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‘Sample Claim Forms




ﬁrudential @ Financial - - Group |nsurm

Please send the completed form and all attachments to:

'\ ‘ o The Prudential Insarance Gompany of America
‘ : . Group Life Claim Division

P.0. Bex 8517
Phlladelphna. PA 19101

\ }

Gr oup Life Insurance Claim Form {Use for employes/member and dependent death claims)

How to complete and submit a Group Life Insurance Claim Form

1. Complete Sections 1,2, 3, 4, and 5 of the Group Gontract Holder Statement purtmn of the Group Life insurance Glaim
Form. Section 1 must be completed if the claim is for an employee/member, or for a dependent of an employee. Piease
be sure to complete the “Relationship to Empioyee” block.

For Dependent Term Life coverage on children, the employee is always the beneficiary. For Dependent Term Life coverage on
spouses, the employee s usually the beneficiary, except for certain Group Universal Life and Group Variable Universal Life coverage,
in which the employee may be able to specify other beneficiaries.

2. Detanh the Benefi clary Statement* and give a copy to each beneficiary. Ask each benefi clary to complete it and return

it fo your,
" If there-are multiple baneficiarias, each baneficiary should complete this form. [t is only necessaryforyou to submit one Group
Contract Holder Statement, regardless of the number of Beneficiary Statements completed. If you have difficulty obtammg forms

~ fromall benaﬂclarlas pleass suhmlt the Information you have,

*If the beneficiary is an estate, a minoy, or nni compstent to handia financial affairs, the ﬁaneﬁclan/ Statement should be completed by the appropriate legat
representative {executor, administrator, or guardian). i no legal repressntatlve has been or will be court-appainted, th:s section should be complated by the person

who assumed responslbllity forthe estate or baneficiary.

3. Return hoth the Group Coniract Holder Statement and the Benefi clary Statement|s) w:!h the requlred documents noted

helow to:
— The Prudential Insurance Company of America

%\_ Group-Lifs Claim Division ' .
[ 0. Box B517 .
- Philadalphia, PA 19101 ' ’ '

If you have any quastions, please call our Group Life Claim Dmsmn at B00-524-0542 and a customer senvice representative will
assist you. .

' Documents to submit to Prudential

Subrmit the Group Contract Holder Statament, Beneficiary {b}a trust: include & letter verifying that the trust is still in
Statement(s), and the following attachments: : affact. If the trust is a testamentary, attach a certified
. . copy of the will and a certified copy of the testamentary,

1A certified copy of the death certificate. . , - {c} no longer living: include a copy of the death certificate. -
2. Acopy of the employees enrollment card, if avaﬂahle B. If the insurance was assigned, attach a copy of the assignment

‘ and all related papers. I it is a collateral assignment, attach
3. Any bensficiary changes,.if_ applicable. o ) the assignee’s statement of indebiedness.
4. The certificate of insuance, f availabie. L 7. I an accidental death claim is being filed, attach supporting

5, Legal documentation of the benaficiary for the following information, such as a palice report or newspaper clippings.

situations: - _ 8. If a Business Travel Accident (BTA claim is being filed, attach
: information requested in (7} together with documentation

I the beneficiary is e -
{a) an estate, minor, or not compatent <o handle finan- further substantiating the loss, such as a trip itinerary, travel
cial affairs; attach a certified copy of the court order tickets, efc.

- . appointing the legal representative.

"

{
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ﬁrudentiall ® Financial

- Group Insurance

Please send the completed-furm and all attachments to:

The Prudential Insurance Company of America =y

Group Life Insurance Claim Form (use foremployes/member and dependent death claims) -

Group Life Claim Division
P.C. Box 8517
Philatielphia, PA 19101 -

Group insurance Contract Holder Statement To be completed by Employer/Plan Administrator. Please cornplete all five sections.

. First Narne .M Last Name >
Decease_d (3 \ ' :
Information ' f : | I ’ D ' | :
Social Security Nuwber Date of Birth {mm oo vevy) Date of Death {MM oD yvyy}
Gender _ Retationship to Employee
D Male D Female D Employee D Spouse D Child D Other ggzgce ,
Did emplovee have aceidental death coverage? Date of Accident {mi oo vevy) Stats of Accident
D Yes D No . l : '
AKA: First Name ' ) Lagt Name'
E Employeel First Name ' M Last Name
wambor [ TTTTTTTTTT - ) [TLTTITTT]
. Social Security Number ' Date of Birth {mm on ery)
nijanjaanal 0 N
Date of Employment {m oo vyvy) D Hourly D Unian D PartTime  DatelastWorked fmu oo v
D Salary |:| Non—union I:I Full Time l
QOceupation ) - Where Employed
If not actively at wark immediately prior to death, what was the reasen? . -
D Disability |:| Leave of Absence D Vacation D Discharge
D Resigned |:| Retired D Temporary Layoff | D Other
Streat Address (where employed) ’ Apt,
City . State ZIP Code
E Emplnyerl Employer's Name
Association
Information Stresat Suite
City State ZIP Code
Telephone Number .
L1 . -
GL.98.50 Standard  Ed. 6/2003
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Prudential @# Financial

Deceased's éuciat Secﬁrity Number

HENEEE

' nInsnranc:e
S Coverages

Group Coverage

Complste only the coveragels) that apply to this claim.

Contral Number Amount

Effective Date of Coverage (Mmoo vvy)  Branch

[:[ Basic Tern Life i i $ .

D Dpt.innal Term Life . | . ]

D Dependent Term Life

|

. Dependent Optional

Tarm Life
|:| Broup Universal Life

|

D Group Variable

Universal Life ||
D Dependent Group

Universal Life
D Dependent Broup

Variable Universal Life
D Accidental Depth

D Group Universal

Accidental Death .
Oependent . .

Accidental Death

[:] Optiona! Acgidental
Death .
D Dependent Optional

Accidental Death
DependentGroug tniversal

|

Accidenta! Death
Business Travel

‘) Ageidental Death
Depsndent Business

I

Trave| Accidental Death ' ||

Satary Amount cn Last Day Worked

s LTI

per

D'Hour DWeak DMunth |:| Year

Was insurancs
- ever assigned?

L__| Yes! l—_—l No

Ifyes, please attach a copy of assignment
and al related papers. For collateral
assignment, please atiach assignee’s
statement of indebtedness.

Has inurance percentege
incressed in last two years?

[ ves [t

f ves, provida date (Mmoo vryy):

T

DYES L__lNo ' . |

Date Last Premium Paid {m oo v}

¥

Conversion Privilege Offered {-if available)

Was evidenca of Is there
insurability required to |:| Yes D Ne  contributory
« SEGHTE CUMTENT Coverage? insurance?
Was insurance - _ I 1o, Insurance Terminated
infocaon || Yes L provids dage i
date of death? {hiba o vowy):

4

Did the employee and/or the covered dependent
suffer a loss as defined by the BTA contract? -

A, . .

.

|:| Yo [___I Now

IFyes, an officer of the company must pruvidé awritten
statemant validating the circumstances of the accidental death.

GL.98.50 Standard  Ed. 6/2003

06.2003-PDF  Page 3 of8
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Prudential @ Financial

Deceasad’s Social Security Number

| L

5 Payment
Information

Mail payment to:

Emplcyerataddréss D Beneficiarylies)at - D Other {plesse specify in

listed on page 2 address{es) Hsted below cover [atter) .

Piease provide ths following infermation about the beneficiaryfies}. If the claim is for a dependent child, list the employee as beneficiary.

Narne of Beneficiary Date of Birth [t po yvry)
. Sucial Seowrity Number Relationship to Deceased I Telephane Number
| ' |

Residence: Strest . Apt.

BERN | [[]]
City - State ~ ZiP Code

| ] |
Name of Benaficiay l Date of Birth {My oo yyyy}
LT
Social Security Number . Relationship ta Deceased ‘Telephone Numbar

- . ERREEN

Residence; Street Apt.

