
Friendly Reminder: All decisions are determined by The Hartford ONLY! 

Disability Analyst & Project Manager: Ashley Wade awade@tehw.org   

 
    LONG- TERM DISABILITY (LTD) 

                Long-Term Disability Claim Process 

Dear Valued Member, 

 Before submitting an LTD claim, please ensure that you have a detailed timeline of being out of work. 
Having additional documentation will help with   understanding your claim better.  

 
How do I qualify for Long-term disability?  

 
1. You MUST be out of work for 6 consecutive months, (either on Short-Term Disability or on 
Workers Compensation). 

2. You MUST be out of work because you are not able to meet the on-duty obligations with WMATA, 
because of an Injury or workplace injury or Illness.  
 

How can you determine if you need a Hartford application or a MetLife application? 
 

3.  You qualify for a Hartford application if you were out of work before January 1, 2024. 
4. You qualify for a MetLife application if you were out of work after January 1,  

2024. 
How much money will I get? 

 
1. The maximum Monthly amount is $5,000. (Page 9 in Hartford Booklet) 

2. The minimum Monthly amount is $100 or 10% of the gross monthly benefit. (Gross monthly 
benefit is calculated by MetLife or Hartford) 

 
How Long will it take before I receive Long-Term Disability benefits? 

 
1. Long-Term Disability can take between 6 to 20 weeks before you receive an approval. 

 
What can delay my Long-Term Disability application process? 

 
Long-Term Disability decisions may take longer based on 3 factors:  
 

1. Members did not send sufficient information for their claim. 
2. MetLife Claim Specialist has not conducted an interview with members yet.  
3. MetLife Claim Specialist is still waiting for the Physician or Nurse to respond. 

 
Once approved what is next?  

 
1. Once a member is approved, the member will receive all documentation and payments from 

MetLife directly. 
2. MetLife will periodically contact the member and the member’s Physicians to get a status update 
on your treatment plan and functional abilities.  





































































Please fax or rriail the completed application to: 
The Hartford 
P.O. Box 14301 
Lexington, KY. 40512�4301 

HARTFORD LIFE INSURANCE COMPANY 
HARTFORD LIFE AND ACCIDENT INSURANCE COMPANY 

APPLICATION FOR LONG TERM DISABILITY INCOME BENEFITS Fax Number: 877-454-7217 
Phone Number: 800-752-9713 
Employee's Statement HARTFORD 

To be completed by the Employee (BE SURE TO ANSWER ALL QUESTIONS 
A. Information about you

FAILURE TO DO SO MAY DELAYYOUR CLAIM) 

Last Name: First Name: Middle Initial: Date of Birth: Social Security Number: 
I 
ID Number: - -] 

,_ 
____ 

___,__ 
___ 

G�e-nder: Address: (Street, City, State & Zip Code) 
0Male C Female 

E-Mail Address:
E-Mail is used to rovide The Hartford At Work re istration instructions and im ortant status u dates.
Personal Cell Telephone Number: �-�------ Alternate Telephone Number: (,.__.,_) ____ _ 
May we have your authorization to leave confidential medical and benefit information on your personal cell phone? D Yes D No

slgnature" Date 
_ ___ ""T"-___ _ _______ __ Marital Status: Occupation: 

OMarried D Single D Divorced D Widowed

Policy Holder: (include division, if applicable) Transit Employees Health & Welfare Plan Employer: WMATA I Policy Number: GL T 402264 
When your disability began, did you have more than one employer (includes self-employment)? -- 0Yes 0No lf "Yes," please 
provide the name, address and phone number of that employer. lndicate the dates when you worked (or were self-employed). 

Please indicate the extent of your formal education: (Check one) 
D HS/GED D Trade School/Certification Program D AA/AS 0BNBS □Masters 0Doctorate Osome college
D Other List all licenses, certifications, majors 
Have you served in the military? C Yes D No

Briefly describe your past work experience for the last 20 years (Begin with your most recent job.) 
Dates l;mployed Employer Job Title Duties 

Now, ör at some time in the future, would you be interested in seeking rehabilitation to some other kind of work? 0Yes □No 

Have you contacted your State Department of Vocational Rehabilitation? Oves D No lf "Yes," please include the name, 
address and telephone number of your counselor. 

