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Please send the coinpleted for  i , '  ' ; : r t j  a l l  a t tachments to
Ner.v Mexico Public Schools Ins. Auth.
410 Old Taos Highway
Santa Fe. NM 87-501

Group Life Insurance Claim Form {urcforemptoyce/rnemberanddependentdearhclainr;

How to complete and submit a Group life Insurance Glaim Form

1. Complete Sect ions 1,2,3,4,  and 5of  the Group ContractHolderStatement  por t ion o l the Group L i fe tnr ;urance Cla im
Form. Sect ion 1 must  be completed i f  the c la im is  for  an employee/member,  or  for  a depcnCent  of  an : rnployee.  Please
be sure to complete the "Belat ionship to Employee" b lock.
For Dependent Term Life coverage on children, the employee is always the beneficiary. For Depen.tent Term Lite, I iLrverage 0n
sp0uses,  the employee is  usual ly  the benef ic iary,  except  for  cer ta in Group Universal  Lr fe and GrcLrp Var iable Univeisal  L i fe  coverage,
in which the employee may be able to speci fy  other  benef ic iar ies

2. Detach the Beneficiary Statemenl* and give a copy t0 each beneficiary. Ask each beneficiary to corrplete it and return
i t  to  you.
l f  there are mul t ip le benef ic iar ies,  each benef ic iary should complete th is  form l t  is  only  necessary for  you to sul r r r t r t  one Group
Contract  Holder  Statement ,  regardless of  the number of  Benef ic iary Statements completed.  I f  yo ' - r  have dr f f rcu l t r i  i tb ta in ing forms
f  rom al l  benef ic iar ies,  p lease submit  the in f  ormat ion you have

who assumed responsibi l i ty  f0r  the estate or  benef ic iarV

3. Return both the Group Contract Holder Statement and the Beneficiary Statement{s} with the required documents noted
below to:

Nerv Me.r ico Publ ic  Scl tools  lns.  Aulh.
410 Old Taos Highwal'
Santa Fe. NM tl750l

Documents to submit to Prudential
Submit  the Group Contract  Holder  Statement ,  Benef ic iary
Statement{s) ,  and the fo l lowing at tachments

A certif ied copy of the death certif icate

A copy of  the employee's  enro l lment  card,  i f  avai lable.

Any benef ic iary changes,  r f  appl rcable

Legal  documentat ion of  the benef ic iary for  the fo l lowing
SI IUA I IONS:

l f  the benefrc iary is
(a)  an estate,  minor ,  or  not  c0mpetent  to  handle f inan-

c ia l  a f fa i rs :  at tach a cer t i f ied copy of  the cour t  order
appoint ing the legal  representat ive

(b)  a t rust :  inc lude a le t ter  ver i fy ing tha ' rhe t rust  is  s t i l l  in
effect if the trust is a testamentary, ai.tach a certif ied
copy of  the wi l l  and a cer t i f ied copy, . r f  the testamentary.

(c)  no longer l iv ing:  inc lude a copy of  the, leath cer t i f icate

l f  the insurance was assigncd,  at tach a ccp 'v  of  the assignment
and a l l  re lated papers.  l f  i t  is  a col la tera l  ass ignment ,  at tach
the assignee's statement of indebtedness

l f  an accidenta l  death c la im is  being f i led,  at tach support ing
informat ion,  such as a pol ice repor t  0r  nev! / : ipaper c l ipp ings

l f  a  Business Travel  Accident  (BTA)c la im is  being f i led,  at tach
informat ion requested in  (7)  together  wi th r locumentat ion
fur ther  substant ia t ing the loss,  such as a 1, ip  i t inerary,  t ravel
trckets, etc.

I 
Grcs5o s*d'd
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Prudential@Financial

Group Li fe Insufance Claim Form (Useforemptoyee/memberanddepencler id,-athctaims)

Group lnsurance Contract Holder Statement To be completed by Ennployer/Plan Adrrrinistrator Please complete all f ive sections.

I  Drr"ur"d ' ,  
; : t ' r  N i  rc

Information
Social  Secur i ty  Number Date of Brrtn (rut,r oo vvrv) Date of Death (r,t"r or] vvvv)

milml.l umtfl-il mntl-m

I
Group Insurance 

i
Please send the completed form and a l l  a t tachments to:

New Mexico Public Schools Ins. Auth.
410 Old Taos Highr.vay
Santa Fe. NM 87501

tvl

T

Bclat ionship to Employee

l _ - . ] v , t o f l , , ' o n E l r . p | o y e e f l S p o ' . e | _ j n t ' i t . l f ] . , , , ' * ,

Did employee have accidenta dcath coverage?