T T T I

City - Staie ZIP Code
Name of Baneficiary - Date of Birth [Mm oo vvvy)
Social Security Number ‘ Relationship to Deceased " Telephone Number
. . -
I | [ L
Residence: Street Apt. R
City State ZIP Code

[TTTTTITT L NN

Completed by {name of representaﬁvé of the employer or benefit edministrator)

Please print
or type name

Signature X

Date (MM oD vy}

(L.98.50 Standard

Fd. 6/2003
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Prudential @ Financiai

Deceased's Social Security Number

) Information
Confinued

r«;' E_Pavment

; - Employer at ddress Beneficiary(ies) at
Ml payment o D Iistgd?;n page 2 . D e

address(es) listed below

El Other {please spacify in
cover letter) -

Please provide the following infarmation about the beneficiaryfies), If the claim is for a ﬂépendent child, list the employes as beneficiary.

Name of Beneliciaty Date of Birth (a4 oo vrvy] -
N * Saclal Security Number . Relationship to Deceased Telephone Number
Hesidence: Straat Apt,
City . State _ ZIP Cade
Name of Beneficiary Date of Birth v oo vrvy)
Social Security Number . Halationship to Deceased Telephone Number
Residence: Street - Apt.. .
- L . |
City State ZIP Cade,
E ) )
‘ Name of Beneficiary Date of Birth (v 88 vrvy) .
Social Security Number . Relationship to Dareased Telephone Number
Residence: Street - - Apt.
City - Stata 2P Cotle
Completed by [rame of reprasentative of the employer o banefit administrator}
Please print j
or type name
{ l Date {Mn op vrvy)
Signatwre X
. ', -
&1.98.50 Standard 06.2003-PDF Page 5of B
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ﬁrudential ® FinahCial ‘_ S o —T

Beneficiary Statement o C awl.
Each beneficiary should complete Sections 1, 2, and 3. If accidental death or Business Travel Accident benef 5 are being claimed,
Section 4 should also be completed. Retum the form to the deceased's Employai/Plan Administrator,

Deceased’s FirstNamq ) : M LastName
Information ' , | !l l l ‘ ’ ' '
Soctal Seourity Number
E Beneficiary’ First Name : - . -_ ' Last Narng |
arys r T
Information | | | L1 | Dll REREER
Street . . Suite- -
RENRRENEN LI
~ Ciy - State ZIP Code
EERRENNRERRER | |
Telephone Number o Date of Birth (v oo yery) -
‘_ [ I RN
Taxpayet .Prudentlal requires your Taxpayer ldentification Number. The Taxpayer Identifi caimn Number s either the
! ldentification Secial Senunty NumberortheEmplnyerldent{f'catmn Number. If you: - .
g:rlg?izgialgﬁ * ars an individual, your Taxpayer [dentification Number is the Social Security Number. ‘\

* represent a trust or estate, the Taxpayer Identification Numberis its Employer Identification Number.
+ represent a minor, please provide the minor's Social Security Number,
- are applying for a Taxpayer lcentification Number please write ” applled for" inthe space provided.

TAXPAYEP! IDENTIFICATIDN NUMBER/FORM W9 CERTIFICATION:

- Under penalties of perjury, | cerfify that the number shown on this form is my cerrect Taxpayer
Identification Number (Social Security Number). [ further certify that the citizen/residency status | have
listed on this form is my correct citizenfresidency status. [ am not subject to backup withhelding becanse
{a) | have not been notified by the Internal Revenue Service {IRS) that | am snb]ect to backup withhelding,
{b) the IRS has tald me that | am np longer subject to'a backup withholding order, or (¢} ] am exempt from

backup wuhhnldmg

Social Security Number or Taxpayer Identification Number of beneficiary .

Gheck here only if you are subject to hackup withholding:

‘I_] Ihave been nnt[ﬁed by the Internal Revenue Sewvice that | am sutueuttn backup wnthhnldmg due.
to underreporting of interest or dividends.

D | am not a 1.8, person {including resident alien). ama cmzen of
 {Attach completad IRS Form W-BBEN, if applicable)

The Internal Revenue Service does not require your consent to any provision of this document other

than the certifications required to avoid backup withholding.
Data (M 00 vrvy)

. - Signature  ~ - ' .
' T . _. H - . : . . o
e B,

‘ - 8 7- 1 0 1 L -




Pru d enti al @ Fin an ci al : ' DaTased's SuciaIISec,ur'ltv Number I .

'N . Beneficiary Statement Ifiling foran accidental death claim, please complete Section 4 balow.

Aunthorization
for Release of
. Information
to Pradential
Irsurance
- GCompany

This Authorization
is intended to
comply with the
HIPAA Privacy
Rule

Name of Insured
Flrst Name . Ml Last Name,

0 (T

Dats of Birth {um oo vy

| authorize any health plan, physician, health care professional, hospital, clinic, laboratory, pharmacy, medical facility, or
other health care provider that has provided-treatment, payment or services pertaining to:
First Name i Mi Last Name

[T O L T e

Print Nama of Deceased or Patient

"or an my {his/her) behalf (“My Providers”) 1o disclose my (his/her} entire medical record for me or my dependents
and any other health information concerning me (him/her) to the Prudential insurance Company of America {Prudential)

-and its agents, employees, and representatives. This includes Information on the diagnosis or treatment of Human

Immunodefiziency Virus {HIV) infection and sexually transmitted diseases. This atso includes information on the
diagnosis andtreatment of menial fllness and the use of alcohol, drugs, and tobaceo, but excludas psychotherapy notes.

| authorize all non-health organizaticns, any insurance company, employer, or other person or institutions to provids any
information,‘ data or records re]ating to credit, financtal, earnings, travel, activities or employment history to Prudential.

Unless limits* are shown below, this form pertains to all of the records itsted above. .

By my signature below, | acknowletlgs that any agreements | {he/she) have made 10 restrict my {his/har} protected
health information do not apply to this authorization and linstruct My Frowdars to releass and disclose my (his/her}

_entirs medical racord without restriction. -

This information is to be disclosed undar this Authorization so that Prudential may: 1) administer claims and determine or .
fulfill responsibility for coverage and provision of benefits, 2) obtain reinsurance; 3) adiinister coverage; and 4) conduct
uther legally parmlsslble activities that relate to any coverage | (he/she) have (has) or have (has) applied for with Prudential.

" This authorization shall remain in force for 24 months Tollowirig the date of my signature below, while the coverage

is in force, exeept to the extent that stata law imposes a shorter duration. A copy of this authorization is as valid as
the original. | understand that | have the right to revoke this authorzation in writing, at any time, by sending a written
request for revoeation to Prudential at PO Box 8517, Philadelphia, PA 13101, | understand that & revocation is not
sffective to the extent that any of My Providers has refied on this Autharization or to the extent that Prudential has a
legal right to.contest a claim under an insurance policy or to contest the policy jtselt. | understand that any information
that is disclosed pursuant to this authofization may be redisclosed and no longer covered by federal rules governing '

prwacy and confidentiality of health information,

i understand that if | refuse to sign this autharization to release i iy complete medical record, Prudential may not he ahle
1o process my claim for benefits and may not be abie to make any benefit payments. | understand that | have the right to

request and recsive a copy of this authorization.

*Limits, if any:

Date (vmoo vevy) -

X

Slgnature of Insured/Patient or Petsonal Hepresenrative ., Description of Personal Representative’s
" Aathority or Relationship to Patient

‘ g 7 NUT[(:E TO MUNTANA RESIDENTS: You or your authorized representative are entitled to recewe a copy of this Authorization, and upan
request, a record of any subsequent disclosuras of parsonal or privileged information.

..,LB—LfDStandard Ed: /2003 - “Lm“lﬂl|I“U]l"“ll|”l”illl | DB.ZDFIS—I_’DF nge7nf8J
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Prudential K FIII&I[CI&I S - Group Insurance
' . o Please send the completed form.and &ll attachments to:
The Prndentual Insurance Company of Amerlcaﬁ
Group Life Claim Division

. P.0. Box 8517
Philadelghia, PA 18101 -

Y

WARNING: Any person who knowingly and with intent to injure, defraud, or deceive any insurance company
or other person, of knowing thathe is facilitating commission of a fraud, submits incomplste, false, fraudulent,
deceptive, or misleading facts or information when filing a statement of claim for payment of a loss or benefit
- commits a fraudulent insurance act, is guilty of a crime, and may be prosecuted and punished under state law.
Penalties may include fines, civil damages, and criminal penalties, including confinement in prison. In addition,
an insurer may deny insurance benefits if false information materially related to a claim was provided by the
applicant or if the applicant conceals, for the purpose of mlsleadmg information concernmg any fact matenal

thereto

CALIFORNIA RESIDENTS— For your protactian, California Iaw requires the fullowing 1o appear on this form! Am} pérson who
knowingly presents a false or fraudulent clalm for the payment of & loss is guilty of & crime and may be subjact to f nes and confinement

in prisan.

