
Prudential reserves the right to request additional health information on the basis of the responses given to the above questions.

Short Form Health Statement

GROUP INSURANCE

Please answer these questions, to the best of your knowledge and belief, by checking “Yes” or “No”. Note: In this section, “you” refers to the person for 
whom the insurance is being requested.

Do you currently have any disorder, condition, or disease that has been diagnosed or treated by a medical or other practitioner or are 
you currently taking prescription medication for any disorder, condition, or disease that has been diagnosed or treated by a medical or 
other practitioner (other than: acid reflux; allergies; cold; cough; herniated disc; high cholesterol; nonrheumatoid arthritis; overactive or 
underactive thyroid; or pregnancy)?

In the last five years have you been diagnosed with or treated for, by a medical or other practitioner, or been in a hospital or other  
facility for, any of the following?

Yes	 No

Employee

Name of Person for Whom Insurance is Being Requested

Yes	 No

Yes	 No

_

_ __ _

_ _

 (Submit a separate form for each person whose coverage requires Evidence of Insurability.)

0 0

Relationship to Employee   Self   Spouse or Domestic Partner

Coverage that requires Evidence of Insurability

Gender

 Female	  Male _ _

*LSFAFL001*
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•	Chest pain, heart disease or disorder, high blood pressure
•	Cancer, tumors
•	Respiratory disease or disorder of the lungs
•	Multiple sclerosis, epilepsy, seizure, stroke
•	Kidney, liver or pancreas disease or disorder

•	Diabetes
•	Mental or nervous disorder
•	Alcoholism, drug addiction
•	Chronic pain, rheumatoid arthritis, lupus
•	Colitis, Crohn’s disease, gastric bypass

In the last five years have you tested positive for exposure to the HIV infection or been diagnosed as having ARC or AIDS caused  
by the HIV infection or other sickness or condition derived from such infection?

First Name	 MI	 Last Name

Employer

Group Contract No.(s)	 Branch No.

Number and Street	 P.O. Box / Apt. Number

City	 State	 ZIP Code

Social Security Number	 Employee ID Number	 Telephone

Email Address

First Name	 MI	 Last Name	 Social Security Number

Date of Birth (mm-dd-yyyy)

The Prudential Insurance Company of America

Mail the completed form to:
The Prudential Insurance Company of America 

Group Medical Underwriting, P.O. Box 8796 
Philadelphia, PA 19176

Or fax the completed form to:
877-605-6671
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Spouse or Domestic PartnerEmployee  Life  Life



Important Notice: For residents of all states except: Alabama, Arkansas, District of Columbia, Florida, Kentucky, Louisiana, Maine, Maryland,  
New Jersey, New York, North Carolina, Pennsylvania, Puerto Rico, Rhode Island, Utah, Vermont, Virginia and Washington; WARNING: Any person  
who knowingly and with intent to injure, defraud, or deceive any insurance company or other person, or knowing that he/she 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.

ALABAMA RESIDENTS—Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or who knowingly presents false 
information in an application for insurance is guilty of a crime and may be subject to restitution fines or confinement in prison, or any combination thereof. 

ARKANSAS, DISTRICT OF COLUMBIA, LOUISIANA and RHODE ISLAND RESIDENTS—Any person who knowingly presents a false or fraudulent claim for  
payment of a loss or benefit or knowingly presents false information in an application for insurance is guilty of a crime and may be subject to fines  
and confinement in prison.

KENTUCKY RESIDENTS—Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance  
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. 

MAINE and WASHINGTON RESIDENTS—Any person who knowingly provides false, incomplete, or misleading information to an insurance company for 
the purpose of defrauding the company commits a crime. Penalties include imprisonment, fines, and denial of insurance benefits.

MARYLAND RESIDENTS—Any person who knowingly or willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly or 
willfully presents false information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

NEW JERSEY RESIDENTS—Any person who includes any false or misleading information on an application for an insurance policy is subject to criminal 
and civil penalties.

