. @ Prudential Group Disability Insurance

The Prudential Insurance Company of America
Disabhility Management Services

P.0. Box 13480, Philadelphia, PA 19176

Tel: B00-842-1718  Fax: 877-889-1885

Disability Claim Instructions http://www.prudential.com/disability

Submitting
a Claim

The first three steps are required.

1. Notify your employer of your absence. Inform your employer that you'll be filing a disability claim.
Ask your employer to complete the Employer's Statement and submit it to Prudential,

2. Complete all sections of the Employee’s Statement and submit it to Prudential.

{If you prefer, you may complete and submit the Employee’s Statement online.
Go to www.prudential.com/disability. Your online submission will save time at the beginning
of your claim-filing process.}

3. Ask your doctor to complete the Attending Physician’s Statement and submit it to Prudential.
Check with your Benefits Office to see if there are any additional requirements.

Steps 4 through 6 are voluntary.

4. Compiete all sections of the Group Disability Insurance Authorization.

{If additional medical information is needed to review your claim, submitting this form now may
reduce the time needed to reach a decision.)

5. If you want voluntary Federal Income Tax withheld from your disability benefit payments — read
and complete the Group Disability Insurance Tax Notice.

6. If you want electronic fund deposits of your disability benefit payments — read and complete the
Group Disability Insurance Electronic Funds Authorization.

Prudential considers a claim to be filed when the Employer's Statement, Employee’s Statement,
and Attending Physician’s Statement have been submitted, and specific elimination period
requirements have been met — as specified below.

* If you have Short-Term Disability (STD) coverage with Prudential, your claim for STD benefits
will be considered filed, when you meet both of these two criteria. 1 We receive the Employee’s
Statement, the Employer’s Statement, and the Attending Physician’s Statement. 2 Your STD
elimination period has started.

« If you have Long-Term Disability (LTD} coverage with Prudential, your claim for LTD benefits will
be considered filed, when you meet hoth of these two criteria. 1 We receive the Employee’s
Statement, the Employer's Statement, and the Attending Physician’s Statement. 2 The date is
45 days before the end of your LTD elimination period.

* I you have both STD and LTD coverages with Prudential, and you have filed a claim for STD,
there is no need to resubmit the statements noted above for the LTD portion of your claim.

Your claim for LTD benefits, in this case, will be considered filed, when you meet both of these two
criteria. 1 We receive the Employee’s Statement, the Employer’s Statement, and the Attending Physician's
Statement. 2 The date is 45 days before the end of your LTD elimination period.

Note: If you are approved for STD benefits at a later date, your LTD claim will be considered filed
on the date of the STD approval.

Prudential and the Rock logo are registered service marks of The Prudential Insurance Company of America and its affiliates.
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@ Prudential Group Disability Insurance

The Prudential Insurance Company of America
Disability Management Services

P.0. Box 13480, Philadelphia, PA 19176

Tel: 800-842-1118 Fax: 877-889-4885
http://www.prudential.com/disability

. For residents of all states except Califomia, District of Columbia, Florida, New Jersey, New York, Pennsylvania, Utah,
Vermont, Virginia, and Washington: WARNING— Any person who knowingly and with intent to injure, defraud, or deceive any
ingurance company or other person, or knowing that he is facilitating commission of a fraud, submits incomplete, false, fraudulen,
deceptive, or misleading facts or information when filing an insurance application or a statement of ¢laim 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.

CALIFORNIA RESIDENTS — For your protection, California law requires the following to appear on this form. Any person
who knowingly presents a false or fraudulent claim for the payment of a |oss is guilty of a crime and may be subject to fines and
confinement in state prison.

DISTRICT OF COLUMBIA RESIDENTS — Any person whe knowingly presents a false or fraudulent claim for payment of a [oss
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.

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 false, incomplete, or misleading information is guilty of a felony of the third degree.

NEW JERSEY RESIDENTS— Any person who knowingly files a statement of claim containing any false or misleading information
is subject to criminal and civil penalties.

NEW YORK RESIDENTS— Any person wha knowingly and with intent to defraud any insurance company or ather person files an
application for insurance or statement of ¢laim 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.