NEW JERSEY HESIDENT# Any perspn who includes any false or rmsleadmg mforrnatmn onan apphcat[on for an insurance policy is
subject fo eriminal and civil penaitses .

NEW YORK RESIDENTS— Any person who knowingly and with intent to defraud any insurance company or other person files an
application for insurance or statement of claim containing materially false information, or conceals, for the purpose of misteading, .
information concerming any fact material thereto, cominits & fraudulent insurance act, which is a crime, and shall afso be subjectto a CIVi|
penalty not to exceed five thousand doflars and the stated value of the claim for aach such violation. . .
PENNSYLVANIA RESIDENTS—Any perscm who knowingly and with intent to defraud any insurance company or other person filas A
an application for insurance or statement of clafm containing materially false information or conceals, for the purpose of misleading,
information concerning any fact thereto, commlts a fraudulent i insurance: act, whlch is a ¢rime and sub}&c’rs such persom to criminal and
civil penaltles

Y

A

N

T,

Prudential Financial is a sérvice mark of The Prudential Insurance Compeny of Americe, 751 Broad Strest, Newark, NJ 07102, USA and its affiliates,

@” et e A |




| ﬁrudential (#® Financial

'y

GI‘DUP Accidental II‘lilll'V Claim Form {Use for employee/member and dependent injury claims)

[Group Insurance ' :

Please send the completed form and all attachments to:

The Prudential Ipsurance Company of America
Group Life Claim Division
- P.0O.Box 8517

Philadelphia, PA 19101

Gronp Insurance Contract Holder Statement To be gomplsted by Employer/Plan Administrator. Pla_ase comptiete alf five sections.

n_ . . " First Name : Ml LastName -
Claimant’s -
Information [ f D ’ l | | | |
Social Security Nimber Date of Birth (mm oo vvvy) Date of Loss M 0o vrrv}

il ||'

ot

Gender

Felationship to Employee

I:I Male D Female D Employee l___l Spouse D Child D (Other

Dld ateident ocour &t work?

DYes ‘DNO

Date of Accident (Mmoo ww)

State of
Residerce |
' " State of Accident

IO

AKCA: First Neme Last Name
EE‘H]Z‘[DVE&/ . First Name ' . M Last Name - :
Member T -0 O
n_ormat!on Social Sseurity Number Date of Birth (s 0o vy :
e o MO
) Daio of Employment b oo evy) ]:I Hourly D Unlan D PartTime  Date Last Worked (e oo v
| ’ I DSalaw D Nen—union D Fuli Time ]
Occupation " Where Employed "

IF not actively at vk tmmed:ately prior b accident, what wes 'the reason?

D Misability
D Hésignﬂd

[:] Leave of Absence

[:I Retired

Street Address {where amployet)

D Vacation

l:l Temporary Layaff

[TLT 1]

TTIIT

City

State

D ther .

D Discharge

Apt,

\

ZIP Code

1]

H Employer/
Association

Information -

)

Employer's Name

Street

City

State

Suite

ZIP Code

Telephone Number

Ed. 2/2003

02.2003-POF

) | 5L.2001,165

W
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Claimant's Socigl Security Number

HjERIRNEE

H Insurance

e

Coverages Complete only the covgra'ge[sj that apply o this claim.
firaup Coverage Control Number Amount Effective Date of Coverage (M oo wyv}  Branch
[ ] Basic An&D -8 —[ '
Group Universal - |
ADED : ' - .
[] Dependent AD&D
[ Optional ADRD )
D Dependant Optional ]
ADZD |
D Dependent Graup Universal
ADED L
Business Travel
ADRD | .
I:l Dependent Business
Travel ADRD L
Salary Amount o Last Day Worked . ’ _—
$D | | : per D Hour - D Week - EI Month D Year
Please enter the amount being claimed under each applicable coverage. L
Group Coveraée ‘ C Arnount to be Distrtbuted
L] 1[] ]
s there Date Last Premium Paid (v 00 yvyy)
" contribusory D Yes D No ' ’ ] | |
insurance?
Did the employes and/or the covered dependent D Y D N If yes, an officer of the company must provide & written
o suffera loss a& defised by the BTA contract? 1es O statement validating the circumstances of the accident.
E Mail pavment to: Employer at address Claimant at address - Other ([Jleasé specify in
Payment. Py [:' listed on previous page listed below |:| cover letter)
Information
: Please provide the following information:
Name of Claimant Date of Birth {wst o0 vrvy]
. Social Security Number Relationship to Employee ‘Telephone Number -
" Residence; Strest Apt. -
City ) - Btate ZIP Code
Completed by [name of sepresantative f the amployer cr banefit administrator]
Please print .
or type name ) .
! Date {i oo Yvry}
Sign'ature X | . Q
6L2001.165 Ed. 2/2003

I

" 022003-PDF  Page 20f7 I




f Prudential @ Financial | _' “'?i"“a"lt""si"“'T“j"”“”"’“rf | ’

€. Jroro

®

Identification
Number and

Certification

Prudential requires your Taxpayer Identification Number, The Taxpayer identification Numbef is either the
Social Security Numbet or the Employer Identification Number, If you:

« are an individisel, your Taxpayer Identification Number is the Social Security Number.

« represent a trust or estate, the Taxpayer |dentification Number is its Employer Identif; cation Number
. [epresenti & minor, please provide the minor’s Sacial Security Numbar.

» are applying for 2 Taxpayer identification Number, please wnte "applied for* in the space provided.

TAXPAYER IDENTIFICATION NUMBER/FORM W8 GERTIFICATIUN

Under penalties of perjury, [ certify that the number shown on this form is my correct Taxpayar

Identification Number {Sosial Security Number). | further certify that the citizen/residency status [ have
Tisted on this form is my eorrect citizen/residency status. | am not subject to hackup withholding because |
{a} ! have not heen nofified by the Internal.Revenve Service {IRS) that | am subject to backup withhelding,
{b) the IRS has told me that | am no ]nnger subject to a backup withhelding urder, or{c) fam exempt frum

.hackup withholding.

Social Security Number or Taxpayer Identification Number of beneficiary . ’

Check bere only if you are subjéct to backup withholding:

I:l | have been notified by the Internal Revenue Service that | am subject to backup w:thholdmg due |
‘to underreporting of interest or dividends. i

D Jam nota U.S. person {including resitent alien), | am a citizen of
“[Attach completed IRS Form W-BBEN, if applicable):

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

Date {mm o Yrvy)

X

Signeture

"’ 6L.2001,185

= ]




. r Pr udeﬂtial @ Financial ‘. B | . . .7 Clalman{t's Tlclal\’Seculnt‘,er‘meiar | I

Authorization
: for Release of
Information
to Prudential
Insurance
_Company -

This Authorization

is intended 0
comply with the
HIPAA Privacy
Rule.

- Date (M oo vov)

Name of Insured: ' " - . : ' 0
- T | 5N

T O

Date of Birth [wv oo vvy)

| authorize anyhealth plan, physician, health care professuonal hnspltal clinie, lzhoratory, pharmacy, medical fecility, or.

" other health care provider that has provided treatment, payment or services pertaining to:
* Fisst Name' M Last Name

NERENNRERERON N ERRRRNRREEN

Print Name of Deceased or Patient . o
or on my {his/her) behalf {“My Providers*) to disclose my (his/her) entire medical record for me or my dépendents

k]

and any other health information concerning me (him/her) 1o the Prudential Insurance Company of America (Prudential) -

and its agents, employees, and representatives. This includes information on the diagnosis or treatment of Human
Immunodeficiency Virus (HiV} infection and sexually transmitted diseases. This also includes infarmation on the

diagnasis and treatrment af mental illness and the use of alcohol, drugs, and tobacco, but excludes psychntherab.y notes.

| autharize all non-health organizations, any insurance company, employer, or other persen or institutions to provide any
information, data or records reating to credit, financial, earnings, travel, activities or employment kistory to Prudential.

