
Group Disabi l i ty  Insurance
Claim Instruct ions

Instruct ions to Fi le a Claim for Disabi l i ty Benef i ts

1. Complete al l  Sect ions of the Employee Statement.
2. Read the Tax Notice and complete it for voluntary Federal Income Tax withholding from disability benefit payments.
3. Ask your Doctor to complete an Attending Physician's Statement.
4. Submit these completed forms according"to t6e directions you received from your Benefits Office.
5. lf the Prudential Insurance Company of America ("Prudential") provides you with both short term and long term

disabi l i ty benef i ts,  the claim for long term disabi l i ty benef i ts wi l l  be considered as having been f i led when the
eligibility requirements for that coverage have been met. lf you are unclear about whether or not Prudential provides
you with both types of disability benefits, please consult your employer.

The Prudent ial  Insurance Company of America
Disability Management Services
PO Box 13480, Phi ladelphia, PA 19101
Voice: 1-800-842-1718
Facsimile: 1 -877-889-4885

WARNING: Any person who knowingly and with i1te1t to injur_e, defraud, or deceive any
insurance company or other person, or knowing that he is faci l i tat ing commission of a
fraud, submits incomplete, false, fraudulent, deceptive or misleading facts or information
when fi l ing 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.
Penal t ies may include f ines,  c iv i l  damages and cr iminal  penal t ies,  including conf inernent 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 misleading, information concerning any fact material thereto.

For your protection, certain state laws require the following to appear on this form:

CALIFORNIA RESIDENTS - For your protect ion Cal i fornia law requires the fo l lowing to appear
on this form. Any person who knowingly presents a false or fraudulent claim for the pairinent
of a loss is guilty of a crime and may be subject to fines and confinement in state prison.

NEW JERSEY RESIDENT9 -  Any person who knowingly f i les a statement of  c la im containing
any false or misleading informat ion is subject  to cr iminal  and civ i l  penal t ies.

NEW YORK RESIDENTS - Any person who knowingly and with intent to defraud any insurance
company 9r.9tfqr person fi les 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 shall also be subject to a civil penalty not to exceed five thousand dollars and the stated
value of  the c la im for each such violat ion.

PENNSYLVANIA RESIDENTS - Any person who knowingly and with intent to defraud any
insurance company or other person f i les an appl icat ion for  insurance or statement of  c l i im
co-ntaining any materially false information or conceals for the purpose of misleading,
information concerning any fact material thereto commits a fraudulent insurance ac{ which is
a cr ime and subjects such person to cr iminal  and civ i l  penal t ies.

The Prudent ia l  Insurance Company of  America
Disabi l i ty  Management Services
PO Box 13480, Phi ladelphia,  PA 19101
Tel :  1-800-842-1718 Fax:  1-877-889-4885

Do Not Return This Page - Keep for Your Records



Prudentialffi,a7
Financial Group Disabi l i ty lnsurance

Employee Statement

Employer
lnformation

Location / Division Branch Number

frl-t_r.ltl

Employee
lnformat

Last  Name

Mai l ing Address -  L ine 1

City

ti
fTTi"i"ffi nrl
Email Address

Ml Social SecuritY Number

I tTTl m tl-n--]
Suff ix

TTTTItl-N

Birth date (MM/DDrYeao

m/[Tl ,I-[il
Address -  L ine 2

Date Last  Worked (MM/DDl/ear)

m/[f_] ,[_]-l-f-l Date First Absent Date First  Treated for  th is Condi t ion

EDUCATION:
Highest Grade Completed:

fnT"ffii'l'i.i-ll m'imTrrrn'|sspouseEmp'|oved?
Number ol Children UnOur. ral-Tl Age of Youngest Child: 

m

m/fTl ,[-l-l-f_] m/[[l ,l]-ffl
Q v e s  O r u o

what Job category best  descr ibes your required job dut ies? (Please check approDriate box)

