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Gfoup Accidental  Iniufy Claim FOfm (ur. foremptoyee/memberanddependent injuryclarms)

Group tnsurance Contract Holder Statement To be compieted by Employer/Plan Administrator. Please complete all t ive sections

F*.nr=
lnformation

Ml Last  Name

-I

Group lnsurance ,
Please send the completed form and all attachments to.

Nerv Mexico Public Schools Ins. Attth.
rtl0 Old Taos Highway
Santa Fe. NM 87501

First Name n
mmrl-T] mmtl-ll mutr-f1-.1
Gender Belat tonshtp to Empioyee

[ t l u t . I F e m a l e f l E m n | o y e e l - - l s p o u , , ! c r . i r a f l o t n , ,

Date of Accrdent {r,/M trlr i Y//l

Social  Secuntv Number

Drd accrdent occur at  work?

! v.' f] *o

AKA Frrst  Name

Date of Birth (uvt ll rrrv)

mmtr-m

D a t e o f  L o s s { r r u r  , , , )

Sta te  o f  Accrdentm
Last Name

MI

I
z Employee/

Member
lnformation

Frrst Name

Social Security Number

Date of Employment (r,,rv rrl rrrv)

f--1 Drsabrlrty f] Ltuu.of Absence

[-l Fesrsnrd i--l Betrrec

Street Address {where employed)

Last Name

mmlrfl mmrl-m

I vacatron

f-l Temporary layofl

Staten

Date of Birth (tr,tw t I rrvY)

[- l un,on f-] Pu,tt i*.

f-l Non-un,on f-l trtt lru

Date Last  WorLed { ' rv  ,  ,  ,  , )

mnffi-l

l f  not  actrvelV at  work tmmediately pn0r t0 acctdent ,  what was the reason?

nntr-m

I  Drscharg.

I o,n.'
Apt

[T*t-[I
I I I I I

ZIP Code

[T-[fTt [[rn
l l l l l l l l l l l

City

Employers NameFtrprovrrl
Association
lnformation Surte

tl-m
ZIP Code

rml.l trll
State

il
Citv

Telephone Number

mmtr-m

/

Streel
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Clarnnnt 's So,a1 Securty ru,n.r '  

- l

ri-il[[[ll i
4,nrurrn. ,

Coverages

Group Covetage

f l  BascAD&D

f ]  optronal AD&D

Complete only the coverage(s) that apply to thls clajm

Control  Number Amount Effectrve Date of  Coverage (ur ' r  r , i .  , r " )  Erat tch

IF{/iwf,L$I ro ro ru E E r-rrl iTri-

trw Eromtr ruun]] r-m-

Salary Amount on Last Day Worked

$l [T_-l m m p,, f-lHou, lweet flMonth !vuu'
Please enter  the amount being c latmed under each appl tcable coverage

Group Coverage Amount to be Drstflbuted

$Ill_-nti-nartmmm
l s  there

contrbutory { I  Yes L l  No
insurance?

Date Last  Premrum Paid {vv .  )

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

l f  yes,  an of f icer  of  the company must prOvtde a wr l t ten
| | Yes | | l\0 statement vaildati0q the circumstances of the acc dent

Marl oavment to 
-_l Empl0yer at address

' J [sted on prevtous page
f l  Clarmantataddress
u l is ted beiow

Staten

EFPu,'rnt
lnformation

New Mcxico Public Schools [ns. Auth
410 Old Taos Highrvay
Sanra Fe. NM u75ol

Please provrde the fo l iowtng Intormatton

Name of  Clarmant

Social  Securr ty Number

mntl-m
Besidence

Da te  o f  B t r t h  (mr " r  i I  , r , l

mU[T-tTl
Telephone Numberr m[m

Apt

t-lrl
ZIP Code

[-ti-u tl-[r]

Relat ionshrp to Employee

City

Completed by (name of representative of the employer or benefit adminastrator)

Please pilnt
or type nanE

Srgnature

Date (rr,wr l l  rYiv)

nnr[m
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Prudentialffi,\r7 Financial clarmants 50c,ar  secu,  ty  Numtrer  I

rrrt fr- [T-fTt i
l l l l l l l l l l l l

E rrryryrt
ldentification
Number and
Certification

Prudential tequires your Taxpayer ldentification Number. The Taxpayer ldentification Number is either the
Social Security Number orthe Employer ldentification Number. lf you:

.  are an indivrdual ,  your  Taxpayer ldent i f icat ron Number is  the Socral  Securt ty  Number
o represent  a t rust  0r  estate,  the Taxpayer ldent i f icat ron Number rs  r ts  Employer  ldent i f rcatron Numbet
o represent  a minor ,  p lease provide the minor 's  Socta l  Secur i ty  Number.
.  are apply ing for  a laxpayer ldent i f icat ron Number,  p lease wrr te "appl ied for"  in  the space provtded

TAXPAYER I DENTI FI CATION NUM BER|/FORM W9 CERTI FI CATI ON:
Under penalties of periury, I certify that the number shown on this form is my correct Taxpayel
ldentification Number (Social Security Number). I fuilher cenify that dre citizen/residency status I have
listed on ftis form is rry correct citizen/residency status. I am not subiect to backup withholding because
(al I have not been notif ied by the Intemal Revenue Service (lRS) that I am subiect to backup withholding,
(b) the IRS has told me that I am no longer subiect to a backup withholding order, or (cl I am exempt from
backup withholding.

social security Number or Taxpayer ldentification Number of beneficiary tl-t-l m [TT_l

Check here only if you are subject to backup withholding:

[ | have been notif ied by the Internal Revenue Service that I am subiect to backup withholding rlue
to underreporting of interest or dividends.

I I am not a U.S. person (including resident alien]. I am a cit izen of I
(Attach conpleted IBS 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.

Date  (uu  l , l ,  '  i r r )

mmtl-[n
Srgnature
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E Authorization
for Release of
Information
to Prudential
lnsurance
Company

Thrs Author izat ion
is  in tended to
comply wi th the
HIPAA Prrvacy
Fu le

Date {:r,v rtr rrrr)

Name of lnsured
First Name

I

Last Name

Last Name

tvl

T
Date of Brrth {tLflrr lLr rvvv)

nmn-rl-
I  author ize any heal th p lan,  physrc ian,  heal th care professronal ,  hospi ta l ,  c l in ic ,  laboratory,  pharmacy,  medical  fac i l i ty ,  or
other health care provider that has provided treatment, payment or services pertaining to

MIrFrrst  Name

Print Name of Deceased or Patient

0r 0n my (hts/her)  behal f  ( "My Providers")  to  d isc lose my (hrs/her)  ent i re medical  record for  me 0r  my dependents
and any other  heal th in format ion concerning me ih im/her)  to  the Prudent ia l  Insurance Company of  Amer ica (Prudentra l )

and i ts  agents,  employees,  and representat ives This inc ludes in format ion on the d iagnosis 0r  t reatment  of  Human
lmmunodef ic iency Vi rus (HlV)  rnfect ion and sexual ly  t ransmit ted d iseases.  This a lso inc ludes in format ion on ihe
diagnosis and t reatment  of  menta l  i l lness and the use of  a lcohol ,  drugs,  and tobacco,  but  exc ludes psychotherapy notes

I  author ize a l l  non-heal th organrzat ions,  any Insurance c0mpany,  employer ,  or  other  person or  inst i tu t ions to prov ide any
informat ion,  data or  records re lat ing to credi t ,  f inancia l ,  earn ings,  t ravel ,  act iv i t ies or  employment  h is tory to Prudent ia l

Unless l imi ts*  are shown below, th is  form per ta ins to a l l  o f  the records l is ted above

By my s ignature below, I  acknowledge that  any agreements I  {he/she)  have made to rest r ic t  my (hrs/her)  protected
heal th in format ion do not  apply to th is  author izat ion and I  inst ruct  My Providers to re lease and d isc lose my (hts/her)

ent re medical record without restrrction

This in format ion is  to  be d isc losed under th is  Author izat ion so that  Prudent ia l  may 1)  adminrster  c la ims and determine or
fu l f i l l  responsib i l i ty  for  coverage and provis ion of  benef i ts ,  2)  obtarn re insurance;  3)  adminis ter  coverage,  and 4)  conduct
other  legal ly  permiss ib le act iv i t ies that  re late to any coverage |  (he/she)  have (has)  or  have (has)  appl ied tor  wi th Prudent  a l