" Unless limits* are shown below, this form pertains to.all of the records listed above.

By my signature below, | acknowledge that any agreements [ {he/she) have made ’Eo restrict my (his/her] protected
health information do not apply to this authorization and [ instruct My Prowders to release and dlsclose my (his/her)

entire madical record without restrlctmn
This information s to be disciosed under this Authérization so that Prudential may: 1) administer claims and determins or -

- ulfll responsibility for coverags and provision of benefits, 2} obtain reinsurance; 3) administer coverage; and 4} conduct
athar Iegal]y pemissible activities that relate to any coverage | (he/she] have (has) or have (has) applied for with Prudentlal

This authorization shall remain in force for 24 months following the date of my signature helow while the coverage
is in force, except to the extent that stats faw imposes a shorter duration. A copy of this authorization is as valid as

the original. | understand that | hava the right to revoke this authorization in-writing, at any time, by sending a written

requast for revosation to Prudential at: PO Box 8517, Philadelphia, PA 19101, | uriderstand ihat a revacation is not
gffective to the extent that any of My Providers has relied on this Authorization or to the extent that Prudential has &

~

legal right to contest a claim under an insurance policy or to contest the policy ftself. | understand that any information -

that is disclosed pursuant to this authorization may be redisclosed and no tonger covered by federal ruies govern:ng
privacy and confidentiality of health mformatlun

| understand that if | refuse to sign this authorization to release my complete medical record, Prudential may not be able’
1o process my claim for benefits and may not be eble to make any benefit payments. | understand that | have the nght to

request and receive @ cupy of this authonzatlun

*Limits, i any:

X

Signature of Insured/Patient or Personzl Reprasentative . Description of Persanal Representative’s
Authority or Relationship to Patient

NDTICE TO MONTANA RESIDENTS: You or your authorized representative are entitled to receive a topy of this Authorization, and upon
request, a.record of any subsequent disclosures of personal or privileged information.

o )

ety




Pflldential @ FinaﬂCial | : | ' C!ai|man’t'sSncialSecuritvNumber

w Attending Physician’s Statement {Piease prini]

Please complete top section and other portion(s} of form that apply to loss incurred.

N Date of First Treatment for Date of Accident Causing
Name of Patient ‘ . _ Present Injury {m 0o yrvy) . Present Injury {vm a0 yvyy)

1, Desciibe the accident causing the injury/impairment

2. Was therd any dissase of conditien prior to the date of the accident that might have served as contriuting cause?
If 50, please describ. Please provide any test resutts and office notes from bafore and after the accident

Were there contributing diseases/medical conditions preceding this accident? D Yes D Na
If "Yes," please staie diagnosis and attach relevant clinical records.

3, If physicians other than yourself treated the insured for this contributory condition, please give tha foliowing;
Name of Physictan . Telephone Number Date Treated M 00 yryy)

Dr.

Addrass

o —— | [0 M0

Address

%\‘ 4 [f treated ata hnspilal,-giva name of institution with dates of admiséion_ami discharge. )
I Narng of hospital " Datg Admittad {m oo yvvy) Date Discharged {mv a0 vv¥y)

if claim is for foss of limb, please indicate whether the oss is above the wrist or ankle:

Right Hand: [ | Above - Wiist—Date of Amputation (st oo vrv) RightFoot: | | Above Ankle—Date of Amputation Mo vr]
l:l Bolow o : ' D Balow

Let Hand: I_—_] Above  Wrist—Date of Amputation [MmED vvvy) * Left Foot: I:I Ahove  Ankle—Date of Amputation v op yryy)
Below + = . : [:I Belowy

I claim is for loss of vision, please compiete the following:

1. Vision aculty Uncarrected ’ Correeted
a. Date of first observation {mm oo vyvy) Right Eye Left Fye Right Eye Left Eye
b.Datwof st cbsereaion v o)~ Rightbye  LeftEye _ Hgup  lehfye
2. From what date has vision recorded in question Tb existed? - 3, I totally blind, give date when this occurred:
¥ Right Eye [wooyey) Left Eye Mmoo yevy] Right Eye (MmDD vrey) - - Left Eye (MM op yyw)

Eijunina|n
Il

o
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Claimants Social Security Number

Prudenti&l@ﬁ‘inancial '_ g - | | i TTT]

4, if eye has been enucleated, give date . ' 5a. In your npinion, can vision be improved by ' @ .
Right Eye {mn a0 vyvy) " left Eye {6 D0 v} . treatment, surgery, or carfective lenses? D Yes D No Y
" ’ b. What are your recommendatians for traatingnt?

. -

I claim is for loss of speech, please complete the following:
1. Record of speech - Z. What fs the injury/diagnosis causing loss of vocalization?

a. Date of first observation {Mu po vvyy)

|

b. Date of last ahservation {Mv bb vrw)

If claim s for loss of hearing, please complete the following:
1. Hearing Acuity
a. Date of first observation {mn oo ) Right Ear Left Ear

L]

b. Date of fast observation (v op yrvy) RightEar - leftEar

L

2, Please provide the speech reception threshold: C 3. Plzase providethe speech dlscnmlnatlun seove:
a, With amplification device b. Without amplification device &, With amplification device b. Without amplif catlon device
Right Ear Left Ear " FRight Ear Left Ear ' Right Ear teft Ear Right Ear Left Ear

db db db db | %l %l . % % |

4. What is the injury/diagnosis causing hearing logs?
- ]

o

If ¢laim is for paralysis or "inss of use,” piease complete the fn[lnwmg
1. Recaord of f paralysis
a. Describe the Injury/diagnosis causing paralysis:

b. Deseribe the Joss of function:

'

If claim is for coms, please complete the foliowing:
1. Recard of coma ) 2. What Is the injury/diagnosis?

a. Dats of onset (Mmoo vy}

b. Date patient last observed as comiatose (MM 0O yyvy)

Name of Attending Physician {Please print) . Degree/Specialiy ) Telephone Number A

Phvsicians Address

X : . — , : Date (MM D vvyy) _‘ : | .

Signature ] : , ) ) . .

e e e




I Prudeﬂtial @ Financial - IClai|man|t's SuF:iai |Secu|riw Nilmhlsr

e' WARNING: Any person who knowingly and with intent to injure, defraud, or deceive any insurance company
or other person, or knowing that he is facilitating commission of a fraud, submits incomplete, false, fraudulent,
deceptive, or misleading facts or information when filing & statement of claim for payment of a loss or benefit
commits a fraudulent insurance act, is quilty of a crime, and may be prosecuted and punished under state law.
Penalties may include fines, civil damages, and criminal penalties, including confinement in prisen. in addition,
an insurer may deny insurance benefits if false information materially related to a claim was provided by the
applicant or if the applicant conceals, for the purpose of misleading, information concerning any fact material -

thereto.

CALIFORNIA BESIDENTS—- Foryour protection, California law requires the following to appear on this form. Any person who
knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement
in prison. . -

NEW JERSEY RESIDENTS-— Any parson who includes any false or misleading information on an applicéﬂon for an insurance policy is
subject to criminal and civil penalties. : .
NEW YORK RESIDENTS— Any person who knowingly and with intent to defraud any insurance company or other person files én

application far insurance or statement of claim cantaining materially false information, or conceals, for the purpose of misleading,
information conceming any fact material theretc, commits a fraudulent insurance act, which is & crime, and shall also be subject to a civil

penalty not to exceed fiva thousand dollars and the stated value of the claim for each such violation. _ : .

: A . : . !
PENNSYLVANIA RESIDENTS— Any person who knowingly and with intent to defraud any insurance company or otfier person files
an application for instrance or statement of claim containing materially false information or concsals, for the purpose of misleading,
% information concerning any fact thereto, commits a fraudulent insurance act, which is a crime and'subjects such parson to criminal and
i

civil panalfies,

<

Prudential Financial is a service mark of The Prudential Insurance Company of America, 751 Broad Street, Newark, NJ 07102, USA-and fis afﬁliate:s;

L T ————







A S Group Disability Insurance A
: , o . Claim instructions

i

. Instructions to File a Glaim for Disability Benefits

' 1 )

" 1. Complete all Sections of the Employee Statement. . '

Read the Tax Notice and complete it for voluntary Federal Income Tax withholding from disability benefit payments.

