
Prudentialffi- Financial
BASIC LTFE PLAN:

fr Specihed Disease Benefit (25%)
' I Tcrminal Illness Benefit (50%)

Living Benefit  0ption Glaim Form useroremptoyee/member

How to present a claim

1.  Disc losure Statement  and Tax Cert i f icat ion
Employees should f i rs t  carefu l ly  read the Disc losure Statement  below and s ign and date the Acknowledgement They should then
read the lmportant  Tax Informat ion and Tax Cert j f icat ion {page 8)  and complete,  s ign,  and date the Tax Cert i f icat ion

2.  L iv ing Benef i t  0pt ion Cla im Form
Both the "Fmployee Statement"  (page 2)  and the "Group Contract  Holder  Statement"  (page 4)  at tached to these inst ruct ions must
be completed.  Sect ion 1 of  the "Group Contract  Holder  Statement"  must  be completed i f  rhe c la im rs for  an employee/member or
for  a dependent  of  an employee The "Employee Statement"  should be completed and returned to the benef i ts  adminis t rator  (Group
Contract  Holder)

3. Aftending Physician Certif ication
Medical  ev idence of  terminal  i l lness should be submit ted on the At tending Physic ian 's  Cert i f icat ion form This form should be com-
pleted by the physic ian and cer t i fy  the nature of  the employee's  or  dependent 's  i l lness.  l1  should be mai led to Prudent ia l  wi th the
Liv ing Benef i t  Opt ion Cla im Form

4. Mai l  the completed forms to:

New Mexico Public Schools lns. Audr.
410 Old Taos Higlnvay
Sanla Fe. NM 8750I

Disclosure Statement
The money received f rom the L iv ing Benef i t  0pt ion can be us.ed for  any purpose.  l f  you exerc ise th is  opt ion and accept  payment ,  y0u
should be aware that  such payment  may adversely af fect  your  e l rg ib i l i ty  for  Medicaid or  other  government  benef i ts  or  ent i t lements.
In addi t ion,  the L iv ing Benef i t  0pt ion payment ,  or  a por t ion thereof ,  may be considered taxable income. Prudent ia l  recommends that
assis tance be sought  f rom a personal  tax advisor  and/or  an at torney regarding how elect ion of  th is  opt ion may af fect  Vour personal
s i tuat ion Prudent ia l  o f fers th is  opt ion based 0n 0ur  in terpretat ion of  current  law,  which may change over  t ime.

By e lect ing th is  opt ion,  the tota l  amount  of  employee term l i te  insurance otherwise payable at  death,  inc luding any amount  under an
extended death benef i t ,  wi l l  be reduced by the amount  paid under the L iv ing Benef i t  0pt ion Also,  qny amount  that  could otherwise
have been converted to an indiv idual  insurance c0ntract  wi l l  be reduced by the amount  paid under th is  opt ion

Acknowledqement:  I  have read the d isc losure in format ion above

Date (t,,ttvt !D vyiv)

mmtr-m
Employee's Signature

X mntl-m
Benef ic iary 's Signature (Fequired on y i f  i r revocable)

X

Date (trr,r ll vrrv)

-----r
Group Insurance I

OpTIONAL LIF,E (VLF) pLAN: l ir-ase se nd the completed form and all attachments to

, Termrnal Illness Benefit (50ulo)
Nerv Mexico Public Schools Ins. Auth.
'110 Old Taos Highrvay
Santa Fe. NM 87501

I 
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Prudentialffi,- Financial

Living Benefit 0ption Glaim Form useroremptoyee/member

u
Group Insurance I

I
Please send the completed form and a l l  a t tachments to '

Ner.v Mexico public Schools Ins. Auth.
+10 Old Taos Hiehwav
Sanra Fe, wtvl sTsot 

'

Employee Statement Please complete in full.
Name Sncial  Secur i ty  Number

llt-t tI tl-T]
Date ofmBirth {r,n,r t;rt vwv)

Home Address

I
Mr i l i nq  Add ress  { i f  d i f f e ren t )

| , r s t  d r y  wo rked  p  i 0 r  l 0  ' . u r r c l r t  d r , ah i l i l y  ( r '  v  r  ' '  ,  ) Date first treated by physician (r"r[,r oo rvvv)

ilmtl-m nm[l-m
- l f  c la im is  for  dependent ,  p lease provide the fo l lowing in format ion
Name

List  physic ians consul ted because of  th is  d isabi l i ty
Name

Dr.
Address

Soc ia l  S r : c r r r i t y  N r rmhe r Date of  Bi(h (ur"r  ln wvv)

Period Treated
Frorn (r,ru nl vrrv) Io {r'lur nr vvrr)

rumnrr mmt-tl-n
Dr.