NORTH CAROLINA RESIDENTS—Any person who, with the intent to injure, defraud, or deceive an insurer or insurance claimant, knowing that the  
statement contains false or misleading information concerning a fact or matter material to the claim may be guilty of a Class H felony.

PENNSYLVANIA and UTAH 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 material fact thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

PUERTO RICO RESIDENTS—Any person who knowingly and with the intention of defrauding presents false information in an insurance application, or 
presents, helps, or causes the presentation of a fraudulent claim for the payment of a loss or any other benefit, or presents more than one claim for the 
same damage or loss, shall incur a felony and, upon conviction, shall be sanctioned for each violation by a fine of not less than five thousand dollars 
($5,000) and not more than ten thousand dollars ($10,000), or a fixed term of imprisonment for three (3) years, or both penalties. Should aggravating  
circumstances [be] present, the penalty thus established may be increased to a maximum of five (5) years, if extenuating circumstances are present,  
it may be reduced to a minimum of two (2) years.

VERMONT RESIDENTS—Any person who knowingly presents a false or fraudulent claim for payment of a loss or knowingly makes a false statement  
in an application for insurance may be guilty of a criminal offense under state law.

VIRGINIA RESIDENTS—Any person who, with the intent to defraud or knowing that he/she is facilitating a fraud against an insurer, submits an  
application or files a claim containing a false or deceptive statement may have violated state law.

0 0

Group Contract No.(s)	 Branch No.
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I have read and understand the terms and requirements of the fraud warnings included as part of this form. 

I declare that, to the best of my knowledge and belief, the statements made in this application are complete and true. I agree that the coverage applied for is  
subject to the terms of the plan and shall become effective on the date or dates established by the plan, provided the evidence of good health is satisfactory.

0 0

FLORIDA RESIDENTS—Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application 
containing any false, incomplete, or misleading information is guilty of a felony of the third degree.

_ _

_ _

_ _

Please keep a copy of this form for your records.

Date Signed (mm-dd-yyyy)RelationshipIf Person for whom insurance is being requested is a minor, 
Signature of Parent, Guardian, or Person Liable for Support

Group Contract No.(s)	 Branch No.

Your Signature (unless a minor)	 Date Signed (mm-dd-yyyy)

Print Your First Name 	 Last Name	 Your Social Security Number
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0 0

Group Contract No.(s)	 Branch No.

Authorization for the Release of Information. This authorization is intended to comply with 
the HIPAA Privacy Rule. I authorize and instruct any health plan, physician, health care 
professional, hospital, clinic, laboratory, medical facility, pharmacy benefit manager, retail 
pharmacy, clearinghouse, data warehouse or other comparable organization that aggregates 
and maintains pharmacy data, or other health care provider that has provided treatment or 
services to me within the past five years (“My Providers”) to disclose my entire medical record 
and any other health information concerning me to The Prudential Insurance Company of 
America (“Prudential”) and through it, to its reinsurers, authorized agents and MIB, Inc. This 
includes information on the diagnosis and treatment of Human Immunodeficiency Virus (HIV) 
infection (in Vermont and Wisconsin, this information is excluded) and sexually transmitted 
diseases. This also includes information on the diagnosis and treatment of mental illness and 
the use of alcohol, drugs, and tobacco, but excludes psychotherapy notes. I also authorize 
the MIB, Inc. to release any data it may have about me for coverage to Prudential. By my 
signature below, I acknowledge that any agreements I have made to restrict the disclosure 
of health information do not apply to this Authorization and I instruct any of My Providers to 
release and disclose my entire medical record without restriction, including without limitation 
any restrictions on health care items or services for which a health care provider has been 
paid out of pocket in full. This health information is to be disclosed under this Authorization so 
that Prudential may: 1) underwrite an application for coverage and make risk determinations; 
2) administer coverage; and 3) conduct other legally permissible activities that relate to any 
coverage I have or have applied for with Prudential. This Authorization shall remain in force 
for 24 months following the date of my signature below, and a copy of this Authorization is as 
valid as the original. I understand that I have the right to revoke this Authorization in writing, at 
any time, by sending a signed request for revocation to The Prudential Insurance Company of 
America; Group Medical Underwriting, P.O. Box 8796, Philadelphia, PA 19176, Attention: Senior 
Medical Underwriting Consultant. I understand that such a revocation is not effective to the 
extent that Prudential has taken action in reliance on this Authorization or to the extent that 
Prudential has a legal right to contest a claim under the insurance contract or to contest the 
contract itself. I understand that any information that is disclosed pursuant to this authorization 
may be re-disclosed to other parties and will not be protected by the HIPAA Privacy Rule. 
(In Montana only, I may request a record of any subsequent disclosures of protected health 
information.) I understand that if I refuse to sign this Authorization to release my entire medical 
record and any other health information concerning me, Prudential may not be able to process 
an application for coverage. I understand that I have the right to request and receive a copy of 
this Authorization.
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If Person for whom insurance is being requested is a minor, 
Signature of Parent, Guardian, or Person Liable for Support

