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State Farm Insurance Companies

October 29,2009

Health Operations Center East

P.O. Box 3070

Newark, OH 43058-3070

Justin Giron

7792 Mayfair Circle

Ellicott City, MD 21043-6965

Re: Policy: H0E733113-20

Claim: 20-H0D226176

Loss Date: August 30, 2009

Dear Mr. Giron:

We have received your claim for disability benefits. Our information indicates that your

disability will continue beyond your policy's 60-day elimination period. We are unable,

however, to determine how long your disability will continue beyond that point.

Please have the enclosed Attending Physician Supplementary Statement claim form completed

by your attending physician. Please be sure your physician provides an estimated or actual

ending disability date. If there is other pertinent information which you think might help us

consider your claim (such as factors which are complicating your disability), we encourage you

and your attending physician to use the "Remarks" section of the form.

The form should be returned as soon as possible. If your disability ends in the near future, you

may still be eligible for a partial month of disability benefits. Completion of the form will help

us determine if benefits can be provided.

If you have any questions, please contact me at the toll free number below. I will be happy to

assist you.

Sincerely,

Damaris Carroll

Health Claim Examiner

Health Insurance Divison

State Farm Automobile Insurance Company

Phone(866)855-1212

Fax (614) 775-2110

Enclosure

cc: Scalley, 20-9330

HOME OFFICES: BLOOMINGTON, ILLINOIS 61710-0001



State Farm Mutual Automobile Insurance Company

Attending Physician's Supplementary Statement - Accident or Sickness
(The patient is responsible for the completion of this form by his/her physician without expense to State Farm*)

Patient's Name

Justin Giron DOB: 11/23/1965 Claim#: 20-H0D226176 FAX: (614) 775-2110 (SXZB)

Mature of sickness or injury.

Describe any other complications affecting present condition.

Give dates of treatments (since last report).

Office Dates

Hospital Dates

Is patient still under care for this condition?

O Yes O No

; If yes, please provide date of next appointment. If no, please provide date of discharge.

List any diagnostic tests performed since the last report.

Briefly provide a description of the patient's treatment.

In your opinion, is the patient able to return to his/her occupation?

O Yes O No

! If yes, on what date? If no, when do you anticipate a return to his/her occupation?

Is the patient presently able to function in light or modified duty work?

O Yes O No
What are the patient's restrictions and limitations that prevent full duty work at his/her regular occupation?

Is the patient consulting any other physicians?

Doctor(s) Name Doctor(s) Address

Dodor(s) Name Dodor(s) Address

Remarks

Physician's Signature Physician's Specialty Date

Address City State ZIP Code Phone Number

1002188 Page 2 of 2 Effective 03-31-2003 MD 120368.1 08-19-2009
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State Farm Mutual Automobile Insurance Company

ATTENDING PHYSICIAN'S STATEMENT

(The patient is responsible for the completion of this form by his or her physician without expense to State Farm

Mutual Automobile Insurance Company). (

Name of Patient:
Last

Policy/Application Number.

Date of Birth
First Middle Initial

Claim Numbers

Month Day Year

HISTORY

1. Date symptoms first appeared or accident happened:

Month Day Year

2. If condition is due to pregnancy, what is the estimated

date of conception?

Month Day Year

3. Date patient ceased work due to this condition?

Month Day Year

4. Is this condition due to an injury or sickness arising

from the patient's employment?

CH Yes D No EH Unknown

5. Has patient ever had same or

similar condition?

□ Yes No

If yes, state when and describe: (If preferred, records may be submitted)

6. Have you treated this patient for

any other condition?

Cli Yes □ No

If yes, state when and describe: (If preferred, records may be submitted)

7. Have you completed any other claim

forms or are you aware of disability

coverage from any other source?

□ Yes □ No

If yes, state name of source:

DIAGNOSIS

8. a. Primary Diagnosis

b. Secondary Diagnosis

c. Subjective Complaints .

d. Please provide the results of any objective tests performed:

(ff preferred, records may be submitted.)