Address

T0 (tltM lrD rrrv)

mmt]-m mm[T-I-t
mnrnTr mmnTt
mil[T-[l mntl-m

mutr-m miltl-T]
List  any hospi ta l  conf inements for  th is  d isabi l r ty
Name of  hospi ta l

Period Confined
from (ut,,t lo rrvv)

l f  you have any other  Prudent ia l  pol ic ies.  p lease show pol icy
numbe(s)  (complete as i t  per ta ins to employee or  dependent) :

Has this insurance been assigned? f l  v.r E to
Has any gOvernnrelr t  agency required that  yOu invOluntar i ly
exerc ise th is opt ion as a condi t ioI  for  obtain ing or
retarning a gOvcrnment benef i t  or  { . j f  t  j t lement '1

!v "  I *u

Has any credrtor  required that  you
exercise th is opt ion? ! v . ,  I to

0pt ional  Payment Elect ion
For cases s i tused in Connect icut .  Distr ibut i0n
w i l l be  l ump  sum paymen t  on l y .

f l  ruMP fl stx MoNTHLY
U SUM U INSTALLMENTS

I hereby certify that these statements are true

X

Date (r.rr,r lrr rwvi

ilmnm
Ernployee's Signature
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ffi'-Prudential Financial Cla imants  Soc ia l  Secur i ty  r r *Or , l

mmtl-m I
Authorizat ion for Release of lnformation to Prudent ial  Insurance Company

This Authorization is intended to comply with the HIPAA Privacy Rule

Name of Insured
First  Name lv l  Last  Name

!

I t l

D;te of  Biarh (H'rnr  r  r r  r r  r ' )

mmml]
I  author ize any heal th p lan,  physicran
provider that has provided treatment

First  Narne

health care professional, hospital. cl inic, laboratory, pharmacy, meoical facil i ty, or other health care
payment or services pertaining to.

Ml Last  Name

Print  Name of  L leceased or Pat ienl

0r 0n my (hrs/her)  behal f  ( "My Providers") to d isc lose my {hrs/her)  ent i re medical  record for  me or  my dependents and any other  heal th
informat ion concerning me (hrm/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 iencyVirus (HlV)  in fect ion and sexual ly
t ransmit ted d iseases.  This a lso inc ludes in format ion on the d iagnosis and t reatment  of  menta l  i l lness and the use of  a lcohcl ,  drugs,  and
tobacco, but excludes psychotherapy notes.

I  author ize a l l  non-heal th organizat ions,  any insurance company,  employer ,  0r  other  person 0r  inst i tu t ions to prov ide any in format ion,  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 to restrict my (hrs/her) orotected health intormation do
not  apply to th is  author izat ion and I  inst ruct  My Providers to re lease and d isc lose my (h is /her)  ent i re medical  record wi thout  rest r ic t ion

This in format ion is  to  be d isc losed under th is  Author izat ion so that  PrudentLal  may:  1)adminis ter  c la ims and determine or  f ,u l f i l l
responsibil i ty for coverage and provision of benefits, 2) obtain reinsurance; 3) administer coverage; and 4) conduct other legally
permiss ib le act iv i t ies that  re late to any coverage |  (he/she)  have (has)  or  have (has)  appl ied for  wi th Prudent ia l .

