Prudential @ Financial Group Insurance

Please send the completed form and all attachments to:

The Prudential Insurance Company of America
Group Life Claim Division
P.0. Box 8517

, . - Philadelphia, PA 19176
'Group Life Insurance Claim Form {Use for employee/member and dependent death claims) fadelphia

How to complete and submit a Group Life Insurance Claim Form

1. Complete Sections 1, 2, 3, 4, and 5 of the Group Contract Holder Statement portion of the Group Life insurance Claim
Form. Section 1 must be completed if the claim is for an employee/member, or for a dependent of an employee. Please
be sure to complete the "Relationship to Employee” block.

For Dependent Term Life coverage on children, the employes is always the beneficiary. For Dependent Term Life coverage on
spouses, the emplayee is 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. Detach the Beneficiary Statement* and give a copy te each beneficiary. Ask each beneficiary to complete itand return
it to you.
If there are multiple beneficiaries, each beneficiary should complete this form. It is only necessary for you to submit one Group
Contract Holder Statement, regardless of the number of Beneficiary Statements completed. If you have difficulty obtaining forms
from all beneficiarigs, please submit the information you have.

*If the beneficiary is an estate, a minor, or not competent 1o handle financial affairs, the Beneficiary Statement should be completed by the appropriate legal
representative {executor, administrator, or guardian). If no legal representative has been or wili b court-appointsd, this section sheuld be completed by the person
who assumed responsibility for the estate or beneficiary.

3. Return both the Group Contract Holder Statement and the Beneficiary Statement{s} with the required documents noted
below to:
The Prudentiat insurance Company of America
Group Life Claim Division
FO. Box 8517
Philadelphia, PA 19176

IF you have any questions, please call our Group Life Claim Division at 800-524-0542 and a customer service representative will
assist you.

Documents to submit ta Prudential

Submit the Group Contract Holder Statement, Beneficiary {b) a trust: include a letter verifying that the trust is still in

Statement{s), and the following aitachments: effect. If the trust is a testamentary, attach a certified
copy of the will and a certified copy of the testamentary.

1. A certified copy of the death certificate. {c) no longer living: include a copy of the death certificate.

Z. A copy of the employee's enroliment card, if available. 8. If the insurance was assigned, attach a copy of the assignment
3 Any beneficiary chanaes. if anplicable and all related papers. }f it is a collateral assignment, attach
= Any beneliciary Changes, it app ‘ the assignee’s statement of indebtedness.

4. The certificate of insurance, if available. _— . Lo .
8 ¢ urance, lab 7.1t an accidenta!l death claim is being filed, attach supporting

5. Legal documentation of the beneficiary for the following information, such as a police report or newspaper clippings.
situations: . Y o
' 8. If a Business Travel Accident [BTA) claim is being filed, attach
If the beneficiary is information requested in (7} together with decumentation
{a) an estate, minor, or not competent to handle finan- further substantiating the loss, such as a trip itinerary, travel
cial affairs: attach a certified copy of the court order tickets, etc.

appointing the legal representative.
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Prudential @ Financial Group Insurance

Please send the completed form and all attachments 1o

The Prudential Insurance Company of America
Group Life Claim Division
P.0. Box 8517

. - Philadelphia, PA 19176
Gl'ﬂl]p Life Insurance Claim Form (use for employee/member and dependent death claims) vradelp

Group Insurance Contract Holder Statement T be completed by Employer/Plan Administrater, Please complete all five sections.

r . First Narne M iast Name

Deceased’s T i

wtormation | T [ [ [ [T [TTT 00 OO COTTITTTITI] I T
Saciat Secur l/NumbPr Data of Birth {mm o0 vyry) Date of Death (nat 00 yyvy)
Ry e e
Gender Relationship to Employee

; tate of
DMaim DF@male DEmpIovee aSpouse DCth DOzher gili:ncp
Did employee have accidental death coverage? Date of Accident {Mm DD Yryy) State of Accident
----- w Tl OO
AKA; First Name Lagt Name
WEmployee/ First Name Mi Last Name

Member | [ [ [[[TT][[II[1] [] [LLTLT]

Informatio —_

n i Suocial Security Nurnber Date of Bmh *m oYYyl
Ea_renglTpIo;'mem(wf:mvw) DHOU!’W Db“’ln j Part Time Dat“ld:t\ﬂ’orkcdw oYYy}

i
o DSa%ary DNGerion DFu!ITime j

Occupation Where Empioyed
| 11 |
I not actively at work immediately prior to death, what was the reason?