. Ask your Doctor to complete an Attending Physician's Statement.

. Submit these completed forms according to the directions you received from your Benefits Office.

. If the Prudential Insurance Company of America ("Prudential”) provides you with both short term and long term
disability benefits, the claim for long term disability benefits will be considered as having been filed when the
eligibility requirements for that coverage have been met. I you are unclear about whether or not Prudential provides
you with both types of disability benefits, please consult your employer.” . .

O‘l-b-m!\a._s.

The Prudential Insurance Company of America
Disability Management Services

PO Box 13480, Philadelphia, PA 19101 -
Voice: 1-800-842-1718

Facsimile: 1-877-889-4885

WARNING: Any person who knowingly and with intent to injure, defraud, of deceive any
insurance company or other person, or knowing that he is facilitating commission of a
fraud, submits incomplete, false, fraudulent, deceptive or misleading facts or information
when filing a statement of claim for payment of a loss or benefit commits a fraudulent
insurance act, is guilty of a crime and may be prosecuted and punished under state law.
Penalties may include fines, civil damages and criminal penalties, including confinement in
prison. In addition; an insurer may deny insurance benefits if false information materially
related to a'claim was provided by the applicant or if the applicant conceals, for the
purpese of misleading, information concerning any fact material thereto.
s ' i

1

~JFor your protection, certain state laws require the following'to appear on this form:

CALIFORNIA RESIDENTS - For your protection California law requires the following to appear
on this form. Any person who knowingly presents a false or fraudulent claim for the payment
of a loss is guilty of a crime and may be subject to fines and confinement in state prison.

NEW JERSEY RESIDENTS - Any person who knowingly files a statement of claim containing
any false or misleading information s subject to criminal and civil penalties. .

NEW YORK RESIDENTS - Any person who knowingly and with intent to defraud any insurance
company or other person files an application for insurance or statement of claim containing
any materially false information, or conceals for the purpose of misleading, information :
concerning any fact material thereto, commits a fraudulent insurance act, which is a crime,
and shal! also be subject to a civil penalty not to exceed five thousand dollars and the stated
value of the claim for each such violation. :

PENNSYLVANIA RESIDENTS - Any person who knowingly and with intent to defraud any
insurance company.or other person files an application for insurance or statement of claim
containing any materially false information or conceals for the purpose of misleading,
information coricerning any fact material thereto commits a fraudulent insurance act, which is
a crime and subjects such person to criminal and civil penalties.

a ' . 'éhe Erﬁde}ﬁtlal Insurance Gompany of America’
- H ) i i t s

! - Do Not Return This Page - Keep for Your Records PO Box ¥3433?gﬁw:£lpﬁgi;f 19104

A Tel: 1-800-842-1718 Fax: 1-877-BBD-4885 A




A - Prudential @ Financial O oves Statement A

Employer Name ontrof Number

e T AT

Information
Locatfan / Division Branch Number

||||HHIHIHHIIIII!HIIIIHIHI

E;poﬁ'rggggnlma BERRENRNNRNRRARNRRSNAEEE N

NEENESNNNEENNENNRNRRANRRNRARRR{NEE

Malling Address - Ling 1

BERENERRERRENERENENERERN N

Mailing Address - Line 2 Birth date (MMIDDIYear)

HHIHIIIHIIIIHHIII.IHII/III/lllI|

State Zip Code Gender Maritel Status

WIIIIIIHHII—HIHIllll'l-om.e D
anan? Phone Numnber qrk Phone Nym ° F'erhaia, 8hgaivr2t::ed 7
I ‘ ‘ I I r l ) (O Widowed |

Email Address

FIIIIIIIIIIIIIIHI!IIIIIIIIIIU
Date Last Worked {(MM/DD/Year Date First Absent Date First Treated for this Condition
ST O o O

Date E: pentéd o Retum to Work Spousas Date of Birth . :
/' , l/ | I / / l ’ I l I Is Spouse Employed? | O Yes O Nol
EDUCATION: ) o
) Highest Grade Completed: Number of Children Underm,:D Age of Youngest Child: :D
)
et .
i Cccupation .
oo [T TTTTTTTTITIII I Pl Tl]]
Information .
r Job Cate est describas vour required job dutie Please ch opiiate box’
O Sedentary. QO Light O Medium OHeavy O Very Heavy ‘O other
Negliglble Walght  Up1010 fzs. frequently 10lo251s, freg.  25i050/bs.freq.  More than 50 Ibs. freq. Pigase describe
Mugugsn |ngg UPlodi? Ivs. occasionally  p ta 50 Ibs. o, 50 ko 100 Ibs. ugc. 100 Ibs(nccasionaﬂ;q { gaggluw) )
Frequent Wﬂlklstand
and / er
Conslant Push/Pull

ey LT T T D -

Care Street Address Fax Number

P“"s'“a"ﬂlllllllIIIIIIIIIIIIIlH_TT-HI~
PO T |

> The Prudential Insurance Company of America
! i . Disabiflty Management Services .
) PO Box 13480, Philadelphla, PA 18101
B Oicd Tel: 4-800-842-1718 Fax:

For Internal Use Only

A LITIIIIl]
A CiaJmNumber ]

1-877.389-4885




' | : . . . - G Disability |
A  Prudential @ Financial  GroupDisabity jnsurance  fi

@ . ;  Employee Last Name . Soclal Securlty Nimber
;. ERREEEREENEERNEERRERREERENNC RN

M All Other Physiclans You Have Consulted for this Condition '
Medical : Physlcian Name - * Spedialty ’ Phone Number -
Information

What medical condition Is preventing you from working?

How does this condifion Interfere with your ability to perform your job?,

If hosp]taiized-, glve dates: -

Have youbsen hospielzed | ves oy o | O fn-Patient O OuiPationt |Fr°l"“ T
S Es imated Delivery Date Actual Delivery Date - _To: l
wyovarsl [ 0] [/ T DLe D C AL L L
Name of Your Health insurance Company ' Telephone Number '
Ty e -t -

What other income are your enfltled to receive as a result of your disabllity? {Examples: Social Security Disabllity or
Retirement Benefits, Waorkers' Compensation, State Disability, Pensjon Disabillty or Retirement, No-Fault Auto
Insurance, Salary Continuance, Group Life or Disablitty Plan, Health or Welfare Plan, Individual Disabllity Benefits.)

ﬁj&!‘oer;e % Please send copies of any [etters or notices approving or denying benefits. .
Workers' : Source Applied For Amount Frequency . Date Date
Comp. . .1 Yes No ) © )| Beneflt Begins Benefit Ends

. Information - . e et e e——— -
' ISalaryCuntinuance O O . l

State Disabllity Benafits

O O
Workers' Compensatlon O O
Other: . O O

o .0

Other:

18 this condition wark related? O Yes (O No| If Yes, do you infend fo file a Workers' Compensation claim? O Yes O Ng

Any persen who knowingly files & statement of claim containing any false or misteading information is subject to
. Fraud criminal and civil penalties. This Includes Employer and Attending Physician portions of the claim form.
Notice {Please see state specific fraud warnings attached.) .

P | Moo

Employee Signature Date Signed

. - WY A




BN

Authorization
to Release
Information

A Prudential & Financial =~ - Aumbrsasen

‘Group Disability Insurance A

i
<laimant
information

Social Secun‘ﬁ Number : - Fnoioyee Phane Number ' '
FirstName

imngnipnnaunsunnnnnc|sfEENRNNN
FNENREARRRNNNANENERANNAENRARE (NN

Emall Address

ENEREEENERERNNERNREEENENERENY

Employer Name : Control Number

NEEEEEREEERENANNENEEEEREENINRNEREN

\

Unlass limits* are shown below, this form pertains to all of the records listed above.

Authorization for Release of Information to Prudential insurance Company
This Authorization is intended to comply with the HIPAA Privacy Rule .

| authorize any health plan, physician, health care professional, hospital, clinie, laboraiory, pharmacy, medical facility, or
other health care provider that has provided freatment, payment or services to me or on my behalf ("My Providers") 1o
disclose my entire medical record and any other health information concerning me to the Prudential Insurance Company
of America fPrudentiaI) and its agents, employees, and representatives. This includes information on the diagnosis or
freatment of Human Immunodeficiency Virus (HIV) infection and sexually transmitled diseases. This also includes
information on the diagnosis and ireatment of mental Hiness and the use of alcohal, drugs, and tobacce, but excludes

psychotherapy noles.