Street Address

Statem .l-l]-Tl

Primary
Care
Physician

Fax Number

rl-tl tl-tl nTn

O S"d"n,"ry Q t-igt t Q u"dir- QXe"uy Q Very tteavy Q Ottte,

Neot io rb le  Weiqh t  Up to  1O lbs  f requent ly , .  10  to  25  tbs .  I req .  25  to  50  lbs .  f req .  l v1-ore  than 50  lbs .  f req .  (P lease.descr ibe

l', l6itri sniLg 
- ' 

'o j?n'?*t occasionally up to 50 lbs. oci. 50to 100 lbs. occ 100 lbs occasionallv below)

Frequent Walk/Stand
ano /  or

Constant Push/Pull

| ililr llill lllll llllil llll lllll llll llllThe Prudential Insurance Compar'ry of America
Disabi l i tv Manaqement Services
po Box igceo, Fhitaaelphia, PA '19101

Tel: 1-800-842-1718 Fax: 1-877-889-4885
Cla im Number

*101801



Prudentialffi,- Financial
Group Disabi l i ty  Insurance

Employee Statement

Social  Secur i ty  Number

t-t-] m
E

Medical
lnformation

What medical condition is preventing you from working?

You Have I ted for  th is  Condi t ion

How does this condition interfere with your abil ity to perform your job?

l f  hospital ized, give dates:
Have you been hospital ized
for  th is  cond i t ion? Q  v e s Q Q In-Patient Q out-Patient

Estimated Deliverv Date Actual Deliverv Date

[,:;ffi?U/ffli l-l]-l-l U/l-l-l i fl-fTl
Telephone Number

t-t-r-t t-t-r-t tTT-l-l

From:

fTl r
To:

m,[_]TI
m/ffl ,[m

Your Heal th

E
Other
lncome &
Workers'
Comp.
Information

What other 1coTg are you entit led to receive as a re,,sult of yoq'disabil ity? (Examples: Social Securrty L;isabil ity or
Retirement Benefits, Workers' Compensation, State Disabil ity. Pension Disabil ity or Retirement, No-Fdult Auto
Insurance,  SalaryCont inuance,  Group L i fe or  Disabi l i ty  Plan,  Heal th orWel fare 'Plan,  Indiv idual  Disabi l i tv  Benef i ts . )
Please send copies of any letters or nolices approving or derr,ring benefits.

ls this condit ion work related? 
t O 

""r 
O t l  l f  Yes, do you intend to f i le a Workers'Compensation ctaim? Q v e s Q

Source Appl ied For
Yes No

Amounl Frequency Date
Benef i t  Begins

Date
Benefit Ends

Salary Continuance oo
State Disabi l i ty  Benef i ts oo
Workers' Compensation oo
Other: oo
Other: oo

g
Fraud
Notice

Any.person who knowingly f. l]gs q statement of claim containing any false or misleading information is subject to
criminal and civil penalties. This includes Employer and Attending Physician ponions o-i the claim form.
(Please see state specific fraud warnings attach'ed.)

X U/[I/n-[l-"l
Employee Signature

*101802*

Date Signed

I llllll ililr ilil il]il 1ililililililil|



Prudentialffi,- Finaneial 9t9.rp Disability lnsurance 
IAuthorization

II
Cla imant
Information

Social Securitv Number
f-r-n r-T_-fT_lrr|-t tt-t ||t l
First  Name

Employee Phone Number

tft-t .tllt t]-l-l-t
M Ir

Email Address

Control Number

H
Authorization
to Release
lnformation

Authorization for Release of lnformation to Prudential Insurance Company
This Authorization is intended to comply with the HIPAA Privacy Rule

I authorize any health plan, physician, health care professional, hospital, cl inic, laboralcry, pharmacy, medical facil i ty, or
other health care provider that has provided treatment, payment or services to me or on my behalf ( ' 'My Providers")io
disclose my enttre medical record and any olher health information concerning me to lhe Prudential Insurance Company
of America (Prudential) and its agents, employees, and representatives. This includes rnformation on the diagnosis or'
treatment of Human lmmunodeficiencv Virus (HlV) infecti ion and sexuallv transmitted diseases. This also includes
information on the diagnosis and treatinent of mental i l lness and the use of alcohol, drugs, and tobacco, but excludes
psychotherapy notes.

