


Preferential Beneficiary's Statement 
----------------

A) General Information

Employer's Name Certificate Number 

Member First Name Member Last Name 

Deceased First Name Deceased Last Name 

Date of Birth (mm/dd/yyyyl Date of Death (mm/dd/yyyyl Member Social Security Number Relationship to Member 

B) Highest Surviving Class
Please select one of the following: 

The highest surviving class of heirs to which benefit proceeds should be payable in the absence of a designated beneficiary: 

□ Spouse □ Child(ren) □ Parent(s) □ Sibling(s) □ Estate

C) Claimant Information
Claimant 1 

First Name Last Name 

Social Security Number/TIN Relationship to Deceased Date of Birth (mm/dd/yyyy) 

Residence: Street Apt Telephone Number 

City State ZIP Code 

Claimant 2 

First Name Last Name 

Social Security Number/TIN Relationship to Deceased Date of Birth (mm/dd/yyyy) 

Residence: Street Apt Telephone Number 

City State ZIP Code 

This form is supplied as a convenience to potential claimants. Prudential may require additional information from 

potential clients in order to pay benefits due under the Supplemental Health policy. By supplying this suggested form, 

Prudential does not offer any legal advice. 
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C) Claimant Information - Continued
If additional space is required, please continue on this page. Additional copies of this page can be made if necessary. 

Otherwise, please review and sign below. 

Claimant 3 

First Name Last Name 

Social Security Number/TIN Relationship to Deceased Date of Birth (mm/dd/yyyy) 

Residence: Street Apt Telephone Number 

City State ZIP Code 

Claimant 4 

First Name Last Name 

Social Security Number/TIN Relationship to Deceased Date of Birth (mm/dd/yyyy) 

Residence: Street Apt Telephone Number 

City State ZIP Code 

D) 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) 
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