TREATMENT

9. Date patient first consulted you for

this condition:

Month Day Year

All other dates of treatment:

10. Has the patient been hospital

confined?

If yes, from. . through.

□ Yes No Discharge Diagnosis:

Hospital Name:

Address:

11. Nature of treatment being provided (include surgery and medications, if any):

1001282 Effective 02-02-2006 MD Page 3 120360.4 07-29-2009



EXTENT OF DISABILITY

12. In your opinion, is/was this patient unable

to work at his/her regular occupation due

to this condition?

□ Yes No

If yes, give dates

From. To.
Month Day Year Month Day Year

13. If yes, from the date disability began how

long do you expect before this patient will be

able to return to his/her regular occupation?
□ 1 -3 Months □ 3-6 Months D 6-12 Months □ More than 12 Months

14. Is/will this patient be able to return to

modified duty?

□ Yes □ No

If yes, beginning when?

Month Day Year

15. What occupational duties is the patient unable to do?

16. Please provide us with the date of the patient's next appointment for care of this condition.

Month Day Year

REMARKS:

Physician's Name and Address:

(Please print)

Name Specialty

Address Phone Number

City State ZIP Code TIN/Social Security Number

Date

1001282 Effective 02-02-2006 MD
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INSURED'S STATEMENT - DISABILITY CLAIM

State Farm Mutual Automobile Insurance Company

New Albany Health Operations Center

P.O. Box 3070

Newark, OH 43058-3070 Doc ,
Type: 1

Policy/Application Number

50
Claim Number(s)

Current Lienholder's Name Address Loan Number

INSTRUCTIONS FOR SUBMITTING A DISABILITY INSURANCE CLAIM:

1. The INSURED'S STATEMENT on the first 2 pages of this form must be completed by the policyholder, and the authorization at the

bottom of this page must be signed and dated.

2. The section titled ATTENDING PHYSICIAN'S STATEMENT on the last two pages must be completed by the attending physician.

3. The completed form should be forwarded to the State Farm Health Claims Department at the above address.

By furnishing this form and other forms for filing proof of loss or by investigating the claim, State Farm shall not be held to admit the

validity of any claim or waive the breach of any condition of the policy.

1. Name (last, first, mi

Last

J^AddressJif PO Box

Street *

FT//
City 7 l

7. Occupation at time

ddle initial)

V6

First

^stteet

of disability

address)

State

s
Middle Initial /

2. Sex

LJ Female

ZIP Code

3. Date of Birth

6. Telephone Number

HnmP L/y J
Wnrk

r.pllphnnp

4. Social Security

7 J /i k/ J : C~^T

(include area code)

€ r j f—~ . , ,

" * V' 6o

8. Employer's Name and Address, _

City

kJ Street /^ /)
State ZIP Code

9. Is this condition the result of a ; If yes, provide name and address of the workers' compensation carrier,
work-related sjffiiess or injury? ;

□ Yes
10. Nature O0njury Or Sickness (Please describe fully. If injury, how and where did accident occur? If sickness, describe symptoms requiring treatment.)

/ j11. When did symptoms first begin or accident happen? jjme f PM

(Insured's Statement continued on>Page 2)

AUTHORIZATION: I authorize any source having information about me to give to State Farm Mutual Automobile'Insurance
Company, its contractors, reinsurers, or its representatives all information available within the lesser of ten (10) years or the period

specified in my application or policy, as to health history, diagnosis, treatment or prognosis with respect to any physical or mental

condition and non-medical information including, but not limited to, employment history, income and other insurance coverage.