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 centaining 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.

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 knowingly-and with intent to injure, defraud, or deceive any insurance company or other
person, or knowing that he is facilitating cemmission of a fraud, submits incomplete, false, fraudulent, deceptive, or misleading facts
or information when filing a statement of claim for payment of a foss or benefit may have violated state law, is 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 prisen. 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.

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 imprisanment, fines, and denial of
insurance benefits,

Prudential and the Rock logo are registered service marks of The Prudential Insurance Company of America and its affiliates.
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. ® Prudential

Employee Statement

[
Group Disability Insurance

The Prudential Insurance Company of America
Disability Management Services

P.0. Box 13480, Philadelphia, PA 19176

Tel: 800-842-1718 Fax: 877-889-4885
http://www.prudential.com/disability

Employer Name

University of Chicago

Location/Division

n Employer
Information

Control Number

50744

Branch Number

Em First Name MI Last Name

ployee

wtormation [ [ [ [ [ [[[[[[[[[[] [J CLLLIITITTITTTT]
Address 1 Social Security Number
SEEENEEEERNNRRRRRRRERINEN BN NN
Address 2 Telephone Number
ERRRRRRNNRRERRRRRRRER NN RRNINEED
City State Zip

AgEENNEIENEN

Birth Date mm covery Gender

ANEnanEn

[Mate [IFemale

Marital Status
CFunmarried [JMarried [ Divoreed [ Widowed

Wark Telephone Number

Email Address

[T

Date Last Worked pam oo vom

Date First Absent oo v

Date First Treated for this Condition m oo v

L L

Date Expected to Return te Work pam oo vvm

Spouses Date of Birth mm oo vevy;

Is Spouse Employed?

L

DYes [:l No

Fducation: Highest Grade Completed

[1]

Number of Children Under 18

Age of Youngest Child

[1]

Occupation
Job

HNENNNNNNNNEREEN

Information

| I | | | DOT Job Code

What Job Category best describes the claimant’s essential job duties? {Please check the appropriate box)

D Light D Medium

Up to 10 Ihs. frequently
Upto 20 Ibs. accasianally
and/ or

Frequent Walk/Stand

D Sedentary

Negligible Weight
Mostly Sitting

Up to 25 Ibs. frequently
Up to 50 Ibs. occasionally

D Very Heavy

Mere than 50 Ibs. frequantly
100 Ibs. occasionally

D Heavy

25 to 50 Ibs. frequentiy
50 to 100 Ibs. oecasionally

and/for

Constant Push/Pull

D Dther (Please describe) l

61.2003.239  Ed. 12/2007
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Employee Social Security Number

n

Primary Physician First Name M Physician Last Name

Care LT IPTIPPITTny O LTy

Physician

¥ Primary Telephone Number Fax Number
Office Address Suite
City State ZIP Code
Specialty
B Medical All Other Physicians You Have Consulted for this Condition (Attach an additional sheet if necessary)

Information Physician First Name Physician Last Name
Specialty Telephone Number
Physician First Name Physician Last Name
Specialty Telephone Number
Physician First Name Physiciar Last Name
Specialty Telephone Number

INSEEEERENESENENENEEpEERIREEINERY

What medicat condition is preventing you from working?

How does this condition interfere with your ability to perform your job?

Have you ever been hospitalized for this condition? D Yes |:| No I:l Inpatient |:| Outgiatient
If Hospitalized Give Dates (M oD vrvy) Return to Work Target Date (v oo vrvv)
From To

If You are Pregnant:
Estimated Delivery Date: {mm oo vvyv} Actual Delivery Date (MM Do yryv}

OO Ce e ]

Name of Yaur Health Insurance company Telephone Number

INNERENEREERERERENEEpEANINENIENEE

| m
#® Prudential LT

S s AT e
A 2 2 0 2



. ® Prudential

Employea Secial Security Number

BNNINN|NEER

Other Income  what other income are you entitled to receive as a result of your disahility? {Examples: Social Security Disability or Retirement Senefits,

and Workers'  Warkers' Compensation, State Disability, Pension Disability or Retirement, No-Fault Auto insurance, Salary Continuance, Group Life or Disability

compensatio" Plan, Health or Welfare Plan, Individual Disability Benefits.)
Information