[ ]v"  E ro

AKA: First  Name
mmliil
Datc cf Accide nt (r"tur n, r'r) State of

tT

State of
Bes idcnce

Accident

i\'ame

zt Ml  l asT  NameEmployee/
Member
Information

First  Name

Social  Secur i ty  Numbcr
!

Citv Statem

D a t e  o f  B i r t l r  ( r  r f i j  r r r  r , Y , )

[Imtr-m EmtlT.]
Datc of  tnrp oyment ( r , t t  l l  rvvr)

mm[il fl Hourty

[] soto'y
Tu nmm-tUnion fl Port Ti'nt

Non union f l  l ,  t r i r .

Where Errrp uyot l

Date Last Worked (r,lv nn rvvv)

0ccupat ion

l f  n0t  act ively at  work immediatc ly pr ior  to death,  what was the reason?

f l  Disabi l i ty  f - l  Lrnur of  Absence f - l  vacat ion

f l  Resigned f-l Retirea

Street  Address (where emp oyed)

f-l Temporary Layoff
I  Discharge

[  , , r . ,

Apt

tl-m
l l P  Code

[I-tl-f-t tT-[t]
EI Employer/

Association
Information

Employer 's  Name

Telephone Number

lumnrt

Suite

tT-tl-l
ZIP Code

tl-[-t.] i-T-[r.]
StatemCity

ry 02.2003-PDF



ffi,-Prudential Financial Deceased s Social Ser,'rr ity rr",,..--I|l[rmnrr I
E lnrurrn.,

Coverages

Group Coverage

l-l Basic Term Life

f- l  Opt ional  Term Li fe

;-1 Dependent Opt ional
I  l T e r m l r f e

Complete only the coverage(s)  that  appiy t0 th is c la im

Control  Number Arnount Effective Date of Coverage (ur,,r ro vvw) Branch

$IlT-[-l mm mn[T-[n n-t-]-tl
Iru[rm mmm m]-il

nrfff,frl rmru]n mnrTn Lt | |

f ]  Accidental Death lmmm mutr-m

Su 'u t y  A r r r ou r l  nn  l , r s  f l . r y  Wor . . ' l

$I [T-[-] tT-I m
per

fl rorr I weet fl H.,tonrn I vuor.

Was insurancc
ever assiqned?

! ves f] to

l1  yes,  p lease at tach a c0py oi  assigrrrnent
and al l  re ated papers.  For col  ateral
asslgnnrent ,  p lease at tach assignee's
statement of  indebtedness.

I )l l l ' ; ' i l i l l l"l 'oi" 1 ". E uo
l l l c r e J S e r l  l l l  l J s I  I W O  V e J r S l  L

f yes, provicledate(r"rurorrr'rl, 
[fl [n |-[m

Was evidence of
insurabi l  i ty  required to
secure current  coverage?

[ v e s  I t o
l s  l he re
, 6 1 r 1 , 1 , " 1 g 1 y  L  l ' . .  I  l N o
insurance?

Date Last  Premium Paid (ru l l r  on vrrr )

mmtI-tT]
Was insurance
ir torce or, I  I  Yes Ll No
date of death?

l f  no,
provr0e 0ate
(t"tt,t lrr riri):

lnsurance Terminated Conversion Pr iv i lege Offered ( i f  avai lable)

mmirTl.t numTt
Did t l -e ernployee und, or  l l re cove ed uepenoe r l
suf fer  a loss as c le i lned by the BTA contr ic tz I  I  Yes |  |  Nn

l f  yes,  an of f icer  0f  the c0mpany rnust  provide a wr i t ten
statement val idat ing the c i rcurnstances 0f  the accidental  death

I 
GL.eB50 s*d"d

I
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ffi-Prudential Financial Deceaseds Sor 'a l  Secur i tv  r r r * , - l

ulull]I I
E Nerv Mexico Public Schools Ins. Auth.