I authorize any insurance company, employer, the Sociafi Security Admintstration, or other person or institutions to
provide any information, data or records relating to my Social Security, Workers' Compensation, credit, f inancial,
earnings, activit ies or employment history to Prudential.

Unless l imits- are shown below, this form pertains to all of the records l isted above.

By my signature below, I acknowledge that any agreeme'nts I have made to restrict my protected health information do
not apply to this authorizalion and I instruct My Providers to release and disclose mv entire medical record without
restriction.

This in format ion is  to  be d isc losed under th is  Author izat ion so that  Prudent ia l  mav:  1)  adminis ter  c la ims and delermine
or fulf i l l  responsibil i ty for coverage and provision of benefits; 2) obtain reinsuranci:; 3) administer coverage; and 4)
conduct other legally permissible activit ies that relate to any coverage I have or have applied for with Prudential.

This authorization shall remain in force for 24 months follrowing the date of my signatr-rre below, while the coverage is in
force, except to the extent that state law imposes a shorter duiation. A copy of thrs authorization is as valid as thie
original. - | understand thq! | have the right to revoke this authorization in writ ing, at any time, by sending a written
reques t fo r revoca t i on toPruden t i a l  a t :POBox134BO,Ph i l ade lph ia ,PA l9101 .  l unc ie rs tand iha ta revoca t i on i sno t
effective to the extent that any of My Providers has reliedi on this Authorization or to the extent that Prudential has a
legal right to contest a claim under an insurance policy or lo contest the policy itself . I 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.

I understand that if I refuse to sign this authorization to release the entire medical record, Prudential mav not be able to
process my claim for benefits and may not be able to maike any benefit payments. I understand that I hbve the right to
receive a copy of this authorization.
.L imi ts ,  i f  any:

X n/lfl ,[T]-E
Claimant  Signature Date Signed

Notice to Montana residents: You or your authorized representative are entit led to receive a copy of
this Authorization, and upon request, a record of any subsequent disclosures of personal or priviieged
informat ion.

A
oRDl  12929

llllllllllllllllllllllllllillllllllllllll Eb"#i'i'iffi;ig;"il::ftHr#'l;;1^'*'*- 1 0 5 B 0 .l rrrr iJ'-i-tdd-ici-iiie Fax: i-8zz-esg*4eas A

For Internal Use Only

Cla im  Number



Prudentialffi,\clt Financial
Group Disabi l i ty Insurance

Employee Tax Notice

II
Employee
lnformation

Social Securitv Number
rrn -r-T-i-T-l- l l l - l r r r r

First  Name

Employee Phone Number

tl-t-t tl-r t-]-Tt
M I

T
Emai l  Address

Employer Name

Notice to al l  part ies complet ing this form: l t  is f raudulent to f i l l  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.

Federal
and State
Wi thho ld ing

Benefits provided under your Group Disabil ity Income Plan may be subject to federal, state and local
taxation. Contact your employee benefits representative or disabil ity plan trustee for details on your
rights and obligations under the various tax codes.

lf you wish to have Federal Income Tax (FlT) withheld from any payments you may receive, indicate
the amount to be withheld ($ZO weekly minimum for STD/$88 monthly minumum for LTD) below and
sign the author izat ion.  Wi thhold ing requests may q!s9 be submit ted on IRS Form W-4S. 

'Wi thhold ing

requests must be stated in whole dollar amounts. FIT wil l not be withheld if the disabil itv benefit is not
axable.

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

For SrD l-T-[-] .oo weeklv ($20'00 minimum)

For LrD t-lTt-l .00 monthty ($Be oo minimum)

E
Employee
Signature X m/[f-l ,l]-tTl

Date SignedEmployee
Signature

For lnternal Use Only

Claim Number

The Prudent ia l  Insurance Company of  America
Disabi l i ty  Management Services
PO Box 13480, Phi ladelphia,  PA 19101
Tel :  1-800-842-1718 Fax:  1-877-889-4885

I llllll ilil ililr ilil ilil ililt ilil ill
oRDl  12933

*106801*



Prudentialffi,- Financial Group Disabi l i ty  Insurance
Attending Physician's Statement