"Source" includes any doctor, hospital, clinic, U.S. Veteran's Administration (VA) Hospital, mental health facility, or any other

medically related facility, insurance company, consumer reporting agency or employer. Any information obtained will be used to

determine eligibility for or continuance of insurance or the validity or truthfulness of any claim presented. State Farm Mutual

Automobile Insurance Company may release this information to its affiliates, their contractors, reinsurers, representatives, other

insurance companies, for their use in connection with insurance transactions or as required by law. Information obtained pursuant

to Oils authorization may later be rsdisctosed and may not be protected under the Health Insurance Portability and Accountability

t-sA of 1S9S. However, sHtsr applicable state Saw and protections will still apply.

I understand I may revoke this AutfooiizstivM by providing wsUte?; i£vo£et!ui> t« GuaUr r«mt muiuo! *v«itafs»>>>!te i>i3ot<i»»».,c vc»>sj,*isEsy

except to the extent that State Farm Mutual Automobile insurar-.ee Company has taken action In reHartce on tWs authorization.

This authorization is valid for t«?© (2) years from the date ef sfensf« "*** -- f •?■-*=--•■.--•?*; ^ ~- .«».-* »- *h~ ^rij

The following statement is required on this claim form by law in several states: Any person who knowingly and with intent to

defraud any insurance company or other person files a statement of claim containing any materially false information, or conceals

for the purpose of misleading, infonnation concerning any fact material thereto, commits a fraudulent insurance act, which is a

crime, subject to criminal prosecution and chnl penalties.

Insured's Signature

1001282 EffectiveO2-02-2006

777
(Insured or Authorized Personal Representative)

i / Page 1

Date.

120360.4 07-29-2009



sickness? /? '' lf yes' Provide name(s) and address(es) of doctor(s) or hospital(s) who provided the previous treatment.

□ Yes SSo i
13. Have you ever had the same or similar symptoms? I I Yes

14. Date of first treatment by a doctor for this condition:

Name(s) and Address(es) of doctor(s) consulted for this condition: (If others, list on a separate sheet.)

Dr Dr.

Date(s) of treatment: Date(s) of treatment:

15. Were you confined to a hospital for this condition?

Date Admitted: * / ? c

EH No

Year

Date Discharged:

Hospjtal Name

Mop 0
Address

Year

16.

17.

18.

I was first unable to

I returned to work in

I was able to return

work full time:

a limited capacity:

to work full time:

On

On

On

gf/
MontK

Month

Month

/

/

Day'

Day

Day

.—>

/

Cm State,

Year

Year

Year

and-ZIP

To

Code

/o
Tim^

Month

^P.M.

Day Year

19. Please check all applicable benefits:

A. Social Security

B. Workers' Compensation

C. State Disability Insurance

D. Retirement or Pension

E. Short Term Disability

F. Salary Continuation

G. Unemployment

H. Union

Applied

Yes

□

□

For

No

□

□

□

Receiving

□

□

□

Pending

□
□

□
□

□

Denied

□
□
a

a

a

a

a

a

I. Describe all disability insurance coverage in force, and all disability coverage applied for in the past 12 months. If

none, so state by writing "none".

Company or Source Monthly Amount Benefit Period

20. Were you a smoker or other tobacco user when this disability began? Yes

1001282 Effective 02-02-2006 MD Page 2 T 120360.4 07-29-2009



HEALTH
INSURANCE

Application for Mortgage

Disability Income Policy 01

State Farm Mutual Automobile Insurance Company

Home Office, Bloomington. Illinois 61710

NEW I REINSTATEMENT j BENEFIT CHANGE lOTLAINl

v
^

1, Proposed Insured
OCCUPATION AND EXACT DUTIES

IT Specialist

works inside of an office at a desk- DOES NOT
GO OUT OF OFFICE ON SALES CALLS OR

TRAVEL.ADDRESS OF PRINCIPAL RESIDENCE FOR THIS MORTGAGE

7792 MAYFAIR CIR
AVERAGE EARNED INCOME

10,000

ADDRESS OF PRINCIPAL RESIDENCEFORTHIS

CITY

ELLICOTT CITY

ZIP CODE

21043-3696
BIRTH DATE MONTH-OAY-Yt

11-23-1965

HOME PHONE NUMBER (Including ares cods

443 415-4600

OCCUPATION CLASS
POUCV CHANGE

MONTHLY BENEFIT

(Show increase

4 a Are you actively working at the occupation shown as of this date?
' h tgage on your principal resi
a Are you actively working at the occupat
b. Is this application to cover your home mortgage on your principal residence?