X 'llo Old Taos Highr,vay
Santa Fe. NM 87501

Payment
lnformation

Mai l  payment to tr Employer at  address
l is ted on previous page

l--l Beneficiarylies) at
LJ addressles) l isted below

Date ofn Bir th (uru rn vvvv)

il[I-m
Telephone Number

Imm]
Apt

[T-Tl
ZIP Code

[tl-[l tTT-l-t

Social  Secur i ty  Number

miltr-m
StatenCity

Name of  Benef ic iary

Re at ionship to l leceased

Residenr;e:  Street

Namp of  Benef c i , t rV Date of Birth (r,l,r oo vvrv)

llmnrll I
Social  Secur i ty  Numbcr Relat ionship to Deccascd

Residence:  Streel

mmnrrl
Telephone Number

trnmtml
Statem

Apt

tl-m
ZIP Codc

[tl-[l tl-fu
City

0omp eted by (name of  representat ive 0f  the emplOyer 0r  benef i t  administratcn)

Please pr int
0r  tvpe name

Signature X

Date (r,,rr'l or yvvr)

nm[Ll
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ltt"dentia | @Financial
Beneficiary Statement

Each benef ic iaryshould complete Sect ions 1,2,and 3 l f  accrdenta l  death or  Business Travel  Accident  benef i ts  are being c la imed,
Sectjon 4 should also be completed. Feturn the form to the deceased's Employer/Plan Administrator.

E Deceased's
lnformation

First  Name

Social  Secur i ty  Number

mmtl-m

N/l

T
Last  Name

M I

!
7t Beneficiary's

lnformation
I i rs t  Name

Street

Telephone Number

tr-ltT-lm-n

Last Narne

l lP  Code0itv Statcn urt-lilTt
Date of tsirth (r"lr"r nr vvrv)

tr!lnrl
EI Taxpayer

ldent i f icat ion
Number and
Certification

Prudential requires your Taxpayer ldentif ication Number. The Taxpayer ldentif ication Number is either the
Social Security Number or the Employer ldentif ication Number. lf you:

.  are an indiv idual ,  yourTaxpayer ldent i f icat ion Number is  the Socia l  Secur i ty  Number.

. represent a trust 0r estate, the Taxpayer ldentif ication Number is its Employer ldentif ication Number

.  represent  a minor ,  p lease provide the minor 's  Socia l  Secur i ty  Number.

. are applying for a Taxpayer ldentif ication Numbet please write "applied for" rn the space provided

TAXPAYER IDENTIFICATION N UMBER/FOBM W9 CERTI FICATION:
Under penalties ol perjury, I certi ly that the number shown on this form is my correct Taxpayer
ldentif ication Number (Social Security Number). I further certify that the cit izen/residency status I have
listed on this form is my correct cit izen/residency status. I am not sublect to backup withholding because
(a) lhave notbeen not i f ied bythe InternalRevenue Serv ice( lRSl that lamsubject to backupwi thhold ing,
(b) the IRS has told me that I am no longer subiect to a backup withholding orde[ or (c) | am exempt from
backup wi thhold ing.

Social Security Number orTaxpayer ldentification Number of beneficiary tl*tl m m-f-l

Check here only i f  you are subject  to  backup wi thhold ing:

!  l t r avebeenno t i f i edby the ln te rna lRevenuese rv i ce tha t l amsub jec t t obackupw i thho ld ingdue
to underreporting of interest or dividends.

I  I  am not a U.S. person ( including resident al ien).  I  am a cir izen ol
lArtach completed IBS form W BtsEN, if applrcable)

The Internal Revenue Service does not require your c0nsent to any provision of this document other
than the cer t i f icat ions requi red to avoid backup wi thhold ing.

uate l[41"1 00 Y\'rY)

mmrl-m
Signature

I 
GLrB50 st-d"d

T
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ffi-Prudential Financial

Information r_1
toPrudent ia l  |  |  |  |  I  I  I  I  |  |  I  |  |  |  |  |  L l

Deceased's Social Security rur,rr l
r-T--r--r r--fr I-_ITI Il l l l l l l l l l r r ,

Benefic iary Statement t t  t l t ing for an accidental  death claim, please complere Semion 4 below

for Belease of ,ur' ,ur. rvr Lasr Name

companv 
mm[[m

Insurance Date of Brnn t"^r ro vrvrr

First  Name

Date (rur.'t ro vvvi)

This Authorization
is intended to
comply with the
HIPAA Prrvacy
Bu le

lauthor ize any heal th p lan,  physic ian,  heal th care professional ,  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.