This author izatron shal l  remain in  force for  24 months fo l lowing the date of  my s ignature below whi le  the coverage
rs in fo rce ,excep t t0 theex ten t tha ts ta te law imposesasho r te rdu ra t i on  Acopyo f  t h i sau tho r i za t i on i sasva l i das
the or ig inal .  I  understand that  I  have the r ight  to  revoke th is  author izat ion rn wr i t ing,  at  any t ime,  by sending a wr i t ten
request  for  revocat ion to Prudent ia l  a t  P0 Box 8517,  Phr ladelphia,  PA 19101 I  understand that  a rev0cat t0n rs  n0t
ef fect ive to the extent  that  anv of  Mv Provrders has re l ied on th is  Author izat ion or  to  the extent  that  Prudent ia l  has a
legal  r ight  t0  contest  a c la im under an insurance pol icy or  to  c0ntest  the pol icy i tse l f .  I  understand that  any in iormat ton
that  is  d isc losed pursuant  to th is  author izat ion may be redisc losed and no longer covered by federal  ru les govern ng
pr ivacy and confrdent ia l i ty  of  heal th in format ion.

I  unders land that  i f  I  re fuse to s ign th is  author izat ion to re lease my complete medical  record,  Prudent ia l  may not  be able
t0 pr0cess my claim for benefits and may not be able to make any benefit payments I understand that I have the right to
request and receive a copy of this authorization

.L imi ts ,  i f  any

Description of Personal Bepresentatrve's
Author i ty  or  Felat ionship to Patrent

copy of  th is  Author izat ion,  and upon

mntr-m
Signature of Insured/Patient or Personal Bepresentattve

N0TICE T0 MONTANA RESIDENTS: You or your authorized representative are entit led to receive a
request ,  a  record of  any subsequent  d isc losures of  personal  or  pr iv i leged informat ion

Page 4 of  7Ed 212003 02 2003-PDF



tt Ptudentia | @Financial
Clarmants Socral Securrty Numr' 

- l

tT-t-t Itrlr
Attending Physician's Statemeltt (Ptease print)

Please complete top sect ion and other  por t ion(s)  of  form that

Name of  Patrent

apply to ioss incurred
Date of First Treatment for Date of  Accrdent Causrng

2 Was there anV disease of condition prior to the date of the accrdent that might have served as contrtbuttng cause?
l f  so.  o lease descnbe Please test results and office notes from betore and

Were there contr ibut ing diseases/medical  condi t ions preceding thts accident? I  I  Yes

l f  "Yes."  o lease state draonosis and at tach re levant  c l in ical  records.
I t o

3 l f  physrcrans other than yoursel f  t reated the insured for  th is contr ibutory condtt ion,  p lease give the fo l lowing

Name of  Physic ian Telephqte Number Date Treated {utu t  ,  , ,  , )

mmtl-T] [a[irT]
Address

I i
mmr[mmutrmDr.

Address

4 lf treated at a hospital, give name of instrtutron with dates of admssion and discharge

Name of hospital Date Admrtted {t,nr t l rrrr) Date Discharged {,vr t tt'J

l f  c la im is lor  loss of  l imb,

Bisht Hand ! nmu,

fl e'to*

Left Hancl f] nnout

f-l s.to*

please indicate whelher the

Wrrst-Oate of Amputatron

UM
Wrist-Date of Amputation

tllM

loss is  above the wr ist  or  ankl  e:

(rv[/ oL] YrfY)nru
(r,rv urr rrrr)

[l ll

Bight  Foot

Left Foot.

I nnou.

[l e,to*

fl Arou.
f- lg'to*

Ankle-Date of  Amputat ion

r-f'tTl
l l l l l

Ankle-Date of Amputation

( u t ' , 1  i ' r ' 1

TT-fT I
t t l t l
( u L , t  L , L ,  i ' r ' )

tL]L|l I T I i
Uncorrected

l l  c la im is for  loss of  v is ion,  p lease complete lhe lo l lowing:

1 Vis ion acut ty

a Date of first observation {uv tl rvvr)

Corrected
Right Eye

I I
Bight Eye

3. l f  tota l ly  b l ind,  g ive date when th is occurred

mLn[m
b Date of last observation (urr,r ll vvvv)

nmrl-m
2 From what date has vrsion recorded in question 1b existed?

