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Employee Statement

Group Disability Insurance

The Prudential Insurance Company of America
Disability Management Services

P.0. Box 13480, Philadelphia, PA 19176

Tel: 800-842-1718 Fax: 877-889-4885

www.prudential.com/mybenefits

Employer Name

n Employer
Information

Location/Division

Control Number

Branch Number

Employee First Name MI Last Name
Information
Address 1 Social Security Number
Address 2
City State Zip Code
Maobile/Cell Telephone Number Home Telephone Number
Birth Date (m oo vvvy) Gender Marital Status
Male Female Unmarried Married Widowed
Email Address Work Telephone Number
Date Last Worked mm oo vvvy) Date First Absent (oo vvvy) Date First Treated for this Condition tm oo vvvy)
Date Expected to Return to Work mmioo vvvy) Spouse’s Date of Birth oo vy Is Spouse Employed?
Yes No
Education: Highest Grade Completed Number of Children Under 18 Youngest Child’s Date of Birth nmoo vvvy)
B Job Occupation
Information

What Job Category best describes the claimant’s essential job duties? (Please check the appropriate box)

Sedentary

Negligible Weight
Mostly Sitting

Light Medium Heavy

Up to 10 Ibs. frequently Up to 25 Ibs. frequently 2510 50 Ibs. frequently
Up to 20 Ibs. occasionally ~ Up to 50 Ibs. occasionally 50 to 100 Ibs. occasionally
and/ or

Frequent Walk/Stand

and/or

Constant Push/Pull

Other (Please describe)

More than 50 Ibs. frequently
More than 100 Ibs.
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Primary Physician First Name M Physician Last Name
Care
Physwlan Primary Telephone Number Fax Number
Office Address Suite
City State Zip Code
Specialty
E Medical All Other Physicians You Have Consulted for this Condition (Attach an additional sheet if necessary)
Information Physician First Name Physician Last Name
Specialty Telephone Number
Physician First Name Physician Last Name
Specialty Telephone Number
Physician First Name Physician Last Name
Specialty Telephone Number

What medical condition is preventing you from working?

How does this condition interfere with your ability to perform your job?

Have you ever been hospitalized for this condition? Yes No Inpatient Outpatient

If Hospitalized Give Dates (MM DD YvyY)
From To

If You are Pregnant:
Estimated Delivery Date (MM DD YvYY) Actual Delivery Date (Mm DD YvyY)

Name of Your Health Insurance Company Telephone Number

Dates of coverage
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Other I“comff What other income are you entitled to receive as a result of your disability? Please complete the chart below. Other Income type examples include
and Workers’ but are not limited to: Individual Disability Benefits, Paid Family Leave, Third Party Liability payments, Unemployment Benefits, any ather income.

compe“satlon Please send copies of any letters or notices approving or denying benefits.

Information Please respond “Yes” or “No” to each income source listed below.
Source Applied for Amount Frequency Date Benefit Begins Date Benefit Ends
Salary Conti y Yes No
alary Continuance
Sick Pay . Weekly Monthly
State Disability Benefits . Weekly Monthly
Social Security . Weekly Monthly
Workers' Compensation . Weekly | Monthly
Automobile Liability . Weekly Monthly
Insurance
Disability Paid by . Weekly Monthly
another carrier
Pension/Retirement . Weekly Monthly
Other Income . Weekly Monthly
Have you received or are you pursuing a lump sum payment from any of the sources listed above? Yes No

If so, please provide the name, address, phone number of the parties involved (i.e., workers’ compensation or auto insurance carrier, pension plan administrator or attorney)

Are you currently working in any capacity? Yes No If yes, please explain

Is your disability a result of (check all that apply): Sickness Maternity MVA Other Accident Slip/trip/fall Work Related Injury/lliness

co"espondence The Prudential website is a quick, secure way to review the status of your claim and view/print all claim-related correspondence.

Preference You have the option to view your correspondence electronically. If you select *Yes’ below, you will receive an e-mail from Prudential instructing

you to log onto our website and to accept the web disclosure authorization. Once you enroll in E-Delivery, claim correspondence will only
be available on our website, and paper correspondence will no longer be mailed. You will be notified via e-mail when new correspondence
is available. You can change your preference at any time on our website.

Yes, | prefer to receive my correspondence electronically. | understand that all future correspondence related to this claim will be posted
to the Prudential website and paper correspondence will no longer be mailed to me.