N/l  Last  Name

T
Print  Nanre of  Deceased or Pat ient

or on my (h is /her)  behal f  ( "My Providers") to d isc lose my (h is /her)  ent i re medical  record for  me 0r  my dependents
and any other  heal th in format ion concerning me (h im/her)  to  the Prudent ia l  Insurance Company of  Amer ica {Prudent ia l )
and i ts  agents,  employees,  and representat ives.  This inc ludes in format jon on the d iagnosis 0r  t reatment  of  Human
lmmunodef ic iency Vi rus {HlV}  in fect ion and sexual ly  t ransmit ted d iseases.  This a lso inc ludes in format ion on the
diagnosis and treatment of mental i l lness and the use of alcohol, drugs, and tobacco, but excludes psychotherapy notes

I authorize all non-health organizations, any insurance company, employer, or other person or institutions to provide any
information, data or records relating to credit, f inancial, earnings, travel, 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 agreements | (he/she) have made t0 restnct my (hislher) protected
health information do not apply to this authorization and I instruct My Providers to release and disclose my (his/rrerl
entire medical record wrthout restriction.

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

This author izat ion shal l  remain in  force for  24 months fo l lowing the date of  my s ignature below, whi le  the coverage
is in  force,  except  t0 the extent  that  s tate law imposes a shor ter  durat ion A copy of  th is  author izat ion is  as val id  as
the or ig inal .  I  understand that  I  have the r ight  to  revoke th is  author izat ion in  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 851 7,  Phi ladelphia,  PA 1 91 01 |  understand that  a revocat ion is  not
effective to the extent that any of My Providers has relied on this Authorization or t0 the extent that Prudentiar nas a
legal  r ight  to  c0ntest  a c la im under an insurance pol icy or  to  contest  the pol icy i tse l f  I  understand that  any in format ion
that  is  d isc losed pursuant  to th is  author izat ion hay be redisc losed and no longer covered by federal  ru les governrng
pr ivacy and cont ident ia l i ty  of  heal th in format ion.

I understand that if I 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 l understand that i have the right t0
request and receive a copy of this authorization.

* l imi ts ,  i f  any:

Signature 0f  nsured, 'Pat ient  or  Personal  Bepresentat ive Descr ipt ion of  Personal  [ iepresentat ive 's
Auth0r i ty  or  Eelat i0nship to Pat ient

N0TICE T0 M0NTANA RESIDENTS: You or your authorized representative are entitled to receive a copy of this Authorization, and upon
request, a record of anv subsequent disclosures of oersonal or orivileoed information.

mmlT-ll r

I 
cLssso s.rd"d

I
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ffi-Prudential Financial
I

Group Insurance 
I

Please send the completed form and al l  at tachments to:

Nerv Mexico Public Schools Ins. Auth.
,tl0 Old Taos Highr,vav
Sanra Fe. NM 97501

WARNING: Any person who knowingly and with intentto rnlure, defraud, e:r u:-ei,r0 any insurance company
or other person, or knowing that he rs faci l i tat ing cornmission of a fraud, submits incomplete, false. fraudulent,
deceptive, or misleaoing 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.
Penal t ies may inc lude f ines,  c iv i ldamages,  and cr iminal  penal t ies,  inc lud ing conf inement  rn pr ison.  In  addi t ion,
an insurer may deny insurance benefits i f  false information material ly related to a claim was provided by the
applicant or rf the applicant conceals, for the purpose of misleadrng, information concerning any fact material
thereto.

CALIF0RNIA RESIDENTS- For your protection, California law requires the following t0 appear on this form. Any person who
knowingly presents a false or fraudulent claim for the payment of a loss rs guilty of a crime and may be sublect to fines and confinement
in pr ison

NEW JERSEY RESIDENTS- Any person who includes any false or misleading informatron on an application for an insurance policv is
subject  to  cr iminal  and c iv i l  penal t ies

NEW Y0RK RESIDENTS- Any person who knowingly and with rntent to defraud any insurance company or other person fi les an
appl icat ion for  insurance 0r  s tatement  of  c larm conta in ing mater ia l ly  fa lse in format ion,  or  conceals.  for  the purpose of  mis leading,
informatton concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil
penaltv not to exceed five thousand dollars and the stated value of the claim for each such violation

PENNSYTVANIA RESIDENTS- Any person who knowingly and with intent to defraud any insurance c0mpany or other person fi les
an appl icat ion for  insurance 0r  s tatement  of  c la im conta in ing rnater ia l ly  fa lse in format ion or  conceals,  for  the purpose of  mis leading,
information concerning any fact thereto, commits a fraudulent insurance act, which is a crime and subjects such person to criminal and
civ i l  penal t ies

Pruden t i a lF inanc ia l i sase rv i cemarko f  ThePruden t i a l l nsu ranceCompanyo f  Amer i ca ,751  B roadS t ree t ,Newark ,NJ0T l02 ,USAand i t sa f f i l i a tes

IGW
I
I
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