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 state law imposes a shorter duration A copy of this aurthorization is as vaId as the original. 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 la l  a t :  P0 Box 851 7,
Phi ladelphia,  PA 19101.  I  understand that  a revocat ion is  not  ef fect ive to the extent  that  anV of  My Providers has re l ied on th is
Authorization or to the extent that Prudential has a legal right t0 contest a claim under an insurance policy or t0 contest the policy itself.
I understand that any tnformation that is disclosed pursuant to this authorization may be redisclosed and no longer coverecl by federal
ru les governing pr ivacy and conf 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
th is  author izat ion

"Limi ts ,  i f  any:

Date (r"rrur Ln vvrr)

Signature of  nsured/Pat ient  or  Personal  Bepresentat ive

f-
Descr ipt i0n of  Personal  Bepresert tat ive s
Auth0r i ty  or  Relat i0n l . rh ip t0 Pat ient

mmlTT.l x
N0TICE T0 M0NTANA RESIDENTS: You or your authorized representrative are entit led to receive a copy of this Authoriz:ation, and
upon reQUest. a record of anv subsequent disclosures of oersonal or oriviJeoed information.
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lFtrdentia | @Financial
I

Group lnsurance I
I

Please send the comp eted form and all attachments to:

Nelv Mexico Public Schools Ins. Auth.
:tl0 Old Taos Highrvay
Santa Fe. NM 87501

I

Living Benefit Option Glaim Form usero,emptoveel'e'n"

Group Insurance Gontract Holder Statement To be completed by Employer/Plan Administrator Please complete all f ive secticns

Claimant 's
lnformation

M Last  Name

Soc ia l  Secu r r t y  N r r r nhe r Llate of Birth (r,t"r rrivrv) Date of t)isability (r"'rr'r or wvr)

mmtl-tT.] nmtl-m fT_l fT_l T-r-f-r.r
| | t l

! H , , t o l , I F e m a ] e I E m p | o y e e I S p o u , . [ c r . , r . r f l o r l , ,

First  Narne

Belat innshrp to Fnrplovee

!

AKA. l i rs t  Namc Lasl  Narne

zt Employee/
Member
lnformation

First  Name t\t l

T
Date of Birth {Nlr,4 I) YYYY)

fnT.t [l-1-I__lt  l  t t  r t ' , ' r l

Union fl parrtime 
ffit'

Norr rrnron f- l  t ,  t t r .  L |  ]
Where Imployed

Social  Secur i ty  Nurnbcr

f l  Hourly

f-] sotn'y
Tu tI ltr|-l

f l  L.uu. of Absence

f-l Hetirerl
fl vacation

f-l Temporary Layoff
f l  Discharqe

fl otn.,

ZIP Code

Last  Name

rmmtT-m
Datc of  Ernplnyrnert  ( r ' t t r t  r  r  r r r r )

mmtl-m
Occupat ion

l l  n0t  act ively at  work immediately pr ior  to d isabi l i ty ,  what was the reason? (At tach cxplanat i0n,  i f  appi icable.)

f l  Disabi l i ty

L  l  r les  qnen

Street  Address (where employed)

Ci ty Sta tem tl-il-u[T[t

Workcd (r',rrrr oo vrvv)

rI Employer/
Associat ion
lnformation

Su i t e

tl-[t-t
ZIP { ]ode

ll-tl-t[TTl
City

Telephone Number

I_Emm-t.l

Employer 's  Namc
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I Ptodentia | @Financial
Clarra rt  s Socia Securiry ,rrO., 

-- l f

[Imtl-T] |
E Inrurrn.,

Coverages

Group Coverage

f-l Basic Term Life

fl Optional Terrn Life

Complete only the coverage(s)  that  apply to th is c la im

Amou nt

$T
T

Salary Amount on Last  Day Worked

Fffective Date of Coverage {r,,1',r lo vvvv) Branch

ffi

$I[T-[-l mil
per

f-l Hn,,r ! weet fl vontn fl yro'

mromm m mmilrm nn[r]

Was insurance
r.vcr  assigned?

[ v e s  E t o

Control  Number

Maximum Amount Avai lable L lnder th i ;  L iv i rg Benet i t  0pt i0n

$![I-Itl-t.l m
Pleasc cnter  arnourr t  being c la i rned under each app icable coverage

Group Coverage Amount t0 be Distr ibuted

ln: '' '] ';"n: r,r]:"1''rl fl '"t f] no
i l r - l c . rsed  In  l JSt  two Ve. t rS /  

g 1f yes,provrdedate(n*,ror ivyr) 
[ I  m m]- l

Was evidence of  n
,,ir'r,uiiii1, tqri'.,t ,r | | vct [] tu
secure current  coverage?