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

E
Employee
lnformationEmployee First Name Ml Social Securitv I'tumber

I tl-r-t [l rl-f-n
Emplovee Address -  L ine 1 Bir th date (MM/Dt) /Yead

m/fTl/l-t-[_[_l
Employee Address - Line 2

I hereby authorize release of information
n l a i m  n r n n o c c i n n

X

requested on this form by the below named physician for the purpose of

Gender

Q tr.lale Q Femate

Employee Signature
m/[J,tl]-fl

Date Signed

g
To Be
Completed
By
Attending
Physician

Relevant test  procedures performed (PIease provide resul ts)

Cl in ica l  D iagnos is ICD-9 Code Preonancv EDC

t]-n m mimi il-[fl

Surgical  procedure(s)  performed (Please be speci f ic) Date or procedu'.u, fTl / l-fl / [TT-l-]

Current Medications

Cla im  Number

llllllllllllllllllllllllllllllllllllllll lH#i'i'lffifiisiil';:ffirffl;;1^'"''""
*  

1  0  3  B  0  1  *  Te{ :1 -800-842-1718 Fax :1-877-889-4885



Prudentialffi,- Financial Group Disabil ity Insurance
Attending Physician's Statement

H
Attending
Physician
Information
(Cont'd)

Was Claimant hospitalconfined? F-teS dE

l f  Yes, please provide name and address of hospital:

lf hospitalized, give dates:
From:

A/[Tl/fT-l-fl
To:

m/[-Tl/l-l-l-fl
Other Treating Physicians or Consultants

Do you leel the claimant is competent to endorse checks and direct the use of proceeds?

Nature ol Medical lmpairment / Limitation (Please specify nature of corresponcling loss of function)

Date when significant loss of function occurred

Are there Corresponding Medical Restrictions (i.e., What activit ies should the claimant not perform because of a
srgnrficant f lsk to Self or others?)

Prognosis for Return to Function / Return to Work:

Return to Work Plan (Please describe): rarset Dare m / [Tl / l-l-l-fl

I lllllr ilil ililt ililil ilil ililt ilil ill
"103802*



Prudentialffi,
!7

Financial Group Disabi l i ty Insurance
Attending Physician's Statement

Social Securitv Number

tl-tl m
A

Attending
Physician
Information
(Cont'd)

Describe Medical Obstacles to Return to Work:

Are there any Non-Medical Factors which have a significant impact on Functional Abil it ies (i.e., interpersonal, f inancial,
ami lv)?

Work related
i l lness or injury?

First Visit

Was Condit ion
caused by a MVA?

Last Visit

l f  MVA, in what n_l
state did it occur? L l_ l

m / [I-_l, [i-l-Tl U / ffl, [l-l-fl FrequencvorVsts

Q sedentary Q t-ight Q tvteuirm Q r-reavy O ,""""'J, e otner

il:n.l;'33nyn"nn' UB lSlS i33 [33i'1ll]u"''u loo\3?uo Bl [?S 3313 ?3Ji3,lT3; %"J?#T":3J1".'ii;' (P'ease,describe
Frequent Walk/Stand

ano /  o r
Constan t  Push/Pu l l

II
Physic ian
Information

iTTi":"ffi nrt
Fax NumberOffice Address

tl-n t-tt--t i-rT-n
City State Zip Code

n[tl-[n n-|-Tt
Specialty

Any person who knowingly fi les a,statement of claim containing any false or misleading information is
subject  to  cr iminal  and c iv i l  penal t ies.

Fraud
Notice

X tI / fTl ,[]]-f-l
Physic ian Signature

*103803*

Date Completed

I llllll lilr ililt illilt ilI ililililt iltl



Prudentialffi,try Financial
Group Disabi l i ty  Insurance

Employer Statement

E
Employer
lnformation tT-t-t nrl-r

Emolover Phone Number

z
Employee
lnformation

First Name Mt Social Securitv Number! ml m-n-m

Coverage in force
when absence began
(check al l  that  apply) : O sro O rro

Emplovee Phone Number

tl-r-r tT-n nTr-]
Date employee became a covered
indiv idual  Ior  lhe appl icable Coverages.