_ _

_ _

_ _

Please keep a copy of this form for your records.

Statement of Understanding: I represent that all statements and answers made within or 
attached to this Request Form are true and complete to the best of my knowledge and belief.  
I understand that my application, including portions containing health information, are submitted 
to the Plan Administrator, acting for the policyholder, and that the administrator shall forward 
the application to the insurance company. Furthermore, I understand that coverage shall be 
in effect only after all of these conditions have been met: this application has been approved 
by Prudential; the Certificate has been issued while all persons to be insured thereunder are 
alive; the answers and statements in this application continue to be true and complete until 
the Effective Date; and the initial premium contribution has been paid. I also understand that 
coverage will not take effect if the facts have changed. I have also read and understand and 
agree to the additional terms, conditions and requirements as stated in the Authorization for 
the Release of Information and Important Notice sections. I understand that completion of this 
application in no way implies that I will be accepted for insurance coverage.

Relationship

Date Signed (mm-dd-yyyy)

Date Signed (mm-dd-yyyy)

Your Signature (unless a minor)

Print Your First Name Last Name Your Social Security Number

17213060

Group Life Insurance coverage is issued by The Prudential Insurance Company of America, a New Jersey company, 751 Broad Street, Newark, NJ 07102.

© 2021 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.

0 0

Group Contract No.(s)	 Branch No.
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Group Life and Disability Income Medical Underwriting
NOTICE

Thank you for choosing The Prudential Insurance Company of America (Prudential)  
for your insurance needs. Before we can issue coverage we must review your  
application/enrollment form. To do this, we need to collect and evaluate personal  
information about you. This notice is being provided to inform you of certain  
information practices Prudential engages in, and your rights, with regard to your  
personal information. We would like you to know that:

•	 Personal information may be collected from persons other than yourself or other 
individuals, if applicable, proposed for coverage.

•	 This personal information as well as other personal or privileged information  
subsequently collected by us may in certain circumstances be disclosed to third 
parties without authorization.

•	 You have a right of access and correction with respect to personal information  
we collect about you.

•	 Upon request from you, we will provide you with a more detailed notice of our 
information practices and your rights with respect to such information. Should 
you wish to receive this notice, please contact:

The Prudential Insurance Company of America 
Group Medical Underwriting 
P.O. Box 8796 
Philadelphia, PA 19176 

Information regarding your insurability will be treated as confidential. We may, however, 
make a brief report thereon to the MIB, Inc., formerly known as Medical Information 
Bureau, a non-profit membership organization of life insurance companies, which 
operates an information exchange on behalf of its members. If you apply to another MIB 
member company for life, disability, or health insurance coverage, or a claim for benefits 
is submitted to such a company, MIB, upon request, will supply such company with the 
information about you in its file. In addition, upon receipt of a request from you, MIB will 
arrange disclosure of any information in your file. Please contact MIB at 866-692-6901. 
If you question the accuracy of the information in MIB’s file, you may contact MIB and 
seek a correction in accordance with the procedures set forth in the Federal Fair Credit 
Reporting Act. The address of MIB’s information office is 50 Braintree Hill Park, Suite 
400, Braintree, Massachusetts 02184-8734. Information for consumers about MIB may be 
obtained on its website at www.mib.com.