Source Applied for Amount Frequency

Yes No
Salary Continuance [ ][] . | | I Weekly [ Monthly
State Disabitity Benefits (]  [_] | | | | H l I [Jweekly [ donthly
Social Security O O ’ | I I || | | [Jweekly {_] Monthly
Workers’ Compensation g O I l | | || | I [Jweedy [ Monthly
Medical Deduction 1 [ l | | I H I | [:|Weekly DMomhly
Dental Deduction 0 o | | | l ” ] l DWeeklv |:|Momhly
Vision Deduction O 34d l | I I | l | | [ weekiy []Monthly
Life Deduction O O | l | | || l | O weekly ] Montnly
Gther O 0O ‘ | | I ” l l [ weekly []Monthly

Date Benefit Begins

Please send copies of any letters or notices approving or denying benefits.

Date Benefit Ends

|
|
|
|
|
|
|
|

I this condition work related? [ JYes [[INo  If Yes, do you intend to file a Workers’ Compensation claim? [_]Yes [JNo

Fraud

Notice

Claimant
Signature

Any person who knowingly files a statement of claim containing any false or misleading information is subject
to criminal and civil penalties. This includes the Employer and Attending Physician portions of the claim fom.

Date {mm op yyvy)

L]

Prudential and the Rock logo are registered service marks of The Prudential Insurance Company of America and its affiliates.
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# Prudential

B
Group Disability Insurance

The Prudential Insurance Company of America
Disahility Management Services

P.0. Box 13480, Philadelphia, PA 19176

Tel: 800-842-1718 Fax: 877-889-4885

H

Employer Statement http:/fwww.prudential.com/disability
Employer Employer's Name Contro! Number trequired)
Information ~ University of Chicago 50744

Street Suite STD Branch irequired)
6054 S. Drexel l
City State ZIP Code LTD Branch irequired)
Chicago (1. |60637 |
E[nPiliqygr'isWTelgphane Number Extensign E-mail Address
[773-702—8712 I |ff1ynn@uchicago.edu
Employee First Name ) Ml Last Name
womaton ([ [T TTTTIIIII0) [ CLLLCLII T
Address 1 Sacial Security Number
Address 2 Telephone Number
City State  ZIP Code Gender
LD DO CEL T L] Svete Carene
Please check the type of claim you are filing. Check all that apply: | Employment Status Coverage Effective Date {date the
I:l I:‘ D ] employee became covered under group
STD Core STD Supplemental Salaried Employee |  disahility policy regardless of carsier).
DLTD Core DLTDSupplemental D Hourly Employe [ | H l H l | | |
L] ros v [Josean [ voien 0] SID:
Other.
ol L]
Date Hired sam 05 vvm Coverage Termination Date wmpovwwm L ast Date Fmptoyer Paid Compensation mm oo yom

L L

o

L L i

Date First Absent mmoovem Date Last Worked mmoovm Date Work Was Resumed pamoo vm

Normal Eamings Prior to this Absence {exclude bonus, overtime, etc.) If employee daes not work Monday through Is the employee subject
Friday, check days worked: 1o AICA Withholding?

$ | * | I | ' | I I PER D Varies D Wednesday L__] Saturday Clves  [INo

If “No” indicate reason

CHhor Uwes [ Bi-Weekly [ Mondey [ Thussday || Sunday

GL.2003.250 Ed. 11/2007

___#of hrs worked [every two weeks)

D Month D Year D Other D Tuasday D Fricay
How was the STD premium paid for the plan year in which the How was the LTD premium paid for the plan year in which the
disability occurred? % paid by employer disability occurred? % paid by emplayer
Was the gremium amount paid by the employer included in the Was the premium amount paid by the employer included in the
employee’s W-27 [ Yes No employes’s W-22 [ Yes No
Has either percentage changed within the last 3 vears? [dYes [INo Has either percentage changed within the last 3years? [ ]Yes []No

U 0 A ettt
* 1 2 2 0 1 *



: Employee’s Social Security Number
= .@ Prudential TIT]
3

Other Income,

Deductions,  piease indicate any applicable deductions such as Local Tax, State Income Tax, Medical, Dental, Life and/cr 401(K), that should be withheld from
and Workers'" the employee’s benefits, if approved. Please also indicate if the employee is receiving, or is eligible to receive, benefits from any other sources
Compensation because of this absence, such as Salary Continuance, Workers' Campensation, Sacial Security Disability or Retirement Benefits, Statutory Benefits,
Information No-Fault Auto Insurance, Betirement or Pension Plan. Please send copies of any letters or notices approving or denying benefits.