D Disability D Leave of Absence D Vacation ,:' Discharge
D Resigned D Retired D Temperary Layoff D Cther

Street Address fwhere employed) Apt.

HEENRREEENNNERNEEENEN RN

City State ZIP Code

i
CLTPPIRE Pl B LTt tl
mm Empleyer's Name
ployer/ P S —
RERERRRERRRRERERERRANNRENN

Association ’ \ L
infermation Sreet o
AEREREEENRENNEENE

City

OO D OO

Telephone Number

T
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Prudential @ Financial

Deceased's Sociai Security Number

HENERINNEE

Insurance

Coverages Complete only the coverage(s) that apply to this claim.

Graup Coverage Control Number Amocunt

Effective Date of Coverage (M o0 vvyy)

Branch

D Basic Term Life

] s L)L

D Optional Term Life

-

D Dependent Term Life

=

Dependent Optional
Term Life

L]

Group Universal Life

Group Variahle
Universal Life

L]

Dependent Sruup
Universal Life

I

Dependent Group
Variahle Universal Life

LI

D Agcidental Death !

—y Broup Universal
Accidental Death

—1 Dependent
i Accidental Death

D Optional Accidental ‘
! Death

D Dependent Optional (
i Accidental Death
Dependent Gioup Universal

D Accidental Death r L

.

! Business Travel

Accidental Desth
Salary Amount on Last Day Worked

Dependent Business
|
sl LTI

: Travel Accidental Death
par

D Hour T] Week D Month r] Year

Was insurance
ever assigned?

D Yes D No

If yes, pisass atfach a copy of assignment
and all refated papers. For collateraf
assigrment, please attach assignee’s
statement of indebtedness.

if yes, provide date (u mm‘fvv):‘ ‘ ‘] !

LT

Was evidence of
insurability required ta
secure current coveraga?

Is ]
jYes | No contributory
insurance?

Yes

iy
i

Date Last Premium Paid (s o5 vvvy)

Wes insurance

Convarsion Privilege Gffered (if available)

E Yes ’:} No

in force on
date of death?

HEINR ]

Did the employee and/or the covered depel 1.
suffer a lass as defined by the BTA contract? TR

If yes. an nHizer of the company must pravide a written
statement validating the circumstances

: accidental death.

S T

| I

01.2006-PDF Page 3 of 8



Prudential @ Financial

Deceased’s Social Security Number

HENENEE

5]

Payment
information

Emplover at address

Mail payment to:
listed on page 2

Beneficiarylies} at
address{es) listed below

i Other [please specify in
— cover letter}

Please provide the following information about the hereficiary(ies). 1f the elaim is for a dependent child, ist the employee as beneficiary.

Narmne of Beneficiary

Date of Birth [mm o yrvy)

|

Secial Security Number Relationship to Deceased

RENNRIANEN

Telephone Number

NN ERIREEER

IRRNNINERIENED

Residence: Street

Apt.

IREREN

HERR

Gity State

i
RN
ZIF Cade

EEEERNANERRENNAENEN

T

Name of Beneficiary

Date of Birth (v 00 vvvy)

ST

Sacial Security Number Relationship o Deceased

HRNENINNN .

Residence: Street

IR AE

eld hang Numbe
u
|

HEREREN

] ]
f

AR,

Gity State

EINERERNERERENE NS

ZIP Code

]

Name of Beneficiary

Date of Birth (v 0o very)

[

RERRINRIAREN

Social Security Number Relaticnship to Deceased

f
i H
|

I
Telephone Number
I
i

BERINNRINRER

Residence: Street

Apt.