1 autharize any insurance company, employer, the Social Security Administration, or other person or insfitutions to
provide any information, data or records relating to my Sogial Security, Workers' Compensation, credit, financial,
earnings, aciivities orempioyment history to Prudential,

By my signatufe below, | acknowledge that any agresments | have made to restrict my protscted health information do
not apply to this autharization and | instruct My Providers to release and disclose my entire medical record without

restriction.

This information is 1o be disclosed under this Authorization so that Prudential may: 1} administer claims and determing -
or fulfill responslbility for coverage and provision of bensfits; 2) obtain reingurance; 3) administer coverage; and 4)
conduct other legally permissible activities thal ralate to any coverage | have or have applied for with Prudential.

This authorization shall remain in force for 24 months foliowing the date of my siﬁnature below, while the coverage is in
force, except to ihe extent that siate law imposes a shorter duration. A copy of this authorization is as valid as the
original. |-understand that | have the right to revoke this authorization in writing, at any time, by sending a written

request for revocation fo Prudentiel at : PO Box 13480, Philadeiphia, PA 19101, | understand that a revocation is not
effective to the extent that any of My Providers has relied on this Authorizalion or to the extent that Prudential has a

legal right to contest a claim under an insurance palicy ar to contest the poficy itself. | understand that any information
ihat is gisclosed puréuznt to this authorization may.be redisciosed and no longer coverad by federal rules governing

* privacy and confidentiafity of heaith Information, -

1 understand that if | refuse to sign this a'uthon‘zation fo release the entire medical record, Prudential may not be able fo
process my claim for benefits and may not be able to make any benefit paymenis. 1 understand that t have the right to.
receive a copy of this authorization. e : o

*Limits, if any:
e TV
CIaim_qniSignature._ _ - . . . - ‘ Date Signed. .

Notice to Montana residents: You or your authorized representative are entitled to receive & copy of
this Authorization, and upon request, a record of any subsequent disclosures of personal or privileged

inforration.
\ . For Internal Use Only ' ::- The Prudentlal Insurance Company of Amerlca
K - - il Disability Management Services
rl ‘ . l ‘ | . - PO Box 13480, Philadelphla, PA 181071 . y
* {10580 1- * - Tel: 1-800-842'-1718 Fax: 1-B77-BBS-4B85

Claim Number

ORDAAZEZE - o e o e e e o o oo T T




A . . .1 Group Disability Insuranc ,.
- A  prudential @ Financial rou Disabiity Insurence A\

@ m_ Social Security Number ’ _ Er.noloyee Phone Nurﬁber
5 ptore T - DT o

Information Flist Name

SENENEAREEEEONRNERERA]D

Last Name

C P T T L L (T

Emall Address

EEEEEREEREREERNEREREREEE
Control Number

Employer Name l
IIRERRER

[ |
ﬂlII!'IIII_I_IIIIIIIIIIIIIII

Notice to all parties completing this form: it is fraudulent to fill out this form with information
you know to be false or to omit important facts. Criminal and/or civil penalties can result from

such acts, : .

Benefits provided under your Group Disability Ihcome Plan may be subject {o federal, state and local

* Federal taxation. Contact your employee benefits representative or disability plan trustee for details on your
and State  ghis and obligations under the various tax codes. - . :

Withholding . : .
. If you wish o have Federal Income Tax (FiT} withheld from any payments you may raceive, indicate
the amount to be withheld ($20 weekly minimum for STD/$88 monthly minumum for LTD) below and
- sign the authorization.” Withhelding requests may also be submitied on IRS Form W-4S. Withholding
% : _ requests must be stated in whole dollar amounts. FIT will not be withheld If the disability benefit is not

axable.

I request voluntary Federal Income Tax withholding from each payment, as authorized under section
3402(c) of the Intfarnal Revenue Code, in the amount(s}of: . :

~ ForsTD [ | T .00 weekly (820.00 minimum)
For LTD [E[D .00 monthly ($88.00 minimum)

Employee - . BUEEGE

Signature - - -
Employee - ) Date Signed
Signature . . .

N
" ! . For Internal Use Only byt « The Prudentlal Insurance Company of America
L i, ¥ Disabillty Management Services |
- a I I | ’ | I l I o | PO Box 13480, Philadelphia, PA 19101 ﬁ
Ciaim Number . #:k 1 06BO0 1 * . Tei: 1-8D0-B42-1718 Fax: 1-377-3.89-4885 .

[ .
" ORD112933 ~ = 7 T o




A Prudential @ Finaneial Attend].f.;”fh?'sfimté’ 's?i?er;?%‘?ﬁ

Employee [ | l
Information Emplo e

@‘}. The Employee is responsible for the completion of this form without expense to Prudential Financial.

" EmployerfAssodialion Name Control Number

ll!IIIIIIIIIIIIHHIII!IWIIIIIJ

r:rst Name Ml Soma! Secun!y Number

AaENESEEERNARREN/SRAE TJIII

m

'E“‘ﬁhTr“”“”“’emmllvuummmlm‘ﬂ

Employee Address - Ling Birth date (ViMIDDNear
SENNENANNNERANEERENERRRN]N] TTTT]

Employee Address - Line 2 Gendar )

Hllllllflllllllll|l||l|| O Male O Femao
“State  Zip C

FIIIIIIIIIIH LT -0 -

Ocgupation

IIIIIHIIIIIHHIIII!III

| hereby auihonze release of information requested on this form by the below named physiclan for the purpose of
claim processing.

. [D/FH/ITITJ

‘Employee Signature . . . Daie Signed
| Gfinical Diagnosis . _ L " ICD-8 Cods Pre nancy EDG
To Be- - Primary:. I ] , {
Completed ’ ' ‘ |
By Secondary;
Attending soonaen: I_I_J__J U_J
* Physiclan

— Iaanfinn

Relevant test procedures performed (Please provide results}

w

Surgical procedure(s) performed (Please be specific): DﬂiEDfPFOGBdUI’EZ‘ | |/| IJ /{ l | | J

Current Medications:

© Forlnternal Use Only

The Prudenital Insurance Cormnpany of America
Disabllity Managament Services’ !

PO Box 13480, Philadelphia, PA 19101
Tel: 1-800-84% 1718 Fax 1877 839-4885 )

L[] ]

Claim Number

ENE




A prudential @ Financial

Group Disability lnsurénce A
Atftending Physiclan's Statement

Social Security Numbar

¢ Moo

HEQREREERN

Attending

Was Claimant hospital confined? | O Yes O No

Physmlan If Yes, please provide name and address of hospital:

Information

(1 [T

(Cont'd)

i

Other Treating Physicians or Consultants

If hospitalized, give dates:
From:

f_ai__’/u_lf,

Physiclan Name

Specialty

Phone Nutmber

: ‘ —_————
Do you feel the clalmant Is competent to endorse checks and direct the use of proceeds? O Yes. ONo

Y

Nature of Medical Impairmant / Limitation (Please specify nature of corresponding loss of function)

) ) Dale when significant loss of funcilon occurred:

N

Al

significant risk to self or others?)