Source Applied for Amount Frequency Date Benefit Begins Date Benefit Ends
Yes No

Salary Contirvance [ [

| [ weekly [ Monthly

L] L L] L

seiigtrens 01 L | | 1| O LI
Social Security O Dl I I | l | l[:IWeekinMonth!y| | H | II l | | | I | H I II_I_I__{_I
Workers‘CompensatiuHD Dl | | I | l ||:|WeeklyDMonthly| I || l || | I I | | | H I || I | | |
wotcasepien 0 0 UL LU Sveny vy L LU L LT EL ]
soiatotiion 0 0 L o oy L L LT LT
wsontutoion 0 0 UL LU | s oy LI L) LT LN LT
woocn 00 LLL L ey ooy LS LT CLL L ELTLEI LT
oner g o WL G coweee LU L LD TP EDJEE LTI

Has the employee indicated that the absence is work related? [d¥es [JNo  Has a Warkers' Compensation claim been filed? Oves Clno

n Job Occupation

information | | [ { [ [ | [ P[] ]I LITT10] oorumoos

What Job Categary best describes the employee’s essential job duties? [Please check the appropriate box.)

D Sedentary D Light D Medium D Heavy D Very Heavy

Negligible weight, Upte 10 Ibs. frequently, Up 1025 Ibs. frequently, . 2510 50 Ibs. frequentiy, More than 50 Ibs. frequently,
Mostly sitting Up to 20 Ibs. occasionally, Up to 50 Ibs. occasionally 5010 100 Ibs. occasionatly 100 Ibs. occasionally
and/or
Frequent Walk/Stand,
and/or
Constant Push/Pull

|:| Other [Please describe] |

As the emgloyer, would you he able to accommaodate modified duty to facilitate early return towork? ] Yes [ Na

If Yes, please explain [reduced hours, job modification, etc.):

| |

Life Is employee covered under a Prudential Group Life Insurance Policy? l:] Yes |:] No
Insurance [ | [ | | I

Fraud Any person who knowingly files a statement of claim containing any false or misleading information is subject

Notice to criminal and civil penalties. This includes the Employee and Attending Physician portions of the claim form.
Date (MM pD vrvy}

Soatre X LT

Prudential and the Rack logo are registered service marks of The Prudential Insurance Company of America and its affiliates.

If Yes, what is the Face Amount? $ I:I,
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@ Prudential Group Disability Insurance

The Prudential Insurance Company of America
Disability Management Services

P.0. Box 13480, Philadelphia, PA 1176

Tel: B00-842-1718  Fax: 877-889-4885

Attending Physician Statement http://www.prudential.com/disability

n Employee Employer's Name Contrat Number irequired
Information  University of Chicago 50744

Ermployee First Name Mi Last Name
Social Security Number Date of Birth [Mm oD yyyy) Gender
LLDILDELL L) COELIE ] O e
| hereby authorize the release of information requested on this form by the below named physician for the purpose of ctaim pracessing.
Date {mm 00 vy}

S LLIEHELT
Signature X

The Employee is responsible for the completion of this form without expense to Prudential.

