SA PATRIOT Act 
To help fight tbe fumling o f terrorism and money-laundering activities. the U.S. government h as passed the USA 
PATRIOT Act,, which r eq_uires banks, including our processing agent bank, to obtain, verify and record i.afonnn'tion 
that identifies persons who engage iu certain transactions with or through a bank. This means that w e will need to 
'll'erify the name, 1·esidential or street address (no P.O. Boxes), date of birth and social security number or other tax 
identification nuJnbcr of a ll account owners. 

This information is being collected on this form versus IRS form W -9 'and will be used for supplying infonnation to 
the Internal Revenue Service (IRS). Under penalty of perjury, I certify that 1) the tax ID number above is correct (or 
I am waiting for a number to be issued to me), 2) I am not subject to oockup w ithholding because (a) I am exempt 
from backup withholding, or (b) I have not been notified by the IRS that I am subject to backup withholding as a 
result of a failure to report all interest or dividends, or (c) the IRS has notified me that I am no longer subject to 
backup withholding, and 3) I am a U.S. person (includ ing a U.S. resident alien). Please cross through item 2 if you 
have been notified by the IRS that you are subject to backup withholding because you have failed to report all 
interest and dividends on your 1ax return. 

VWe do hereby make claim t o said insurance, declare that the answers recorded above are complete ao.d true, and 
agree that the furnishing of this and any supplemental forms do not constitute an admission by the Company that 
there w as llJlY .insurance :in furce on the life in question, nor a waiver of its rights or defenses. 

For Resident.« of New Yo rk: Any p erson who knowingly and w ith intent to defraud any in.~urance company or 
other p erson files an ap plication for insurance or statement of claim containing any materially false infoxmation, or 
conceals for the purpose of misleading, infonnation concerning any fact material thernto, commits a fraudulent 
:insurance act, which is a crime, and shall also be subject t o a civil penalty not to exceed five thousand dollars and the 
stated valu e of the claim for each such violation. 
For fusidents of All other States: See the Fraud Information section of this claim form. 

The Internal Revenue Service docs not require your consent to any provision of this document other 
than the certifications required to avoid backup withholding. 

Signature of Claimant and Title Date 

Signature of Second Claimant, if any, and Title Date 
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CLAIMANT STATEMENT 

TRUSTEE CERTIFICATION 

! _;ffi.·g~ ·- • Ef~I[.!C .. tfIQ,h<.Jiii_!!_~i~nfi!~~t~11 ojb.Jl)1·u ·'.tis ~ailr'ingjfl.rQt~ed~~__jl. _fL_~l _JL 1 ' 

CO.MPLETE THIS SECTJON ONLY IF A TRUST IS CLAIMING B ENEl"ITS. 
Please include a copy of the trust agreement. including the signature page(s) and any amendments. 

I/We, the undersigned trustee(s), represem and warrani that the copy of the tmst agreement, whioh we will provide 
you pursuant to this certification, is a trne and exact copy o f said agreement. that said agreement is in full force and 
effect, and that we have the au thority i:o make this certification . 

Gcucration Skipping Transfe r T ax I nformation - TfilS MUST BE CO:M:PLETED FOR PAYMENT 

I/We the w1dersigned, on oath, deposes and states as follows with i:espect to the possible application of the 
Generation Skipping Transfer (GST) tax to the death benefit p ayment (Mark the appropriate item): 

_ _ l. The GST tax does not apply becau se the death benefit is not included in the decedent' s estate for federal estate 
tax purposes. 

_ _ 2. The GST tax does not apply because the GST tax exemptiml will offset the GST tax. 

_ _ 3. The OST t ax does not apply because at least one of the trust beneficiaries is not a "skipped~ person. 

_ _ 4 . The GST. tax does not apply because of the reasons set forth in 1he attached document (Please attach document 
s etting forth the reasons why you believe the GST t ax does not apply. ) 

_ _ 5 . The GST tax may apply. As a. result, the death benefit payment IS subject t o w1thholding of the applicable 
G ST tax. Enclosed is the completed Sch edule R-1 (Form 706) for submission to the Intemal Revenue 
Service. 

Name of Trust Date of Trust 
Agreement 

Date of ;ill Amendments Trust Tax ID 
N umber 

Printed Name of Trustee(s) Signature( s) 

a 

b 

c 

d 
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