No, | prefer my correspondence to be mailed to me.
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Employee Social Security Number

Taxpayer
Identification
Number And
Certification

Prudential requires your Taxpayer ldentification Number. The Taxpayer Identification Number is
either the Social Security Number or the Employer Identification Number. If you:

= Are an individual, your Taxpayer Identification Number is the Social Security Number.

= Represent a trust or estate, the Taxpayer Identification Number is its Employer Identification
Number.

= Represent a minor, please provide the minor’s Social Security Number.

= Are applying for a Taxpayer Identification Number, please write “applied for” in the space
provided.

TAXPAYER IDENTIFICATION NUMBER/FORM W-9 CERTIFICATION:

Under penalties of perjury, | certify that the number shown on this form is my correct Taxpayer
Identification Number (Social Security Number). | further certify that the citizen/residency status

I have listed on this form is my correct citizen/residency status. | am not subject to backup with-
holding because (a) | have not been notified by the Internal Revenue Service (IRS) that | am subject
to backup withholding, (b) the IRS has told me that | am no longer subject to a backup withholding
order, or (c) | am exempt from backup withholding. | am exempt from FATCA reporting.

Social Security Number or
Taxpayer Identification Number of beneficiary

Check all applicable boxes.
O I have been notified by the Internal Revenue Service that | am subject to backup withholding
due to underreporting of interest or dividends.

O I am subject to FATCA reporting.

O If not a U.S. person (including resident alien), submit the applicable Form W-8 (BEN, BEN-E,
ECI, EXP or IMY).

Date Signed (MM DD YY)

X

Signature
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E Fraud FLORIDA RESIDENTS — Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a
Notice statement of claim or an application containing any false, incomplete, or misleading information is guilty of a felony of
the third degree.

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 shall also be subject to a civil penalty not to exceed five thousand dollars and the stated value of
the claim for each such violation.

I have read and understand the terms and requirements of the fraud warnings included as part of this form. | certify
that the above statements are true.

Date (MM DD YyYY)
Claimant
Signature X

For residents of all states and jurisdictions except Alabama, Arizona, Arkansas, California, the
District of Columbia, Florida, Kentucky, Louisiana, Maine, Maryland, New Hampshire, New
Jersey, New York, North Carolina, Pennsylvania, Puerto Rico, Rhode Island, Utah, Vermont,
Virginia and Washington; 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 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 misleading, information concerning any fact material thereto.

ALABAMA RESIDENTS — Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or
who knowingly presents false information in an application for insurance is guilty of a crime and may be subject to restitution
fines or confinement in prison, or any combination thereof.

ARIZONA RESIDENTS —For your protection Arizona law requires the following statement to appear on
this form. Any person who knowingly presents a false or fraudulent claim for payment of a loss is subject to
criminal and civil penalties.

ARKANSAS, DISTRICT OF COLUMBIA, LOUISIANA and RHODE ISLAND RESIDENTS — Any person who knowingly
presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an application for
insurance is guilty of a crime and may be subject to fines and confinement in prison.

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.

KENTUCKY RESIDENTS —Any person who knowingly and with intent to defraud any insurance company or other person files a
statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning
any fact material thereto commits a fraudulent insurance act, which is a crime.

MAINE and WASHINGTON RESIDENTS —Any person who knowingly provides false, incomplete, or misleading
information to an insurance company for the purpose of defrauding the company commits a crime. Penalties
include imprisonment, fines, and denial of insurance benefits.
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MARYLAND RESIDENTS —Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit
or who knowingly or willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and
confinement in prison.

NEW HAMPSHIRE RESIDENTS —Any person who, with a purpose to injure, defraud, or deceive any insurance company, files a statement
of claim containing any false, incomplete, or misleading information is subject to prosecution and punishment for insurance fraud, as
provided in RSA 638:20.

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

NORTH CAROLINA RESIDENTS —Any person who, with the intent to injure, defraud, or deceive an insurer or insurance claimant, knowing
that the statement contains false information concerning a fact or matter material to the claim may be guilty of a Class H felony.

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.

PUERTO RICO RESIDENTS — Any person who knowingly and with the intention of defrauding presents false information in an insurance
application, or presents, helps, or causes the presentation of a fraudulent claim for the payment of a loss or any other benefit, or presents
more than one claim for the same damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each violation by a fine
of not less than five thousand dollars ($5,000) and not more than ten thousand dollars ($10,000), or a fixed term of imprisonment for three (3)
years, or both penalties. Should aggravating circumstances [be] present, the penalty thus established may be increased to a maximum of five
(5) years, if extenuating circumstances are present, it may be reduced to a minimum of two (2) years.