To Be Clinical Diagnosis ICD-9 Code is Required Pregnancy EDC {mm 00 vy} Actual Delivery Date {Mm ap v}
Comploted ~ rino [ | [ ][] ] LI e il
by
Mg ore [ ][]

P o (T[]
erontary: Date of Surgical Procedure {mm oo vvry)
Relevant tests and surgical procedure {s) performed {please be specific): | | | | | | l l l |
Current Medications, Treatment, and Prognosis:
First Visit (MM pD vyyy) Last Visit {Mm 00 vyvy) Next Visit (Mm po yrvy)
Was Claimant hospital confined? Yes No
P I:] |:| From {mm oD yyvy)
if yes, please provide name and address of hospital: | | , l | I | I I | |
| J To (MM DD vvry)
is disability:
Check all that apply to this disability Motor Vehicle I MVA, in what
Work Related Accident Sickness Maternity Accident State did it occur?
DYes DND I:lYes DND I:'Yes [___INO |:]Yes DNO DYes |:|Na I:l:l
Other Treating Physicians or Consultants:
First Name Last Name
Specialty Telephone Number
GL.2003.251 Ed. 11/2007
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B
: Employee’s Social Security Number
@ Prudential | I" ] ]

Attending Other Treating Physicians or Consultants

Physician First Name Last Nama

oy LTIV el
Specialty Telephone Number
INEREEENARERRNRRRRRREEEIEEENEE
First Name Last Name
INERRERRRRRRRREEENRRRRRRRREEENR
Specialty Telephone Number

INEEEENENENNEEENENEE mENNIRARIANEN

Do you feef the claimant is competent to endorse checks and direct the use of proceeds? |:| Yes D No

Date when significant loss of function occurred: (MM opyyyy)  Retusrn to Waork Target Date (Mm ob vvvv) Full-Time D
] LLJELJEL L e O

With Limitations (functions lost] ]
Please describe Retum to Work Plan and provide any carresponding Limitations:

Please describe any Medical Obstacles to Return to Work:

Nature of Medical Impairment {i.e., loss of function}:

| ]

Are there any Non-Medical Factors which have a significant impact on Functionat Abilities {i.e., interpersonal, financial, family)?

Physician First Name M Last Name

wiomation [ [ [ [[T[[[TTTTI[] [J [LLIITTITTTTTT]]]
Primary Telephone Number Fax Number
OO e e
Office Address Suite
HRRRER I it
City State ZIP Code
LTIl ooy ceb bt
Specialty
IRENERERRRANRRRRNEEE

4 Fraud Any person wha knowingly files a statement of claim containing any false or misleading
Notice information is subject to criminal and civil penalties. This includes Employer and Attending

Physician portions of the claim form. {Piease see state specific fraud warnings attached.)

Date (MM oD Yyyy)

Physician | l | | | l | 1
Prudential and the Rock logo are registered service marks of The Prudential Insurance Company of America and its affiliates.

Signature
GL.2003.251  Ed. 11/2007 ”IIIIl """“l "I II I I |"| I|I| 104209 Page 2 of 2
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- @ Prudential Group Disability Insurance

The Prudential Insurance Company of America

Disability Management Services

P.0. Box 13480, Philadelphia, PA 19176

. . . Tel: 800-842-1718 Fax: 877-389-3885

Group Disability Insurance Employee Tax Notice http://www.prudential.com/disability

First Name MI Last Name

n7Emp|oyee
Information|||||,|| |||:||||l| |||||

Social Security Number Employee Phone Numbe:

L) e e b

E-mail Address

HIESENENNNEERENRERENERNREREEEEENEE

Employer's Name Caontrol Number

University of Chicago 50744

*Notice to all parties completing this form: It is fraudulent to fill out this form with information you
know to be false or to omit important facts. Criminal and/or civil penalties can result from such acts.

Federal Benefits provided under your Group Disability fncome Plan may be subject to federal, state, and local taxation.
an_d Stﬂte_ Contact your employee benefits representative or disability plan trustee for details on your rights and cbligations
Withholding  ynger the various tax codes.

If you wish to have Federal Income Tax {FIT} withheld from any payments you may receive, indicate the amount
to be withheld ($20 weekly minimum for STD/$88 monthly minimum for LTD] below and sign the authorization.
Withholding requests may also be submitted on IRS Form W-45. Withholding requests must be stated in whole
dollar amounts. FIT will not be withheld if the disability benefit is not taxable.

| request voluntary Federal Income Tax withholding from each payment, as authorized under section 3402{c) of
the Internal Revenue Code, in the amount(s) of.