.,,,fll /fTl/[[[-fl
rro'ffli l-f--l ,[I-l-fl

Q vate Q Femate

STD

Q Core O oprionat

Date Hired (MM/DD/Year)

m/[Tl/tl-l-fl
Coveraqe Terminat ion Date

[-l ,m/fl-ff-l
I  TF)  Cnr rorana Qo lan tad

O cor" Q optionat

m/[f_] ,l]-I-Tl iI/fTli l-tl-f-l il/l-Tl/fl-ffl
Date Last Worked

Normal Earnings Pr ior  To This Absence
(exclude bonus,  overt ime, etc.)

$[_l-I ,[J-n m
Work Hours

ls  the employee's work
week Monday thru Fr iday?

Number of  hours worked
per normal  work week:

Bil?',."fr9"Jf3 B?:H'?H? lo*" O '"l
l f  Yes:

lf Post Tax:

Q ereTax Q pos tTax

% paid by employer

% paid by employee

Date First Absent

Frequency of  Normal Earnings

Q Hcurly Q Montnty

Q weekly Q Annua"y

Q ai-weet<ty O ot'"r.

Date Work Was Resumed

Last  Date Employer Paid Any
Compensation

l f  not  Mon thru Fr i ,  Check DaVS Worked

! varies fl Wednesday ! Saturday

! vonoay ltnursday ! Sunoay

! Tuesday fl rrioay

31'"1 jilg'?''"'"F:Jfi i:H?lo*df
l f  Yes:

lf Post Tax:

Q ereTax Q pos tTax

% paid by employer

% paid by employee

tI/l-f-l /tl-l-l-l
Employment Status

Q srtury

Q Hourty

Q otrer

For lnternal Use Only

Claim Number
llllllllllllllllllllllllllllllllllllllll lb"#i'i'{:lliisiil"#rHfffl;,',1^-"''"" a

" 1 0 2 B 0 1 * Tet: 1-800-842-1718 Fax: 1-877-889-4885 /ll



Prudentialffi,tr7 Financial
Emplovee Last Name Social Securitv Number

Group Disabi l i ty  lnsurance
Employer Statement

Employee
lnformation
(Continued)

ls employee covered under a Prudential Group Life Insurance Policy? til. i l l

l f  Yes, what is the Face Amount? $I ,f-l-r'l ,[-r oo
II
Other
Income.
Deductions
& Workers'
Comp.
lnformation

Please indicate any appl icable deduct ions,  such as Local  Tax,  State Income Tax,  Medical ,  Denta l ,  L i fe ,401K, that
should be withheld from the_employee's benefits, if approved. F)iease also indicate if the employee is receiving, or is
eligible to receive, benefits from any other sources because of this absence, such as Salary Cohtinuance, Woikers'
Compensation, Social Security Disabil ity or Retirement Benefits, Statutory Berrefits, No Fault Auto Insurance,
Retirement or Pension Plan. Please send copies of any letters .,r notices approving or denying benefils.

Source

Salary Cont inuance

Applied For
Yes No

Amount Frequency Date
Benefit Begins

Date
Benef i t  Ends

State Disabi l i ty  Eenef i ts tr !
Workers '  Compensat ion tr !
Other n!
Other: nn

Has the employee indicated that
the absence is work related?

Has a Workers' Compensation
cla im been f i led? Q ves O rrro

E
Job
Information

DOT Job Code:

What Job Category best  descr ibes the employee's essent ia l  job dut ies? (Please check appropr iate box)

As the employer, would you be able to accommodate modified duty to facil i tate early return to work? Q ves O r.ro

l f  Yes, please explain (reduced hours, job modification, etc):

Q sedentary Q t - igt t t  O Medium Q neauy Q veryneavy Q ot te,

N€gl ig ib le Weight  Up to 10lbs.  f requent ly 10 to 25 lbs.  I req.  25 to 50lbs.  f req.  l \ ,4ore than 50 lbs.  t req.  (ptease descr ibe
l\,4ostly Sttting Up to ZO tOs. occasionilly Up to 50 lbs. occ. 50 to 100 lbs. occ. 100 lbs. occasionalty below)

and  /  o r
Frequent Walldstand

ano /  or
Constant  Push/Pul l

II
Fraud
Notice

Any person who knowingly fi les a statement of claim containing any false or misleading information is subject to
cr iminal  and c iv i l  penal t ies.  This inc ludes the Employee and At tending Physic ian por t ions of  the c la im form.