5. NAME OF FINANCIAL INSTITUTION

TOWER FEDERAL CREDIT UNION

ADDRESS

PQBOX 123

ADDRESS

MONTHLY MORTGAGE PAYMENT

(Monthly amount can include taxes and insurance)

$ 1,340.00

ANNAPOLIS JUNCTION

MORTGAGE EFFECTIVE DATE

(MONTH-YEAR)

02/2003

MORTGAGE TERM

(YEARS)

2033

b° Sff*' «.m«». or discussed with a medica, practMoner *e possib.e
need for surgery?

b. been admitted, or advised to be admitted, to a medical facility?

YES NO

□

125365.1

[MD1 - MO]
Rev. 10-13-2005



: mZTZ^months have you had or been told you had or been treated for heart disease.

e.

months have you been unable to work for more fhan 20 days in a row due to

illness or injury?

8. Within the last 12 months have you used tobacco in any form?

YES NO

□ m

□ H

YES NO

E

All questions on the application have been asked and
he information supplied has been truly and accurately
recorded. The Conditional Receipt has been explained

and given to the Proposed Insured.

Signature bf Insurance Produc

Insurance-Producer's Code Stamp

j.Scaltey

FIRE 20
PftTUXENTAFO

20-9330

F677

Dated on

at

YEAR

CITY \ STATE

Signature jbf Proplps^d Insured

FUTtfRE EFFECTIVE DATE (if applicable)

DAY
YEAR

Mailing Address if different from Residence Address:

125365.1

[MDI - MD]
Rev. 10-13-2005



STATE FARM MUTUAL
AUTOMOBILE INSURANCE COMPANY

Home Office/Bloomington, Illinois

20-9330

INSURED

POLICY NUMBER

POLICY DATE

JUSTIN GIRON

HE682616 2020

NOVEMBER 22, 2008

INITIAL PREMIUM

STATE FARM

HEAL
INSURANCE

We are pleased to issue this Disability Income Insurance Policy to you. It was issued in consideration of

your application and payment of the required premium.

GUARANTEED RENEWABLE TO AGE 67

If premiums for this policy are paid when due, or within the grace period, you have the right to continue

this policy in force until age 67.

YOUR PREMIUMS MAY BE CHANGED

We may change the table of premium rates for this policy at any time. Any change will apply to all

policies in the same class as yours in the state where the policy was issued. Any such change shall apply

only to premiums due on or after the effective date of change. The amount due on each renewal date will

be the renewal premium in our table of premium rates for your policy in effect at the time of such renewal.

We will notify you in writing at least forty (40) days before the expiration of the grace period applicable to

the first such increased premium due on this policy.

THIRTY (30) DAY RIGHT TO EXAMINE POLICY

If you feel this policy does not meet your insurance need, return it to us or your insurance producer within

thirty (30) days after you have received it. We will return your premium and consider the policy never to

have been issued.

IMPORTANT NOTICE

This policy is a legal contract between us and you. Please review the copy of the application attached to

this policy. The application is part of the policy. The policy was issued on the basfs that the answers to all

the questions and the information shown on the application are correct and complete. Material mis-

statement or omissions on the application could void the policy. If any information on the application is

not correct or is omitted, please immediately contact State Farm Mutual Automobile Insurance Company,

Bloomington, Illinois 61710-0001.