HERERERRRERERNREED

City State

HENERRRRERREED

Completed by [nams of representativa of the employer or benefit administrator}

Please print |

or type name |

Signaiura X

Date (v 0 vy}

LT

| G61..98.50 Standard
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Prudential @ Financial

Deteased's Social Security Number

ERNINRINNEN

Paymem Mail payment to:

]

Employer at address

Bennficidry'ieq at

]

Other {please specify in

Information iisted on page 2 o5} listed below cover ietter]

Continued
Please pravide the following information about the beneficiary{ies). If the claim is for a dependent child, fist the employee as beneficiary.
Name of Beneficiary Date of Birth I,M BB Yrvy)

N

Social Security Number

T i

Relationship 10 Deceased

Telppt‘une Num hﬂr

]|

HiRENINNEN

fesidence: Street _ ' S . ’Ap:
RN RREER RN AN

City ' Biatc ZiP Code — .
CLOTET ey ) CEEIeffTd
Name ef Beneficiary Date of Birth {ma 0o vevy)

|

Social Security Number

Relationship to Deceased

IDJED]]

To\ep rong Numbar

(OO |

Residence: Strest

IRJENRIRERN

HNERRER

City

NENENEE

Name of Bensficiary

i

Date of B

[
1
1 !

irth dang 09 Yvyy)

JLLLL

Social Serur’tv Nurnbﬁr

Relatisnship to Neceased

Rasidence: u?reet

nsjaryasas

|

HH

- Completed by (name of representative of the emplover or benefit administrator}

Please print
or type name |

Signature X

(31..98.50 Standard Ed. 1/2006
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Prudential @ Financial

Beneficiary Statement

Fach beneficiary should complete Sections 1, 2

,and 3. If accidental death or Business Travel Accident benefits are being claimed,

Section 4 should alsa be completed. Return th9 form to the deceasad’s Employer/Plan Administrator.

Deceaseds First Name MI aﬂ Name
*"f"""atw"H(fLH InEEEERERENNEREEE
Seciai Security | \Iumbnr
@ Beneﬁciary’s First Name M!_ Last Name
5 T T i
warmaton | |1 [ [ [T TTT7T) () (1 LD ITTI]
Street ite
o o |1 i
EENEEEENENRENENE]
City
! ; R
HHM; RN
Tslephone Nun‘her Date of Birth {wn o vyry)
|-
CLLH ] j
E Taxpayer Prudential requires your Taxpayer {dentification Number. The Taxpayer ldentification Number is either the
ldentification  Social Security Number or the Employer ldentification Number. If you:
Number and N N - . :
Certification  ° &€an individual, your Taxpayer Identification Number is the Social Security Number.
e represent a trust or estate, the Taxpayer Identification Number is its Employsr {dentification Number.
= represent a minor, please provide the minor’s Social Security Number.
= are applying for a Taxpavyer ldentification Number, please write "applied for” in the space provided.
TAXPAYER IDENTIFICATION NUMBER/FORM W9 CERTIFICATION:
‘Under penalties of perjury, | certify that the number shown on this form is my correct Taxpayer
Identification Mumber {Social Security Number}. | further certify that the citizen/residency status | have
listed on this form is my correct citizen/residency status. { am not subject to backup withholding because
{a} I have net been notified by the Internal Revenve Sewvice {IRS) that | am subject to backup withholding,
{b) the IRS has told me that | am no longer subject to a backup withhelding order, or (¢) | am exempt from
backup withholding.
| i I
Social Security Number or Taxpayer ldentification Number of beneficiary L ‘ ‘ | ‘ } } | i 1 ‘
Check here only if you are subject to backup withholding:
D | have been notified by the Internal Revenue Service that | am subject te backup withholding due
to underreporting of interest or dividends. _
D f am not a U.S. person {including resident alien). lama citizen of
{Attach completed IRS Form W-8BEN, 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,
Date (s o vyyy)
1 \
X LT
Signatireg
|
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r Pruden‘tial @ Fiﬂancial Deceasad’s Suﬁunu N.Jmi;er

Beneficiarv Statement i filing for an accidental death claim, please complete Section 4 below.

Authorization
for Release of
information
to Prudential
Insurance
Company

This Authorization
is intended to
comply with the
HIPAA Privacy
Rule

Date {rmt oo vyvy)

Name of Insured:
First Narng Ml Last Name

CLOTTIIOT 0 O LT

Date of Birth {mm po vyl

| 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 o

First Nama M Last Name

HENNERERRREREN

Print Name of Daceased or Patient

or on my {his/her) behalf {"Mv Providers”) to disclose my {his/her) entire medical record for me or my dependents
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 diagnasis or treatment of Human
immunodefisiency Virus (HIV) infection and sexually transmitted diseases. This also includes information on the
diagnosis and treatment of mental iliness and the use of alcohol, drugs, and tobacca, but excludes psychotherapy notes.

