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Group Insurance Contract Holder’s Statement  To be completed by Employer/Plan Administrator. Please complete sections 1-3.

1

2

Employee 
Information 	 	

First Name	 MI	 Last Name

    
Social Security Number

    
Date of Birth (mm dd yyyy) Gender

 
Male

 
Female

    
Home Telephone Number

 
Hourly

 
Salary

 
Union

    
Date of Employment (mm dd yyyy)

    
Date First Absent (mm dd yyyy)

    
Date Work Resumed (mm dd yyyy)

    
Date to Which Salary or Wage Was Paid (mm dd yyyy)

 
Non-Union

 
Part-Time

 
Exempt

 
Full-Time

 
Non-exempt

    
Date Last Worked (mm dd yyyy)

	Group Coverage	 Control Number	 Amount	 Effective Date of Coverage (mm dd yyyy)	 Branch

  $	      . 	     	
	  	     . 	     	
	  	     . 	     	
	  	     . 	     	
	  	     . 	     	
	  	     . 	     	
	  	     . 	     	
	  	     . 	     	
	  	     . 	     	
	  	     . 	     	
	  	     . 	     	
	  	     . 	     	

	Basic Term Life

	Optional Term Life

	� Dependent Optional 
Term Life

	Group Universal Life

	� Group Variable 
Universal Life

	� Optional  
Accidental Death

	 �Dependent Optional 
Accidental Death

	 �Critical Illness

	Accident Insurance

Base Salary Amount on Last Day Worked
Was insurance 
ever assigned?

 
Yes

 
No

$	      . 
per

Number of hours scheduled to work (if weekly)

 
Hour

 
Week

 
Month

 
Year

Complete only the coverage(s) that apply to this claim.

Insurance 
Coverages

For any optional or supplemental coverages, attach a copy of proof of enrollment

If “Yes,” please attach a copy of assignment and  
all related papers. For collateral assignment, please 
attach Assignee’s Statement of Indebtedness.

	 �Business Travel 
Accidental Death

	 �Dependent Critical 
Illness

	 �Dependent Accident 
Insurance
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Employee’s Social Security Number

 
Overtime     

Period From (mm dd yyyy)

If earnings include other forms of compensation, please indicate below:

Amount

    
To (mm dd yyyy)Type of Compensation

 
Bonus     	     .     

 
Other     	     .     

Description

    
If yes, provide date (mm dd yyyy)

Has insurance percentage/amount 
increased in the last two years?  

Yes
 

No

Is this employee covered for Total and Permanent Disability Benefits under this group life insurance policy?
 

Yes
 

No

Was evidence of insurability required  
to secure current coverage?  

Yes
 

No Is there contributory 
insurance?  

Yes
 

No     
Date Last Premium Paid (mm dd yyyy)

If no, provide date:
Was insurance in force on last day 
worked?

Has the employee converted any part of the group coverage to an individual policy?

 
Yes

 
No

 
Yes

 
No

    
Insurance Terminated (mm dd yyyy)

    
Conversion Privilege Offered (mm dd yyyy)

Did this employee elect the payment method, if eligible, prior to his or her  
disability? If “Yes,” provide proof of election, lump sum, or installment payments.  

Yes
 

No

Control NumberIs this employee covered under an 
LTD plan administered by Prudential?

Has the employee applied for coverage under the Portability Plan for your 
group coverage?

Survivor Benefit Life Applicable?

 
Yes

 
No

 
Yes

 
No

 
Yes

 
No

Please provide a detailed job description including any and all functional requirements.

3 Job 
Information Occupation Prior to Disability

Where Employed

Did employee cease work solely due to disability? If “No,” check off as applicable below:
 

Yes
 

No

 
Terminated

 
Resigned

 
Leave of Absence

 
Retired

 
Vacation

 
Temporary Layoff

 
Discharge

 
Other

$	      . 
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Employee’s Social Security Number

		

Street Address (where employed)	 Suite

	 	   
City	 State	 ZIP Code

    
Employer Telephone Number

Completed by (Please print or type)

Signature of 
Policyholder’s 
Representative     

Date (mm dd yyyy)

X

Email Address

Any person who knowingly and with intent to injure, defraud, or deceive any insurance company or other person,  
or knowing that he is facilitating commission of a fraud, submits incomplete, false, fraudulent, deceptive, or 
misleading facts or information when filing an insurance application or a statement of claim for payment of a loss or 
benefit commits a fraudulent insurance act, is/may be guilty of a crime, and may be prosecuted and punished under 
state law. Penalties may include fines, civil damages, and criminal penalties, including confinement in prison. In 
addition, an insurer may deny insurance benefits if false information materially related to a claim was provided by the 
applicant or if the applicant conceals, for the purpose of misleading, information concerning any fact material thereto.

I have read and understand the terms and requirements of the fraud warning and I certify the above 
statements are true.

© 2015 Prudential Financial, Inc. and its related entities.

Prudential, the Prudential logo, and the Rock symbol are service marks of Prudential Financial, Inc. and its related entities, registered in many  
jurisdictions worldwide.
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