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

VIRGINIA RESIDENTS —Any person who, with the intent to defraud or knowing that he/she is facilitating a fraud against an insurer,
submits an application or files a claim containing a false or deceptive statement may have violated state law.

© 2019 Prudential Financial, Inc. and its related entities.

Prudential, the Prudential logo, and the Rock symbol are service marks of Prudential Financial, Inc. and its related entities, registered in many jurisdictions worldwide.

GL.2003.239  Ed. 8/2019

*6 9 2 0 2 0 6 *

6900338 Page 6 of 6





Accessibility Report



		Filename: 

		6900338_Employee_Statement_GL.2003.239_rF.pdf






		Report created by: 

		Kennedy, Benitto (Cognizant)


		Organization: 

		Prudential





 [Personal and organization information from the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.



		Needs manual check: 0


		Passed manually: 2


		Failed manually: 0


		Skipped: 1


		Passed: 29


		Failed: 0





Detailed Report



		Document




		Rule Name		Status		Description


		Accessibility permission flag		Passed		Accessibility permission flag must be set


		Image-only PDF		Passed		Document is not image-only PDF


		Tagged PDF		Passed		Document is tagged PDF


		Logical Reading Order		Passed manually		Document structure provides a logical reading order


		Primary language		Passed		Text language is specified


		Title		Passed		Document title is showing in title bar


		Bookmarks		Passed		Bookmarks are present in large documents


		Color contrast		Passed manually		Document has appropriate color contrast


		Page Content




		Rule Name		Status		Description


		Tagged content		Passed		All page content is tagged


		Tagged annotations		Passed		All annotations are tagged


		Tab order		Passed		Tab order is consistent with structure order


		Character encoding		Passed		Reliable character encoding is provided


		Tagged multimedia		Passed		All multimedia objects are tagged


		Screen flicker		Passed		Page will not cause screen flicker


		Scripts		Passed		No inaccessible scripts


		Timed responses		Passed		Page does not require timed responses


		Navigation links		Passed		Navigation links are not repetitive


		Forms




		Rule Name		Status		Description


		Tagged form fields		Passed		All form fields are tagged


		Field descriptions		Passed		All form fields have description


		Alternate Text




		Rule Name		Status		Description


		Figures alternate text		Passed		Figures require alternate text


		Nested alternate text		Passed		Alternate text that will never be read


		Associated with content		Passed		Alternate text must be associated with some content


		Hides annotation		Passed		Alternate text should not hide annotation


		Other elements alternate text		Passed		Other elements that require alternate text