B. Information About your Famil (required to determine your eligibility for Social Security Benefits)
Legal Spouse's Name: (Last, First)

Legal Spouse's Social Security Number: Date of Birth: (Month/Day/Year) ls your legal spouse employed? Retired? 
Oves D No Oves 0No 

Do you have any children under Age 19? D Yes D No lf "Yes," please provide the information requested below for each child. 
Name: Date of Birth: __ ___ Social Security Number: ______ _ 
Name: 

-------------------
Date of Birth: _____ Social Security Number: ______ _ 

Name: _ ____ _ Date of Birth: Social Security Number_: ______ _ 

Do you have·any children with disabilities (regardless of age)? D Yes 0No lf "Yes," please provide the information requested 
below for each child 
Name: ___________________ Date of Birth: _____ Social Security Number: ______ _ 

Name: Date of Birth: Social Security Number: 

C. lnfermation About the Condition Causin9 Your Disability
1a. For illness, answer the following questIons:

1 What were your first symptoms? 
------------ -------------- ---

-----. 

Ed you first notice them? Have you had this illness before? D Yes D No lf so, when? 
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C. Information About the Condition Causing Your Disabiti!Y_ (cont'_d_••�· ___ _  _ 

1b. Next to any Activity of Daily Living (AOL), please place the number shown next to the statement that most accurately reflects your 
ability/inability to perform each: 1 = 1 can perform this activity independently; 2 = 1 can perform this activity with the use of equipment 
or adaptive devices; 3 = 1 cannot perform this activity. 

Transfer from Bed to Chair ) Bathe (tub, shower, or sponge) 
( ) Dress 
( ) Toilet 

( ) Voluntary bladder and bowel control or ability to maintain a reasonable level of personal hygiene. 
( ) Feed yourself with food that has been prepared and made available to you. 

lf you indicated (3) for any of the above activities, please describe the impairment and restrictions to your functionality that preclude you from 
perforrning this activity. 

Height: Weight: 

Have you suffered a severe Cognitive lmpairment that renders you unable to perform common tasks, such as using the phone, 
money management, or medication management? 0Yes O No lf "Yes," describe: 

2. For an injury, answer the following questions:
---- --

When, where and how did the injury occur? 

3. For lllness, lnjury or Pregnancy, answer the following questions:
Date you were first treated by a Healthcare Name of Healthcare Provider: 
Provider? 

Address of Healthcare Provider: 
_ __ ___ (Month/Day/Yea�r) _ __ _ 
Before you stopped working, did your condition require you to change your job, or the way you did your job? OYes ONo 
lf "Yes," explain: 

What aspect of your condition made you unable to work? 

_J 

-1
[ 1s your condition related to work activities or your workplace? OYes D No lf "Yes," explain:

Have you filed, or do you intend to file a Workers' Compensation claim? 

D. Information About the Disability

Last day you worked before the disability: 
(Month/Day/Year) 

Did you work a full day? 0Yes 0No lf "No," explain. 

0Yes 0No 
--- -------

Since that date, have you done any work? OYes D No lf "Yes," please indicate dates worked, name of employer, and amount 
earned. 

Date you were first unable to work: 
(Month/Day/Year) 

-----

lf you have not returned to work, do you expect to? 0Yes O No Part time 
--- Full time 

(date) (date) 
E. Information About Healthcare Providers and Hospitals

1 First medical attention for the current disability was �iven by (complete b
_
e

_
lo

_
w

_
)_ __ _ 

Healthcare Provider's Name: 1 Telephone: ( 

Address: (Street, City, State & Zip) 
Fax: ( ) 

�pecia
-
lty

_
: 
__ 

Dates seen: 
J.._ 

List all Healthcare Providers and Hospitals you have seen for thls condition (attach separate sheet, if needed) 

Fax: ( ) 

to 

Healthcare Provider's Name: 1 Telephone: (
+,

Specialty: 
--�- - - ---

Address: (Street, City, State & Zip) Dates seen:- -

Hospital: 

Address: (Street, City, State & Zip) 

to 

1 
Dates of Confinement: 

to 

-1

_, 
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