x m/[E,tl-l-fl
Employer  Signature

*102402*

Date Signed

I llllll ililr ililt ililil ililililil iltl



Prudent ial @ Finaneial E I ect ro n i c r, fl 3 if "?5,1?' X,'J, ill?ll;,iH;

II
Enrol lment

To enroll in Prudential's Electronic Funds Transfer (EFT-) payment service, please provido the following
information. lf you elect to have Prudential deposit the funds in your savings account, you must first
check with your bank to obtain the correct bank transit routing number and account number for electronic
deposit. Please note that a deposit slip does not contain acceptable banking information. lf you have
any questions, please call us toll free at (800) 842-1718.

3
Claimant
Information

Claimant  F i rs t  Name Last Name

Primary Phone NumberSocia l  Secur i tv  Number

I-T-TI - t-T-_l - fT-rTt tlT tl-n t-T-n-t
Bank Name

E
Banking
Information

Branch Telephone Number

Bank Transi t  Rout ing Number

(Nine digit bank transit routing)

Type of Account (Select One)

Q Sav ings  Q Check ing

Bank Account  Number

(Bank Account Number)

T
Payment
P lan
Agreement

I authorize the Prudential Insurance Company of America to make electronic fund deposits of mv
disability benefit payment to my account. I understand that any deposit made to an inactive acc6unt lwill
be returned to Prudential and reissued as a manual check. In addition, if any overpayment of such
disability benefits is credited to my account in error, I authorize Prudential to withdiaw any payments
necessary in order to assure the accuracy of my claim payments.

I can cancel this authorization at any time by giving Prudential written notice. Any notice hereunder w,ill
not be deemed effective until Prudential has received mv written notice.

Account  Owner Name

Street Address

Citv State Zio Cooe

tl rnm r-fn
x n/[fl/f-T-[T]

Accou nt Owner S i gnatu re Date Signed

I llllll ililr ililt ililil ilt illil ilil ill The Prudent ia l  Insurance Company of  Ameriea
Disabi l i ty  Management Services
PO Box 13480, Phi ladelphia,  PA 19101
Tel :  1-800-842-1718 Fax:  1-877-889-4885Claim Number "113B01*



Prudential @ Financial E I ectro n ic r, ffS if "?5,X?'['J.iil?iI;,iH;

lnstructions Only: It is not necessary to return this page with your EFT Authorization.

E Instruct ions for complet ing Sect ion 3, "Banking
Information"

This will help you identify the necessary bank information to initiate electronic withdrawals.
ransit
routing number is how we recognize the bank you do business with

Record al l  banking information on page 1 of the form in Sect ion 3, "Banking Information".
Please call your bank to confirm that the information you are supplying is correct.

The nine-digi t

Customer's Name
Street Address
City, State, ZIP

PAY TO THE
ORDER OF

Check No. 1246

Bank Name
Street Address
City, State, ZIP

42720780484 006666D66666C 1246

This  i s  the  bank
transit  routing
umoer .

It  is always 9 digits
^ ^ !  ^ ^ ^ ^ ^ - ^q r  r u  d p P E d r D

between the :
ymbols.

Record th is  number
in the boxes
provided in Section
3,  "n ine-d ig i t  bank
transit routing
number."

Record the account
number in  the boxes
provided in section 3,
"Bank Account  Number"
and inc lude any dashes
and spaces that are within
the account number.

lf there are any digits to the
right of the < symbol (which
do not represent the check
sequence numDer), record
them in the boxes provided

A
I  This  is  your  bank account
I  number.  l t  var ies in
I  number of  d ig i ts  and may

I  inc lude dashes or  spaces.
I
I  The < svmbol indicates the

I  end o f  the  account  number .

I llilil ililt ililt lililt ilililililr ill*113802*