		Tables




		Rule Name		Status		Description


		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot


		TH and TD		Passed		TH and TD must be children of TR


		Headers		Passed		Tables should have headers


		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column


		Summary		Skipped		Tables must have a summary


		Lists




		Rule Name		Status		Description


		List items		Passed		LI must be a child of L


		Lbl and LBody		Passed		Lbl and LBody must be children of LI


		Headings




		Rule Name		Status		Description


		Appropriate nesting		Passed		Appropriate nesting







Back to Top
	gender: Off
	marital: Off
	Is Spouse Employed: Off
	Employer Name: 
	Control Number: 
	Branch number: 
	LocationDivision: 
	ee_first_name: 
	ee_middle_initial: 
	ee_last_name: 
	Social Security Number: 
	undefined: 
	undefined_2: 
	Address 2: 
	City: 
	Address 1: 
	state: 
	ZIP: 
	undefined_5: 
	cell ac: 
	cell exch: 
	cell ext: 
	Telephone Number: 
	undefined_3: 
	undefined_4: 
	Birth Date MM DD YYYY: 
	undefined_6: 
	undefined_7: 
	Email Address: 
	Work Telephone Number: 
	undefined_8: 
	undefined_9: 
	Date Last Worked MM DD YYYY: 
	undefined_10: 
	undefined_11: 
	Date First Absent MM DD YYYY: 
	undefined_12: 
	undefined_13: 
	Date First Treated for this Condition MM DD YYYY: 
	undefined_14: 
	undefined_15: 
	Date Expected to Return to Work MM DD YYYY: 
	undefined_16: 
	undefined_17: 
	Spouses Date of Birth MM DD YYYY: 
	undefined_18: 
	undefined_19: 
	Education Highest Grade Completed: 
	Number of Children Under 18: 
	DOB Youngest mm: 
	DOB Youngest dd: 
	DOB Youngest yyyy: 
	Occupation: 
	job category: Off
	Other (Please: 
	Physician First Name: 
	MI_2: 
	Physician Last Name: 
	Primary Telephone Number: 
	undefined_22: 
	undefined_23: 
	Fax Number: 
	undefined_24: 
	undefined_25: 
	Comb_12: 
	Suite: 
	City_2: 
	State_2: 
	ZIP Code: 
	undefined_26: 
	Specialty: 
	Physician First Name_2: 
	Physician Last Name_2: 
	Specialty_2: 
	Telephone Number_2: 
	undefined_27: 
	undefined_28: 
	Physician First Name_3: 
	Physician Last Name_3: 
	Specialty_3: 
	Telephone Number_3: 
	undefined_29: 
	undefined_30: 
	Physician First Name_4: 
	Physician Last Name_4: 
	Specialty_4: 
	Telephone Number_4: 
	undefined_31: 
	undefined_32: 
	undefined_35: 
	undefined_34: 
	To: 
	Name of Your Health Insurance company: 
	Telephone Number_5: 
	undefined_40: 
	undefined_41: 
	undefined_38: 
	Actual Delivery Date  MM DD YYYY: 
	undefined_39: 
	undefined_33: 
	If Hospitalized Give Dates MM DD YYYY: 
	From: 
	Estimated Delivery Date MM DD YYYY: 
	undefined_36: 
	undefined_37: 
	ever hospitalized: Off
	in_outpatient: Off
	What medical condition: 
	How does this: 
	dates of coverage: 
	lump sum payment: Off
	provide name add: 
	currently working: Off
	explain if currently working: 
	Is your disability a result of Sickness: Off
	Is your disability a result of Maternity: Off
	Is your disability a result of MVA: Off
	Is your disability a result of Other Accident: Off
	Is your disability a result of Slip/trip/fall: Off
	Is your disability a result of Work Related Injury/Illness: Off
	corr pref: Off
	comb_6: 
	undefined_45: 
	undefined_46: 
	comb_9: 
	undefined_47: 
	undefined_48: 
	undefined_51: 
	undefined_52: 
	undefined_53: 
	undefined_54: 
	undefined_55: 
	undefined_56: 
	undefined_59: 
	undefined_60: 
	undefined_61: 
	undefined_62: 
	undefined_63: 
	undefined_64: 
	undefined_67: 
	undefined_68: 
	undefined_69: 
	undefined_70: 
	undefined_71: 
	undefined_72: 
	undefined_75: 
	undefined_76: 
	undefined_77: 
	undefined_78: 
	undefined_79: 
	undefined_80: 
	undefined_83: 
	undefined_84: 
	undefined_85: 
	undefined_86: 
	undefined_87: 
	undefined_88: 
	undefined_91: 
	undefined_92: 
	undefined_93: 
	undefined_94: 
	undefined_95: 
	undefined_96: 
	undefined_99: 
	undefined_100: 
	undefined_101: 
	undefined_102: 
	undefined_103: 
	undefined_104: 
	undefined_57: 
	undefined_65: 
	undefined_73: 
	undefined_81: 
	undefined_89: 
	undefined_97: 
	undefined_58: 
	undefined_74: 
	undefined_82: 
	undefined_90: 
	undefined_98: 
	SS: Off
	ALI: Off
	Disa Paid: Off
	Pension: Off
	Othr: Off
	SDB: Off
	SC: Off
	No_3: 
	undefined_44: 
	undefined_49: 
	undefined_50: 
	WC: Off
	undefined_66: 
	DPA_freq: Off
	PR_freq: Off
	other_freq: Off
	Social Security Number a: 
	Social Security Number b: 
	Social Security Number c: 
	SC_freq: Off
	SDB_freq: Off
	SS_freq: Off
	WC_freq: Off
	ALI_freq: Off
	Check Box_a: Off
	Check Box_b: Off
	Check Box_c: Off
	bene ss_a 3: 
	bene ss_b 3: 
	bene ss_c 3: 
	Taxpayer sig_mm: 
	Taxpayer sig_dd: 
	Taxpayer sig_yyyy: 
	sig date mm: 
	sig date dd: 
	sig date yyyy: 