Pre-existing conditionJjmitations or exclusions and other limitations or exclusions mav 3ddIv. Please read vour

policy carefutivT \

Counters

icensed Insurance Producer

STATE FARM

INSURANCE
8,

JIM SCALLEY, Agent

6010 University Blvd., Ste. 105

Ellicott City, MD 21043

Office (410) 203-9500

MORTGAGE DISABILITY INCOME POLICY

Form 97055 MD PAGE 1



952501108 OCC CLASS MA C30B

POLICY SCHEDULE

INSURED JUSTIN GIRON $162.80 INITIAL PREMIUM

POLICY NUMBER HE682616 2020

POLICY DATE NOVEMBER 22, 2 008 SEMIANNUAL PREMIUM MODE**

L.
FIRST RENEWAL DATE MAY 22, 2009

THE BENEFITS AND PREMIUMS SHOWN ON THIS SCHEDULE ARE EFFECTIVE NOVEMBER 22, 2008

FORM

97055MD

COVERAGE SUMMARY

COVERAGE INFORMATION

SEMIANNUAL

PREMIUM

BASIC POLICY - MORTGAGE DISABILITY INCOME

MONTHLY INCOME FOR TOTAL DISABILITY

MONTHLY INCOME AMOUNT $1340

ELIMINATION PERIOD 60 DAYS

ACCUMULATION PERIOD 120 DAYS

MAXIMUM BENEFIT PERIOD 3 6 MONTHS

NON-TOBACCO DISCOUNT APPLIED

**PREMIUMS TO BE PAID THROUGH THE STATE FARM PAYMENT PLAN

$162.80

SEMIANNUAL RENEWAL PREMIUMS SUBJECT TO RENEWABILITY PROVISION ON PAGE 1
BASED ON ATTAINED AGE OF INSURED ON EACH RENEWAL DATE

FORM 970 5 5MD SCHEDULE PAGE 3 AGENT JIM SCALLEY 20-9330



GUIDE TO YOUR MORTGAGE DISABILITY INCOME POLICY
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Limitations on Legal Actions 11
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SECTION 1: IMPORTANT DEFINITIONS

Many words in your policy have specific definitions. We define some words to shorten the policy.

Defined words are printed in bold face italics throughout your policy to make it easier to read and

understand. This section defines these important terms.

Wherever used in this policy:

Accumulation Period means the number of consecutive days during which the elimination period must

be satisfied. The accumulation period is shown on the policy schedule, and begins on the first day

that you are disabled.

Age67 means the first renewal date on or after your 67th birthday.

Effective Date of Coverage means the date when coverage starts under your policy and is shown

on the policyschedule. Coverage begins at 12:01 A.M. in the area of your residence.

Elimination Period means the number of days of total disability which must elapse before benefits

become payable for the total disability. These need not be consecutive days of total disability, but

must occur within the accumulation period for the same or related cause. No benefits are payable

for the elimination period. Your elimination period is shown on the policy schedule.

Injury means accidental bodily injury sustained by you after this policy is in force and shall

include all injuries sustained as a result of any one accident. If the injury occurs before the

effective date of coverage, it will be covered under this policy if the loss is incurred or disability

begins after twelve (12) months from the effective date of coverage.

Occupation means your occupation at the time such total disability began.

If you are not working at the time your total disability begins, occupation shall then mean any

occupation for which you are reasonably able to perform by your education, training or experience.

Physician means a licensed practitioner of the healing arts performing services within the scope

of his/her license as provided by the laws of the state in which his/her services are performed.

The physician cannot be you, any person related to you by blood or marriage, a business or

professional partner or associate, or any person who has a financial affiliation or business

interest with you.

Policy Schedule means the section of your policy beginning on page 3. It includes important facts

regarding your coverage.

Pre-existing Sickness or Physical Condition means:

1. An injury or sickness for which medical advice or treatment was recommended by or received

from a physician within a twenty-four (24) month period preceding the effective date of coverage;

or

2. The existence of symptoms which would cause an ordinarily prudent person to seek

diagnosis, care or treatment within a twenty-four (24) month period preceding the effective date

of coverage.