I authorize all non-health organizatians, any insurance company, employer, or gther person or institutions to provide any
information, data or records refating to credit, financial, earnings, travel, activities ar employment history to Prudentia!.

Unless limits™ are shown below, this form pertains to alt of the records lisied above.

By my signature below, | acknowledge that any agresments | (he/she} have made ta restrict my (his/her) protected
health information do not apply to this authorization and | instruct My Providers to release and disclose my {his/her}
entire medical record without restriction.

This information is to be disclosad under this Authorization so that Prudential may: 1) administer claims and determine or
fulfill respansibility for coverage and provision of benefits, 2} obtain reinsurance; 3) administer coverage; and 4 conduct
other legally permissible 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 following the date of my signature below, while the coverage

is in force, except 10 the extent that state law imposes a shorter duration. A copy of this authorization is as valid as
the original. | undersiand that I have the right to revoke this authorization in writing, at any time, by sending a written
request for revocation to Prudential at: P.O. Box 8517, Philadelphia, PA 19176. | understand that a revocation is not
effective to the extent that any of My Providers has relied on this Authorization or to the extent that Prudential has a
legal right to contest a claim under an insurance policy or to conies: the policy itself. | understand that any information
that is disclosed pursuant to this authorization may be redisclosed and no longer covered by federal rules governing
privacy and confidentiality of health information.

lunderstand that if | refuse to sign this authorization to release my complete medical record, Prudential may not be able
to process my claim for benefits and may not be able to make any benefit payments. | understand that | have the right to
request and receive a copy of this authorization.

*Limiss, if any: ‘ |

HH—W

110

Signature of Insured/Patient or Personal Representative

NGTECE T0 MONTANA RESIDENTS You or your authorized representative are entitied to raceive acopy of ths Authorization, and upon
request, a record of any subsequent disclosures of personal or privileged inforration.

B

e R T
8 7 1 0
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Prudential @ Financial Group Insurance

Please send the complatad form and alf attachments 1o

The Prudential insurance Company of America
Group Life Claim Division

P.0. Box 8517

Philadelphia, PA 19178

For residents of all states except CA, FL, NJ, NY, PA, UT, VT, VA and WA; WARBNING: 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 an insurance application or a statement of claim for payment of a loss or benefit commits
a fraudulent insurance act, is/may be 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 misieading, information concerning any fact material thereto.

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 & loss is guilty of a crime and may be subject 1o fines and confinemert
in state prison.

FLOBIDA RESIBENTS— Any person knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or
an application containing false, incomplete, or misleading information is guilty of a felony of the third degres.

NEW JERSEY RESIDENTS— Any person who knowingly files a statement of ¢laim containing any false or misteading information is
subject to criminal and civil panalties.

NEW YORK BESIDENTS— Any person who knowingly and with intent to defraud any insurance company or other persan files an
application for insurance or statemnent 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 shall also be subject to a civil
penalty not to exceed five thousand dolfars and the stated value of the claim for each such violation,

PENNSYLVANIA and UTAH 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 material fact thereto commits a fraudulent insurance act, which is a crime and subjects such
-person to criminal and civil penalties.

VIRGINIA RESIDENTS— 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 a statement of claim for payment of a loss or benefit may have violated state law, is guilty of a crime and may be
prosecuted and punished undsr state law. Penalties may inciude fines, civil damages and criminal panalties, including confinement in
prison. fn addition, an insurer may deny insurance benefits if false information materially refated to a claim was provided by the applicant
or if the applicant conceals, for the purpose of misieading, infarmation concerning any fact material therato.

VERMONT and WASHINGTON RESIDENTS— Any person who knowingly presents a false or fraudulent claim for payrment of a loss
or knowingly makes a false statement in an application for insurance may be guilty of a criminal offense under state law.

Prugdential Financial and the Rock logo are registered service marks of The Prudential Insurance Company of America and its affiliates.
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