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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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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