Sickness means any illness or disease first manifesting itself on or after the effective date of

coverage and while this policy is in force and shall include all complications arising therefrom. If

the illness or disease manifests before the effective date of coverage, it will be covered under the

policy if the loss incurred or disability begins after twelve (12) months from the effective date of

coverage.

Form 97055 MD PAGE 7



Recurrent Disability

If, after the end of a period of total disability you again experience a total disability while the policy

is in force, the later period of total disability will be deemed a recurrent disability, which is a

continuation of the prior period of total disability, unless:

1. Kouhave been working for at least thirty (30) hours per week for at least six (6)

consecutive months following the end of the preceding period of total disability, or

2. The later period of total disability is due to a different or unrelated cause.

Such recurrent disability will not be subject to a new elimination period or a new maximum benefit

period.

If either 1. or 2. above applies, the later period of total disability will be deemed a new period of

total disability. A new elimination period must be satisfied before benefits start again, and a new

maximum benefit period wi 11 apply.

Concurrent Disability

If a continuous period of total disability is caused or is continued by more than one injury or

sickness, it is a concurrent disability. Benefits for a concurrent total disability will be paid as if the

concurrent total disability was caused by one injury or one sickness. In no event will you be

considered to have more than one continuous period of total disability at the same time.

SECTION 3: EXCLUSIONS AND LIMITATIONS

When We Will Not Provide Benefits

This section describes situations and conditions in which payment will be limited or denied even if you

otherwise qualify for benefits.

Exclusions

1. This policy does not provide benefits for total disability or any other loss caused or

contributed to by:

(a) Normal pregnancy and childbirth; however, complications ofpregnancy are covered as a

sickness;

(b) Any attempt at suicide, whether sane or insane, or any intentionally self-inflicted

injury.

(c) War, declared or undeclared, or any act or hazard of war;

(d) Injury sustained or sickness contracted while you are in the armed services of any

country. The pro-rata unearned premium for any period of such services shall be

returned to you upon request;

(e) Koi/rcommission of or attempt to commit a felony; or

(f) Injury or sickness which results from your being intoxicated or under the influence of

any narcotic.

2. We will not pay policy benefits for any period youare incarcerated.

Form 97055 MD PAGE 9



When Your Claim is Paid

Benefits payable under this policy will be paid immediately upon receipt of proper written proof

of such loss.

How Your Claim is Paid

Providing your policy is in force, we will pay benefits to you or your estate unless you have

requested in writing that payment is to be made otherwise. Accrued benefits unpaid at your death

will be paid to your estate.

If benefits are payable to your estate, we may pay up to $1,000 to a person related to you by

blood or marriage whom we consider to be entitled to the benefits. Any payments made in good

faith will discharge us to the extent of the payment.

Change of Beneficiary

The right to change a beneficiary is reserved to the insured and the consent of the beneficiary or

beneficiaries shall not be requisite to surrender or assignment of this policy or to any change of

beneficiary or beneficiaries, or to any other changes in this policy.

Misstatement of Your Age

If your age has been misstated on the application, your policy benefits will be based on the

amount your premium would have purchased at your correct age. If we would not have issued a

policy, we will refund the premium you paid and consider the policy never to have been issued.

Limitations on Legal Actions

No legal action may be brought to recover on this policy within sixty (60) days after written

proof of loss has been given as required by this policy. No such action may be brought after

thirty-six (36) months from the time written proof of loss is required to be given.

SECTION 5: PREMIUM PAYMENT AND REINSTATEMENT OF YOUR

POLICY

This section discusses issues such as premium payment, importance of paying premiums on time, what

happens if premiums are not paid, and protection available in the event of lapse of your policy.