Are there Comesponding Medical Resirlctlons (i.e., What activities should the clalmant not perform because of &

Prognosis for Return to Function / Re.tum to Work:

Retum fo Work-Plan (Please describe):,

Target Date




' . . . . 1 Group Disability Insurance :
A Pr ﬂd@ﬂtlﬂ] @ Financial Attendmg Physician’s Statement A :
@ _ | Employee Last Name Social Security Number

_WIIIIIIIIIHIIIIIIIIHJHIllIIIlIIJ

EN

Describe Medical Obstacles to Raturn to Work:

Attending

Physician

Information

(Cont'd)
Are 1]';9!‘8 any Non-Medical Factors which have a significant |mpac:t on Functional Abilities {[ ., interpersonal, fi nanc1al
amily)?,
Work related Was Condition i MVA, in what
limiess or injury? OvYes ONe caused by @ MVA? O Yes QMo state did it ooour?
First Vislt ' LastVisit - - : .
I:Ij/ ___D /rl | | I |/[ I | fr l l |J Frequency of Visits:

@ ’ © - What.Job Category best deseribeg ghe claimant's functional ablllties? (Please check appropriste box}
' : ‘ v
b | sedentary (O Light O Medium O Heavy O Heauy O Other
SO ' Negligitte Welght  Up 1o 10 Ibs. frequenlly 1010 25 Ips. fr 251050 Ibs.fren.  Ware than 50 Ibs, freq, Pleese describ
Migsug Slﬂlng ¢ UP“[?I&?? Ibs. oceasionally  -Up to 50 Ibss o?:g 50 1o 00 Ibs, Dg'.:. ‘Iﬂoﬁbs. gccaslonaﬁ;q ( aag:loggcn ®
Frequent Walk!Stand ' '
and /or
Constant Push/Pull
=
w Ph sician Name Primary Phone Number
]l‘lfOrmatlon Office Aftdress Fax Number -

Illlllltllillllllllllﬂ_ﬂ lllflilJ

State  Zip Code

I—IIIIIHIIIIUII_H [TT]-L ]
_HIIIIIIIIHIIHIIHIU

ﬁ Any person whe knowingly files 2 statement ‘of claim ccmiaming any false or mrsleadmg information is
' subjeci to cnmlnal and civil penalties.

o s anllannnl

Physician Signature . o Date Completed

‘Fraud.
" Notice

N — BT




o

N

A :Pi'udentiéiv @-Financial |

Group D

A

isability Insurance

Employer Statement

Employer

Information

Employer Name

Controf Number

NEEEEEEENNnEnnnnng]

B

Branch Numhser

EmrlojerPhonf NumteLI l
EmallAddrTss! I | I [

ERENENREEEN

HEEEE

Employee

Information

PP

| ast Name

L

NENEERERENNERENNENGRNENAEE

T

ERERERRNEEE

Cly

|
HNNER

Zi_n Code

[TTT
[T

Coverage in force

Ernployee Phone Number

Gender,

when absence began

(check al that appy): | O 5TD O L¥D

NEEEE

O Male (O Female

STD Coverage Selecled

Date employee became a covered

Claim Number -

individual for the applicable Coveragest Date Hired [MM/DD/Year)
O core O Optonsi Tl TUTITTT JNRUNEAR
L0 Coverage Selanted - : Temiination Date | -
LTD:! l l l l l ; Coverage Terination Date
O core O optienal | / / | | ' , I ! 1 / l ‘ | :
" Date Last Worked Date First Absent Dat.a Work Was Resumed )
RN RN RN A E U ERU N
. ' Frequsney of Normal Earnings
Nermnal Earnings Prior Te This Absence .
{exclude bonus, overfime, et} - {0 Hourly (O Monthiy Iéest Date Employer Paid Any
PR ] . - Compensation
sLL L1 [T 1. [17 (Quee Qe - [TI[LI/LIIT]
7 ' -
O siweekly O Other | - =
Work Hours ] . If not Mon thru Fri, Check Days Workad Employment Status
Is the employee's work ' Varles Woednesda Saturda; Sala
wesk Monday thru Friday? O Yes O No L] K y U . 'y O v
1 Monday [ ]Thursday [} Sunday O Houriy
Nutnber of hours worked | .
per pormal work week: ] Tuesday [_|Friday - O Otner
Does employee contribute . . Does employee cantribuie |,
toward mg STD Premium? O Yes O No toward the LTD Premium? | O Yes O No
IFYes:| O PreTex () Post Tax fYes:| () PreTax (O Post Tax |.
If Post Tax: ' If Post Tax! '
% paid by employer % paid by employer
% paid by employeg % paid by employze
) For Internal Use Only ' i * ‘The Prudential Instrance Company of America
. . - : 1 Disability Management Services . .
] | l I ’ : | | | A5 | PO Box 13480, Philadeiphia, PA 19101 .
- * 4 0 2 Buid.™  Tel: 1800-842-1718 Fex: 4.-877-889~4B85




. . TR . N . | Group Disability Insurance
A Prudential @ Financial Employer Statement A
. ) ' Socal Security Number :

ENNNNNANERERNRNNNRARERN]ANEE R NENN

Employes Je employee coverad under a Prudential Group Life Insurance Palicy? O Yes O No
Information =~ _ ' - -
(Continued) If Yes, what Is the Face Amount? $|:|- , I I l , I l 00
s £ : F'Ieaée indicate any applicable deductions, such as Local Tax, State Income Tax, Medical, Dental, Life, 401K, that
’ should be withheld from the employee's benefils, if approved. Please also indicate if the employee is receiving, or is
Other - eligible to receive, benefits from any other sources because of this absence, such as Salary Continuance, Workers'
Income, Compensation, Social Security Disability or Retirement Benefits, Statutory Benefits, No Fault Aute Insurancs,
Deductions Retirement or Pension Plan. Please send copies of any letlers or nofices approving or denying banefits.
orkers' :
g :r\:.] k ) Source Applied For Amaount " Frequensy Date Date
P . . . Yes No : Benefit Begins | Benefit Ends
Information S .
* | salary Continuance
State Disabllity Benefis O O
Workers' Cumpensation. D D
QOther: D D
Qiher, o0
Has the employee indicated that Has a Workers' Compensation
" the absence ks work related? O Yes QMo claim been filed? O Yes O o
: . .+ Occupation ' ) . :
sob LI LTI TTITTIT I I LTI Joorobcones
Information -~ - ' : _ .
- What Job Catagory hest describes the employee's essential job dutfes? {Please check appropilate box)
(O sedentary " Light ' O Medium O Heavy (O Very Heavy O Other
Negligible Weight  Upto 10 Ibs. freqi 1010 25 lbs.fraq. 26 to 50 Ibs. freq. More than 50 Ibs. freq. i
M?,iu‘,’, Sieuinge g HE%S 2? Iﬂi g?g;’;gﬂ’a'”y Upto 50 Ibss. ;ig. 50 to 100 [gs.rggc. 1D%relh_s.acrv:::::asin‘ar|aﬁ?fl-i (Pieegglg\i:)scnbe
d ' . . .
Fre?;aentu\S\'alklstand
and/ar
Constant Push/Pull
Asthe employer, would you be able to accommodate madified duty to facilitate eardy return to work? QO Yes O No
If Yes, please explain (redu&:ed hours, job modification, etc).
H Any person who knowingly files a statemen of claim containihg any false or misleading information is subject to
criminal and civl penalties. This includes the Empioyee and Attending Physician portions of the claim form. -
‘Fraud _ o .
Notice ) ' ' -
X IAEGEEEN

Employer Signature ' Date Signed

a mmmm a




Group Disability Insurance:

A Prudential @-Fiﬂ&ﬂ(;i&l) Electronic Funds Transfer Authorization

g L

m To enroll in Prudential's Electronic Funds Transfer (EFT) payment service, please provide the foliowing
Enrollment information. If you elect to have Prudential deposit the funds in your savings account, you must first
check with your bank to obtaln the correct bank transit routing number and account number for electronic
deposit. Please note that a deposit slip does not contain acceptable banking information. If you have
* any guestions, please cal us toll free at (800) 842-1718. . - . .

m Employer Name ' n ' - _
claimant [T [ [ITTITTITI IO LTI Tl

information

Clatmant First Na Last Name

) CO I IT

Primary Phane Numbar

(T OO0

m | . Bank Name | : . — |
ormaton LL LI TLCTT AP IOLIIDR TP LAPERTTd T

" Information
Branch Telephone Number ) Type of Account (Select Ong)
| | lJ“l ‘ | I'| | | | | O Savings, (O Checking
. Bank Transl Routing Number ) Bank Account Number | . ]
%ﬁgi' NN EEREEEN ERERNEEREEENNEN N
o (Nine diglt bank transit routing) : (Bank Account Number) .

| authorize the Prudential’ Insurance Company of Ametica to make elecironic fund deposits of my

Payment disability benefit payment to my account. | understand that any deposit made to an inactive account will -

Plan be returned to Prudential and relssued as a manual check. In addition, if any overpayment of such .

Adreement disability benefits is credited to my account in error, | authorize Prudeniial to withdraw any payments
greement  ocessary in order to assure the accuracy of my claim payments. .

1 can cancel this authorization at any time by giving Prudential written noﬁce. Any nofice hereunder will
not be deemed effective untll Prudential has received my written notice.

