


Critical Illness Claim Form 

Claimant's Statement 

A) Member/Claimant Information

Member First Name 

I I 

Date of Birth (mm/dd/yyyyl 

Preferred Contact Number 

Street Address 

City 

Employer Name/Association 

Email Address 

Member Last Name 

Social Security Number 

Apt/Suite (optional) 

State 

If claimant is different from the member, provide claimant information. 

Claimant First Name Claimant Last Name 

ZIP Code 

I I Relationship to Member: □ Spouse/Domestic Partner □ Dependent

Date of Birth (mm/dd/yyyy) 

B) Covered Condition Information

Some conditions may not be available in your Critical Illness plan. Please refer to your Certificate of Coverage for 

covered conditions. Please select the condition you are claiming: 

□ Alzheimer's Disease □ Cystic Fibrosis □ Muscular Dystrophy □ Spina Bifida

□ Autism □ Down Syndrome □ Paralysis of Limbs □ Stroke

□ Cancer □ Heart Attack □ Renal (Kidney) Failure □ TIA

□ Cerebral Palsy □ 
Loss of Sight, Speech,

□ 
Severe Coronary Artery

□ Third-Degree Burns
and Hearing Disease

□ Cleft Palate/Lip □ 
Major Organ Transplant

□ Sickle Cell Anemia □ Type 1 Diabetes/Failure

□ Crohn's Disease

□ Other Conditions (Describe below)

Please note the availability of additional covered benefits depends upon your Certificate of Coverage and requires a 

claim on one of the above covered conditions. 

□ Egg Harvesting and

Cryopreservation
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□ Lodging /

Transportation
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□ National Cancer

Institute
□ Pet boarding facility
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E) Electronic Funds Transfer (EFT) Authorization

Bank Name 

Type of Account: □ Checking □ Savings

Branch Telephone 

Bank Transit Routing Number (9 digits) Bank Account Number 

I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I 

I authorize The Prudential Insurance Company of America (Prudential) to make electronic funds deposits of my 

Accident, Critical Illness, and/or Hospital Indemnity Insurance benefit payments (claim payments) into the above 

account. I understand that any deposit made to an inactive account will be returned to Prudential and reissued as a 

manual check. In addition, if any overpayment of such Accident, Critical Illness, and/or Hospital Indemnity Insurance 

benefits is credited to this account in error, I authorize Prudential to withdraw the difference between the benefit 

amount paid and the recalculated amount of the benefit actually due under the terms of the 

insurance coverage. 

My eligibility for any such benefits is governed by the terms and conditions of my Accident, Critical Illness, and/or 

Hospital Indemnity Insurance coverage and nothing in this authorization shall be deemed to be an approval of any 

such benefits. 

X 
I I 

Signature of the Member Date Signed (mm/dd/yyyy) 
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F) Tax Certification
Please complete any applicable portions of (b). See Definitions below for more information. 

(a) Under penalties of perjury, I certify that:

► I am a U.S. Person (including resident alien);
► The Social Security/Tax ID number provided in Part A above is my correct SSN/TIN;
► I am not subject to backup withholding due to failure to report interest or dividend income; and
► I am not subject to FATCA reporting.

(b) Check the boxes below, if applicable:

□ I am not a U.S. person (including resident alien). I am a citizen of __________ _
Attach the applicable IRS Form W-8 (BEN, BEN-E, ECI, EXP, IMY).

□ I am subject to backup withholding due to the failure to report interest or dividend income (see "Backup
Withholding" in the tax certification Information section).

□ I am subject to FATCA reporting.

Definitions 
BACKUP WITHHOLDING 
You must tell us if the IRS has notified you that you are subject to backup withholding because you didn't report all 
your taxable interest and dividends on your tax return. You are not subject to backup withholding if either (a) you did 
not receive such a notice from the IRS, (b) the IRS told you that you are no longer subject to a backup withholding 
order, or (c) you are exempt from such withholding. If you have been notified that you are subject to backup 
withholding, please check the box as indicated. 

FOREIGN ACCOUNT TAX COMPLIANCE ACT (FATCA) 
Any entity making a payment of U.S. source income must consider whether it is subject to FATCA. A payor must 
collect documentation about the payee's status or withhold at 30%. Nontaxable payments, such as income tax-free 
death benefits from nonqualified life insurance contracts, are not subject to FATCA. 

CITIZENSHIP 
You must indicate if you are not a U.S. Person (including resident alien). In that case, you must state the country in 
which you are a citizen and submit the applicable IRS Form W-8 (BEN, BEN-E, ECI, EXP, IMY). In most situations, 
the IRS Form W-8BEN will be the appropriate IRS Form W-8. 

G) Claimant Certification/Fraud Warning

I hereby certify that the answers I have provided to the foregoing questions are both complete and true to the best of 
my knowledge and belief. 

FLORIDA RESIDENTS - Any person knowingly and with intent to injure, defraud, or deceive any insurer files a 
statement of claim or an application containing 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. 

Signature of Claimant----------------------------------

Name Date (mm/dd/yyyy) I I

I signed this form on behalf of the claimant as ___________ (indicate relationship and attach copy 

of Power of Attorney, guardianship, conservatorship, etc. if applicable) 
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