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The Workers� Compensation Board�s (Board�s) authority to request that employees provide personal information, including their social security number or tax 

Please complete this form and return to: Cigna, P.O. Box 29050, Phoenix, AZ 85038-9050 
If you need assistance please call 888.842.4462                         809004309
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INSTRUCTIONS INCLUDED WITH FORM

Care recipient�s (patient�s) name

Employee�s name

d V X $ � W   ` % � } V  
Care recipient�s (patient�s) name e } |  |  " � X �  � ~ ` % f X } ~ �  � ~ ` % g M } ~  � � # � | ~ T

 (MM/DD/YYYY)h h

i j k l m n o l n p

q r s t u v r w x y t z { | u t } x q ~ � � u t � ~ w � x � � ~ | � � q v y q � � �

Please complete this form and return to: Cigna, P.O. Box 29050, Phoenix, AZ 85038-9050 
If you need assistance please call 888.842.4462                         809004309
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Please complete this form and return to: Cigna, P.O. Box 29050, Phoenix, AZ 85038-9050 
If you need assistance please call 888.842.4462                         809004310