NENNNNRRENNNNNNENNANNNRNENNAN

Street

ANENNENENRNNNNNEEEEENENREENNEE

State  Zip Code

BENAENEENNEEERRNERREREEUNEAN

. MIo

Account Owner Signature . Date Signed )
PO Box 13480, Phlladelphia, PA 18101

SNy T
i I 11 310#&1-1 o Tek 1-800-842-1718 Fax: 1-877-889-4885

Q

- The Prudentlal Insurance Company of America
*  Disabllity Management Setvices . !

A Claim lNuanlr — B




¢

: . X e Group Disability Insurance
Prudeﬂtlal @ FIB&HCIaJ " Eiectronic Funds Transfer Authorization A

Instructions Only: Itjs natneceésary to return this page with your EFT Authorization.

o

Instructions for completing Section 3, "Banking
Information™ : ‘

Th'islwill help you identify the necessary bank information to initiate electronic withdrawals. The nine-digit
ransit - . '
routing number is how we recognize the bank you do business with.

Record all banking infermation on page 1 of the form in Section 3, "Banking Information".
Pleese call your bank to confirm that the information you are supplying is correct. ’

Customer's Name L . ’
Street Address - Check No. 1246
Clty, State, ZIP
PAY TO THE . .
ORDER OF : ) : _ $
' Dollars
Bank Name - : ) :
Street Address 3
City, State, ZIP .. . : '
A272078048A 00B666DEEE65C 1248 ' ' N
This is the bank This Is your bank acsount This Is the check
transit routing rumber. |t varies in seguence number.
umber, number of digits and may . | 1t may be on either
. include dashes or spaces. | end of your check.
It is always 9 digits .- . ) . | Please do not -
and appears The < symbol indicates the | include this on the
betweenthe: | end of the account number. | authorization form.

ymbols.
) " Record the account

Recdrd this number  number in the boxes

in the boxes Provided in section 3,
provided in Section "Bank Account Number”
3, "nine-digit bank and include any dashes
{ransit routing and spaces that are within
number,” ’ the account number.

If there are any digits to the

tight of the < symbol (which
do rot represent the chack -
sequence number), record
them in the boxes provided

W —




Prudential & Financial

THE PRUDENTIAL INSURANCE COMPANY OF AMERICA

'LONG TERM CARE INSURANCE CLAIM FORM - GROUP Lons TERM CARE CUSTOMER SERVICE CENTER
THIS SIDE MUST BE COMPLETED BY THE INSURED OR - P. 0. 8528, PHILADELPHIA, PA 19101
E INSURED'S REPRESENTATIVE, PHONE: 1-B800-732-0416

A, INSURED INFORMATION: PLEASE PRINT USING BLUE OR BLAGK INK

CERTIFICATE #: __ _ CONTROL #: * SOCIAL SECURITY #; _ - -
First Name: ' : - M.: ___  Last Name;

' Address {No P.O.,Boy-_ces Please): : . ' P . Apt.d#h__
City: - State: ZIP Code: Date of Birth:-

Phone (Day): - v Phone {Other):_-_ - - .Sex: 0 Male O Female

OTHER COVERAGE: Please indicate any other source of insurance coverage: O Worker's Compensation.

1'No Fauit Automoblle Insurance O -Liabillty Insurance & Group Health Insurance O Medl-Gap insurance

O Group Long Term Caré Insurance ' O Health Maintenance Organization (HMO) coverage O Medicare 0 Med:cald
For any other insurance checked please give requested mformahon

INSURANCE Co: o ~__ EFFECTIVE DATE | POLICY #:

.!NSURANCE GO . : EFFECT[VE DATE j . POLICY #:
{- T .‘9' iy e AT RS e ';,-"--}:;5 ) ], ST “_ n..,--« ..ﬂ. _»..:‘ e e
.“"‘ﬂlé'h ;.d

ALL CLAIN SUBMISSIONS: APlan of Care Is required with the claim, We will contact you when an updatedpla of
care.is reqwred Attach the hills for the services rendered by any eligible providers of care.

) F' claim is for: O Aduli Day Care [ Assisted Living .0 Bed Reservation D Home Health o Hosplce
7 Informal Care O Lifestyie Changes.- O Nursing Home O Private Care Management _

.4 Respite Care Benefit: Were services provided to relieve an informal careglver? OYes ONo

if yes, indicate dates of informal cara: From: . To:
Informal Careglver. ' — Relatio'nship fo Insured:
+]nformal Care Beneflt ($ amount clalmed } Dates Claimed; From: L To:

+ Cash Benefit Rider: You will need to compiete this form at the end of each month for Whlch you are claiming benefits
under this rider. Indicate the dates for which you are claiming benefits due to a chronic lllness or disability.

From: To!

B. INSURED'S SIGNATURE: -

ATTESTATION: The Information provided above Is accurate and correct o the best of my knowledge and belief, and | have read the
fraud warnings on the reverse side of this form.,
Insured's Signature! - : Date:

ASSIGNMENT OF BENEFITS: . . . _
1 hareby direct that my beneflts be paid to - _(Name of Provider), This assignment of
benefits will be ongoing unless | send The Prudentlal written notice Indicating otherwise:

Insured’s Signature: Date:

SIDE 1 - INSURED INFORMATION

Rev. 8/2004




Prudential @ Financial

GROUP Long Term Care Insurance Claim Form - to be completed by the Provider for the [mtlal Claim Only

PROVIDER INFORMATION: . . _ ~ ;
PLEASE PRINT USING BLUE OR BLAGK INK. ' S ' "\1

NAME; . L ~__SSNorTIN;

PROFESSIONAL DESIGNATION: . — LICENSE!CERT. NUMBER:

Streef Address: : ' . o

{No P. O. Boxes Please):

City: o R State: ZIP Code: - -
Phone t: - - 'Phone 2 . - FAX: . -

YOU MUST ATTACH A COPY OF THE BILL FOR ALL LONG TERM CARE SERVICES PROVIRED TO THE CLAIMANT. THIS
BILLING MUST INCLUDE THE NAME OF THE PERSON WHO RECEIVED THE S8ERVICE, EACH DATE SERVICE IS
PROVIDED, TYPE OF SERVICE PROVIDED, AND THE CHARGE FOR THAT SERVICE.

PROVIDER'S SIGNATURE:

The information provided above is accurate and correct to the best of my knowledge and belief. The fees noted are
the actual fees | have charged and intend to accept for the services provided. The clarmant's plan of care-is

altached.

Provider's Signature: X _ T o Dat'e:ﬁ

Warning: Any person who knowmgly and with.intent to injure; defraud, or deceive any insurance .
company or ather person, or knowing that he is facilitating commission of a fraud, submits 1ncomp1ete
false, fraudulent, deceptive or misleading facts of information when filing a statement of claim for ’
payment of a logs or benefit commits a fraudulent insurance act, is guilty of a crime and may be N
prosecuted and punished under state law. Penalties may include fines, civil damages and criminal .
penalties, including confinement in prison. In addition, an insurer may deny insurance benefits if false
information materially related fo a claim was provided by theé applicant or if the applicant conceals for the
purpose of misleading, information concernmg any fact material thereto.

California Residents; For your protection California law requires the followrng to appear on th:s form.
Any person who knowingly presents a false or fraudulent claim for the payment of a Ioss is guilty of a
crime and may be subject fo fines and confmement in state prison.

New Jersey Residents: Any person who knowmg]y files a statement of claim contalnmg any false or
misleading |nformatlon is subject to criminal and civil penalties.

New York Ressdents Any person who knowingly and with intent to defraud any insurance company or
other person files an application for insurance or statement of claim contalning any materially false
information, or conceals for the purpose of mtsleadmg, information concerning any fact material thereto,
commits a fraudulent insurance act, which is a érime, and shall also be subject to a civil penalty not fo
exceed five thousand dollars and the stated value of the claim for each violation. -

Pennsylvama ReSIdents Any person who knowmgly and with.intent to defraud any insurance company
or other person files an application for insurance or statement of claim contammg any materially false
information or conceals for the purpose of m:sieadmg, information concerning any fact material there@
~ commits a fraudulent insurance act, whlch is a crime and subjects such person to cnmlnal and civil

penalties. -
. SIDE 2 ~ PROVIDER INFORMATION

" Rev.-8/2004