. o r t , b " r o r \  [  ] ' . '  L l r u o
insrrance' /

Date Last Premiurn Paid (r,,rr"'r rro vvvv)

umtT-m
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[trudentia|@Financial
. , la imant 's  Soc ia l  Secur i ty  r r . * , ' l

[mmtl-m I
E

l-l Employer at address
lJ lrsted on previous paoe r ..-, Ner,v Mexico public Schools Ins. Auth

X + lo old raos Htghwav' Sanra Fe" NM 97501

Payment
lnformation

Mai l  payment to Claimant at  address
l is ted below

Please provide the fo l lowing informat ion about the c la imant

Name of  0 la imant Date of Bifth (r"r,,r uD yvyv)

I mmtl-m
Social  Secur i ty  Nrrmber Relat ionship to I rnployee Telephone Number

I m[r
Apt

l-lTl
1 P Code

L-il_mtl-m

[Im[ilF--l
Residence:  Street

StateCity

00rnpleted by (narne of  representat ive 0f  the cmployer 0r  benef i t  administrator)

Please pr int
0r lypc nafne

Sirrnatrrc X

Date {ur,'r nl vvvv)

nmrl-m

l G , * l

t
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Prudentialffi'- Financial
---r

Group Insurance i

Living Benefit Option Claim Form Attending Physician's Certification lprease p'ntr

Pat ient 's  Address

The pat ient  is  responsib le for  the complet ion of  th is  form wi thout  expense to Prudent ia l

Name of  Pat ient  Socia l  Secur i ty  Number Date of Birth (vv un 'rivv)

X

Fmplover 's  Name Control  Number

Date (HrHr lrr rrvr)

mmffi.l
Pat ient 's  Siqnature

I  hereby author ize re lease of  in format ion requested on th is  form by the below named physic ian for  the purpose of  c la im processing

Date of first visit (r"t"r ln vvir ) Date 0f last visist (rut",r nrr rrrr) Dat0 t0tal disabiiiiy began {vr,,r l I vvvv)

mn[rr-nmmtl-m umtr-m

|.iJl;,i:,#1|;,l1jre 
or handrinq ! v., I ,n

List  any l rospi ta l  con[ inements lor  lh is  d isrb i l i ty
Name ol To (r,ru rtr rvvr)

mtItr-m mmtT-m
To qualify for this benefit, your patient must have a l ife exoectancv of six (6) months or less.
f)ucs vorrr paricn^r rneer fl yes fl no << If claim is lbr specilied disease, indicate
thrs requiremert? t----r -- L r '" 

N/A lbr response to this question.
l f  "Yes , "b r i e f l yexp la in thebas i s fo ryou rop in iono f  t hepa t ren ts l r t eexpec tancy  P leasep rov lde thepa t i en t ' smos t recen tc l i n i ca l  r eco rds

Degree/Special ty le lephone Number

Per iod Conf ined
lrom (t,rt,,r Lrrr y'lr)

0D I  CM l l isease Codi t Present [ ]ond i t ion

resu ts o l  current  x r I  K.G.,  or  any ol l rer  sDect . ] l  lcst

Date(r"',roo,rrrt l-ll m |]-m
Signature

I  cLroorr316)

L
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[rr odentia | @Fi n a nci aI

I MPORTANT TAX I NFORMATION

This in format ion wi l l  he lp you complete the Tax Cert i f icat ion sect ion below, which is  requi red by the Internal  Bevenue Serv ice Please
read i t  carefu l ly  Prudent ia l  and i ts  representat ives cannot  g ive legal  or  tax advice You may wish t0 c0nsul t  your  tax or  legal  advisor
for  more in format ion.