Paying Premiums

Premiums are to be paid with United States currency. They are due at the beginning of each

policy term. Payment may be made to us. You can change the policy term if you notify us in

writing and it is agreed upon by you and us.

Installment Privileges

You may elect to pay any premium due in installments agreed upon by you and us. Failure to pay

any installments when due or within the grace period shall be construed to be a request for

cancellation of this policy, effective on the last day of such grace period.

What Happens When Premiums Are Not Paid

You are allowed a thirty-one (31) day grace period. During the grace period, the policy will stay in

force. This means that if any premium or installment thereof is not paid on or before the date it

is due, it may be paid during the following thirty-one (31) days.

Form 97055 MD PAGE 11



SECTION 6: THE CONTRACT

This section identifies the documents which describe all contractual agreements, the importance of

accurate and truthful application completion, and other basic rights, obligations, and features of the

policy.

What Makes Up the Contract

The entire contract consists of:

1. The policy;

2. The application;

3. Any endorsements; and

4. Any attachments.

No change in this policy will be effective until approved by one of our officers. This approval

must be noted on or attached to this policy. No insurance producer may change this policy or

waive any of its provisions.

Importance of Information on the Application/Time Limit on Certain Defenses:

1. Misstatements in the Application. After twenty-four (24) months from the policy date only

fraudulent misstatements made by the applicant in the application may be used to void the

policy or deny any claim for loss incurred after such twenty-four (24) month period. When

benefit limits are increased after the policy date, the twenty-four (24) month period for the

additional coverage begins on the date the increased benefits became effective.

2. Pre-existing Conditions. No claim for loss incurred or disability starting after twelve (12)

months from the effective date of coverage will be reduced or denied because a sickness or

physical condition not excluded by name or specific description effective on the date of loss

had existed before the effective date of coverage. When benefit limits are increased after the

policy date, the twelve (12) month period for the additional coverage begins on the date the

increased benefits became effective.

Your Right to Request Cancellation

You have the right to cancel this policy at any time by written notice delivered or mailed to us.

Such cancellation will be effective upon receipt or on such later date as you state in such notice.

We may waive these requirements by confirming the date and time of cancellation to you in

writing. In any event, we will return promptly the pro-rata unearned portion of any premium paid.

Cancellation shall not prejudice any claim starting prior to the effective date of cancellation.

Conformity with State Statutes

Any provision of this policy which, on the effective date of coverage, is in conflict with the statutes

of the state in which you reside on such date is amended to conform to such statutes.

Assignment

No assignment of interest under this policy shall be binding upon us until it is received by us. We

do not assume any responsibility for the validity of an assignment.
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STATE FARM INSURANCE COMPANIES"

STATE FARM PAYMENT PLAN

NOTICE OF PAYMENT DUE u

PO Box 830854
Birmingham AL 35283-0854

AT1 1082-0606-21

019681

GIRON, JUSTIN

7792 MAYFAIR CIR
ELLICOTT CITY MD 21043-6965

9330-F677 20

** POLICIES ON ACCOUNT **

DISABILITY INCOME

GIRON, JUSTIN

HE733 113-E26-20

CURRENT INSTALLMENT

** CURRENT CHANGES **

DISABILITY INCOME

GIRON, JUSTIN

HE733 113-E26-20

Policy added to your account.

27.13

$27.13

ACCOUNT NUMBER 1 082-0606-21

Monthly Account

DATE DUE PLEASE PAY THIS AMOUNT

JUN15.2009 $30.13

** BILLING SUMMARY **

Downpayment Required

Last Amount Paid

MAY 23, 2009

Difference

Current Installment

Service Charge

Total Amount Due

ByJUN15,2009

$56.26

-56.26

0.00

27.13

3.00

$30.13

Changes completed after 5-28-09 will appear on

the next notice.

We appreciate the way you consistently pay your

account.

^\ Jim Scalley
Telephone ^ 0-203-9500

75 4478 8717

Prepared Date MAY 28 2009
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