


Wellness Benefit 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) Test or Service

Product (check all that apply) □ Accident □ Critical Illness □ Hospital Indemnity

Some test or services may not be available under your Wellness Benefit. Please refer to your Certificate of Coverage 

for eligible test and services. Please select the test or service you are claiming: 

□ 
Abdominal aorta ultrasound 

0 Colonoscopy □ 
Hemoccult stool 

□ 
Serum protein 

screening for aneurysms specimen electrophoresis 

□ Annual physical □ 
Doppler screening for 

□ lmmunizationNaccine □ Skin cancer biopsy
PVD 

□ Bone marrow testing □ Echocardiogram □ Lipid panel □ 
Stress test on bicycle

or treadmill

□ Carotid doppler □ 
EI ectrocard i ogra m

□ Mammogram □ Thermography
(EKG)

□ Chest x-rays □ Flexible sigmoidoscopy □ 
Pap smear/ThinPrep

□ 
Triglycerides blood

pap test test

□ Other:

I I 

Test or Service Date (mm/dd/yyyyl Physician/Facility Name Physician/Facility Telephone number 
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C) 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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