Ci t izenship.  You must  ind icate i f  you are not  a U.S c i t izen or  res ident  a l ien ln  that  case,  you must  s tate the c0untry of  which you are
a c i t izen and submit  a completed IRS Form W-BBEN

Backup wi thhold ing.  You must  te l l  us i f  the IRS has not i f ied you that  you are subject  to  backup wi thhold ing because you drd not
repor t  a l l  your  taxable in terest  and drv idends 0n your  tax return.  You are n0t  subiect  to  backup wi thhold ing i f  e i ther  (a lyou
did not  receive such a not ice f rom the lRS, (b)  the IRS recent ly  to ld you that  you are no longer subject  to  a backup
wi thhold ing order ,  or  {c)  you are exempt f rom such wi thhold ing.

Taxpayer ldent i f icat ion Number and date of  b i r th .  You must  inc lude your  Taxpayer ldent i f icat ion Number (T lN) and date of  b i r th .
The TIN for  lhe cer t i f icate is .

.  Your Socral  Secur i ty  Number i f  you are an jndiv idual  or  the owner of  a sole propr ietorship

.  The Employer  ldent i f icat ion Number (ElN) i f  you represent  a t rust ,  estate,  corporat ion,  par tnership,  or  tax-exempt organizat ion

. The TIN of the grantor/trustee or that of the actual owner of a trust-l ike entity not recognized as a legal or valid trust under state law.

TaX Geftif iCatiOn (See lmportant Tax Information above for additional inlormation on this section)

lf this section is not completed, we may be required to withhold federal and state income tax.

Complete sect ion (a)  or  (b)  below:

(a) Under penalit ies of periury, I certify that my correct Taxpayer ldentif ication Number is:
Cla imanVAssignee s Socia l  Secur i ty  Number or  Employer  ldent i f icat ion Number Cla imant 's  Date of  Bi r th

tl-lunr[]

Group tnrurun.l
I

P lease send the completed form and a l l  a t tachments to:

New Mexico Public Schools Ins. Auth.
110 Old Taos Highrvay
Santa Fe. NM 87501

mm[[rTt
Complete the {o l lowing.  i f  appl icable.

I  am not  subiect  to  backup wi thhold ing for  the reasons stated under "Backup Withhold ing"  in  the lmportant  Tax
f nlormation section. (Check the box only if you are subject to backup wtthholding)

I  l nauebeenno t i f i edby the ln te rna l  RevenueServ i ce tha t l amsub lec t t obackupw i thho ld ingdue to
underreporting of interest or dividends.

(b)  I  I  am not  a U.S.  person ( inc lu ld ing res ident  a l ien) .  I  am a c i t izen of
(Attach clnpleted IHS Flrn W-?BEN, if applicable)

The Internal Revenue Service does not require your consent to any provision of this document other than the
certif ications required to avoid backup withholding.

lJate (r"tr LrLr vwv)

nntl-m
0laimant 's  Signature

|  ^ r  . ^ ^ .  r . ^  l ^ l
I  r r L . l U U l . I J J  l O /

I
I
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r-
I Prudential @Financial
I

t
Group Insurance I

Please send the completed form and all attachments to:

Nerv Mexico Public Schools Ins. Auth.
,ll0 Old Taos Highrvay
Santa Fe. NM 87501

WARNING: Any person who knowingly and with intent to injure, defraud, or deceive any insurance company
or other person, or knowing that he is faci l i tatrng 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, rs 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  in  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 i f  the applicant conceals, for the purpose of misleading, irrformation concerning any fact material
thereto.

CAIIF0BNIA 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 subject to fines and confinement
rn prs0n.

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

NEW Y0RK BESIDENTS- Any person who knowingly and with intent to def raud any insurance company or other person fi les an
appl icat 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,
information concerning any fact material thereto, commits a fraudulent insurance act. whrch is a crime, and shali also be subiect to a civil
penaltV not to exceed five thousand doilars and the stated value of the claim for each such violation.

PENNSYTVANIA RESIDENTS- Any person who knowingly and with intent to defraud any rnsurance company or other person fi les
an appl icat 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,
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

Prudent ia lF inanc ia l i saserv icemarko f  ThePrudent ia l lnsuranceCompanyof  Amer ica ,751 BroadSt ree t ,Newark ,NJ0T l02 ,USAand i tsa f f i l i a tes

I 
Glroor3r CI

I
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