Please keep this notice for your records.

http://www.mib.com



Accessibility Report



		Filename: 

		17213060_EOI_SF_Update_Life_Short_Form_EOI_GL.2015.035_(16)_FL_rF.pdf






		Report created by: 

		Kennedy, Benitto (Cognizant)


		Organization: 

		Prudential





 [Personal and organization information from the Preferences > Identity dialog.]


Summary


The checker found no problems in this document.



		Needs manual check: 0


		Passed manually: 2


		Failed manually: 0


		Skipped: 1


		Passed: 29


		Failed: 0





Detailed Report



		Document




		Rule Name		Status		Description


		Accessibility permission flag		Passed		Accessibility permission flag must be set


		Image-only PDF		Passed		Document is not image-only PDF


		Tagged PDF		Passed		Document is tagged PDF


		Logical Reading Order		Passed manually		Document structure provides a logical reading order


		Primary language		Passed		Text language is specified


		Title		Passed		Document title is showing in title bar


		Bookmarks		Passed		Bookmarks are present in large documents


		Color contrast		Passed manually		Document has appropriate color contrast


		Page Content




		Rule Name		Status		Description


		Tagged content		Passed		All page content is tagged


		Tagged annotations		Passed		All annotations are tagged


		Tab order		Passed		Tab order is consistent with structure order


		Character encoding		Passed		Reliable character encoding is provided


		Tagged multimedia		Passed		All multimedia objects are tagged


		Screen flicker		Passed		Page will not cause screen flicker


		Scripts		Passed		No inaccessible scripts


		Timed responses		Passed		Page does not require timed responses


		Navigation links		Passed		Navigation links are not repetitive


		Forms




		Rule Name		Status		Description


		Tagged form fields		Passed		All form fields are tagged


		Field descriptions		Passed		All form fields have description


		Alternate Text




		Rule Name		Status		Description


		Figures alternate text		Passed		Figures require alternate text


		Nested alternate text		Passed		Alternate text that will never be read


		Associated with content		Passed		Alternate text must be associated with some content


		Hides annotation		Passed		Alternate text should not hide annotation


		Other elements alternate text		Passed		Other elements that require alternate text


		Tables




		Rule Name		Status		Description


		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot


		TH and TD		Passed		TH and TD must be children of TR


		Headers		Passed		Tables should have headers


		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column


		Summary		Skipped		Tables must have a summary


		Lists




		Rule Name		Status		Description


		List items		Passed		LI must be a child of L


		Lbl and LBody		Passed		Lbl and LBody must be children of LI


		Headings




		Rule Name		Status		Description


		Appropriate nesting		Passed		Appropriate nesting







Back to Top
	ques1: Off
	applicant_ind: Off
	applicant_gender: Off
	ques2: Off
	ques3: Off
	ee_first_name: 
	ee_middle_initial: 
	ee_last_name: 
	employer_assoc_name: 
	ee_street1: 
	ee_street2: 
	ee_city: 
	ee_state: 
	ee_zip5: 
	ee_zip4: 
	ee_ssn3: 
	ee_ssn2: 
	ee_ssn4: 
	ee_member_id: 
	ee_area_code: 
	ee_exchange: 
	ee_extension: 
	email: 
	appl_middle_initial: 
	appl_dob_mm: 
	appl_dob_dd: 
	appl_dob_yyyy: 
	coverage_life: Off
	group_contract_num: 
	branch: 
	appl_first_name: 
	appl_last_name: 
	appl_ssn3: 
	appl_ssn2: 
	appl_ssn4: 
	relationship: 
	appl_signed_mm: 
	appl_signed_dd: 
	appl_signed_yyyy: 
	parent_signed_mm: 
	parent_signed_dd: 
	parent_signed_yyyy: 