Left Eye

Ed 212003 I ilil ilil ilil| lllll lllll llll llll
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[P t 
"denti 

a | @Fi n a nci al
---r

Clarmants Socral  Securr tv Number I

mmti r-Il
4 lf eye has been enucleated, grve date

Brght Eye iuv rrrr rrrr) Left Eye (vv ol vvvv)
In your opinron, can visrolt be improvedty f-l yes fl ruo
treatment, surgery, or correctrve lettses/ u u

5a

bmmnTr.l nmtr-il
l {  c la im is lor  loss of  speech, p lease complete lhe lo l lowing:

2 What rs the rn l oss  o f  vocahzat ton?1 Becord  o f  speech

a Llate of f irst 0bservatron iMM I t 1r/r)

mmtr-m
b Date of last observation (vr,r rri, ivvv)

mntl-m L
l f  c la im is for  loss of  hear ing,  p lease complete the fo l lowing:

1 Heanno Acurtv

Bight  Ear Lef t  Ear

Bight  Ear

a Wrth ampl i f icat ion device b Without amphfrcatron device
Btght  Eat Lef t  Far Bight  Ear left Ear

a Date of f irst observation (rvt,t trt, vtrr)

rn [Tt fT-rT t
t t t t t r t t r r l
b Date of last observation (rvrv L,t rrrr)

n-t[n tTTn
l l l l l l l l l l

2 Please provide the speech receptron threshold 3 Please provrde the speech discrimination score

a Wrth amphhcatton device
Brght  Ear Lef t  Ear

b Wrthout  amphfrcatron devrce
Rrght Ear Let t  Ear

[ l[ l [dbll l I  o / |  o l
I  T o l l  7 o lol

to
ol
to

l f  c la im is lor  paralys is or
1 Becord ot  paralysrs

" loss of  use,"  p lease complete lhe lo l lowing

a Descnbe the

b Descr ibe the loss of  funct ior t

rosis causinq paralvsis

l f  c la im is  f  o r  coma,  p lease comple te  the  fo l low ing :
' l 

Record of coma

a Date of onset (vt.t l ir vvrr)

[n n] rT-rn
1 t | |  r r t r t l l
b Date patient Iast observed as comatose {vv Dl vvrv)

[T-] [n tTTn
t l | |  t t t t t t r

Name of Attending Physician (Please prrnt) Degree/Speciqlty Telephone Number

Fmm''[I-n

Date(uuoovvvv) mmTT-mX
Srgnature
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Prudentialffi,- Financial

WARNING: Any person who knowingly and with intent to injure, defraud, or deceive any insurance company
0r 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 f i l ing a statement of claim for payment of a loss or benefit
commits a fraudulent insurance act, is guil ty of a crime, and may be prosecuted and punished under state law
Penalt ies may include i ines, civi l  damages, and criminal penalt ies, including confinement in prison. In additton,
an insurer may deny insurance benefits i f  false information material ly related to a claim was provtded by the
applicant or i f  the applicant conceals, for the purpose of misleading, information concerning any fact material
thereto.

CA[IFQRNIA RESIDENTS- For your protection, California law requires the following t0 appear on this form Any person who

knowingly pfesents a fa lse or  f raudulent  c la im for  the payment  of  a loss is  gur l ty  of  a cr ime and may be sublect  to  f ines and conf inement
in pr ison.

NEW JERSEY RESIDENTS-Any person who rnc ludes anyta lse or  mis leading in tormat ton on an appl icat ion tor  an insurance pol icy ts
subrect  to  crrmrnal  and uvr l  nenal t tes.

NEW Y$RK RESIDENTS- Any person who knowingly and with intent to defraud any insurance c0mpany or other person fi les an

applrcat ion for  insurance or  s tatement  of  c la im conta in ing mater ia l ly fa lse in format ion,  or  conceals,  for  the purpose of  mis leading,
in format ion concerning anyfact  mater ia l  thereto,  commits a f raudulent  insurance act ,  which is  a cr ime,  and shal1 a lso be sublect  to  a t  v  I

oenal tv  not  to  exceed f ive thousand dol lars and the stated value of  the c la im for  each such v io lat ion

PENNSYLVANIA RESIDENTS- Any person who knowingly and with Intent to detraud any rnsurance c0mpany or other petson ti les

an appl icat ion for  insurance 0r  s tatement  of  c la im conta inrng mater ia l ly  fa lse in format ion or  conceals,  for  the purpose of  mis leading,
in format ion concerning any fact  thereto,  commits a f raudulent  rnsurance act ,  which is  a cr ime and subjects such person to cr imrnal  and

civ i l  penal t ies

Pruden t ra l  F inanc ia l  i sase rv i cemarko f  ThePruden t i a l  I nsu ranceCompanyo f  Amer i ca ,75 l  B roadS t ree t ,Newark ,N i0T l02 ,USAand i t sa f f i l i a tes

Claimant's Socral Security rutO*-l

n-n[[m-n I

- l

r a q e / o I i  l
l

I

t o c Ed 212003 | ilil ilililil llllllllllllll llll 02 2003-PDF