1. For STD D:D:' .00 weekly ($20.00 minimum)
2 For LTD D:I:I:I .00 monthly {$88.00 minimum)

Employee Data {wm 00 vrvv)
Slgnatre - LLJL ]

Emplayee Signature

Prudentiaf and the Rock logo are registered service marks of The Prudential Insurance Company of America and its affiliates.
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- @ Prudential Group Disability Insurance

The Prudential Insurance Company of America
Disability Management Services

P.0. Box 13480, Philadelphia, PA 19176

Tel: 800-842-1718  Fax: 877-889-4885

Group Disability Insurance Authorization http://www.prudential.com/disability
Claimant's Fist Name M LastName
wormaion | [ [ [ [[[[[[T[[T[] [ COOLLTITTTTTTTT]
Social Security Number Employee Phone Number Control Number
CLOLDIEET T LEOELHLT L] 50744

Authorization
for Release of
information
to Prudential
Insurance
Company

This authorization
is intended to
comply with

the HIPAA
Privacy Rule.

| authorize any health plan, physician, health care professional, hospital, clinic, laboratory, pharmacy, medical
facility, or other health care provider that has provided treatment, payment, or services to me or on my behalf
{"My Providers”) to disclose my entire medical record and any other health information concerning me to the
Prudential Insurance Company of America {Prudential} and its agents, employees, and representatives. This
includes information on the diagnosis or treatment of Human Immunodeficiency Virus {HIV) infection 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.

| authorize any insurance company, emplayer, the Social Security Administration, or other person or institutions to
provide any information, data, or records relating to my Social Security, Workers” Compensation, credit, financial,
garnings, activities, or employment history to Prudential,

Unfess limits* are shown below, this form pertains to all of the records listed above.

By my signature below, | acknowledge that any agreements | have made to restrict my protected health information
do not apply to this authorization and | instruct My Providers to release and disclose my entire medical record
without restriction.

This information is to be disclosed under this Authorization so that Prudential may: 1) administer ¢laims and
determine or fulfill responsibility for coverage and provision of benefits; 2} obtain reinsurance; 3) administer
coverage; and 4) conduct other legally permissible activities that relate to any coverage | have or have applied for
with Prudential.

This authorization shall remain in force for 24 months following the date of my signature below, while the
coverage is in force, except to the extent that state law imposes a shorter duration. A copy of this autherization

is as valid as the original. 1 understand that | have the right to revoke this authorization in writing, at any time,

by sending a written request for revocation to Prudential at: P.O. Box 13480, Philadelphia, PA 19176. | understand
that a revecation is not effective to the extent that any of My Providers has relied on this Authorization or to the
extent that Prudential has a legal right to contest a claim under any insurance policy or to contest the policy itself.
I understand that any information that is disclosed pursuant to this authorization may be redisclosed and is no
longer covered by federal rules governing privacy and confidentiality of health information.

[ understand that if | refuse to sign this authorization to release the entire medical record, Prudential may not be
able to process my claim for benefits and may not be able to make any benefit payments. | understand that | have
the right to receive a copy of this authorization.

*Limits, if any:

Date (MM DD vyyy)

X ANjEnInEnE

Employee Signature (indicate how related if signed by other than claimant}

NOTICE TO MONTANA RESIDENTS: You or your authorized representative are entitled to receive a copy of this Authorization, and upon
request, a record of any subsequent disclosures of personal or privileged information.
Predential and the Rock logo are registered service marks of The Prudential lnsurance Company of America and its affiliates.
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@ Prudential Group Disability Insurance

The Prudential Insurance Company of America
Disability Management Services
P.0. Box 13480, Philadelphia, PA 19176

Group Di_sahility Insurance o Tol: 0008421718  Fax: 877-599-4885
Electronic Funds Transfer Authorization http://www.prudential.com/disability

Enroliment

To enrall in Prudential’s Electronic Funds Transfer (EFT) payment service, please provide the foflowing information.
If you elect to have Prudential deposit the funds in your savings account, you must first check with your bank

to obtain the correct bank transit routing number and account number for electronic deposit. Please note that a
deposit slip does not contain acceptable banking information. If you have any questions, please call us tol! free
at 800-842-1718.

*Please note that not all policies are designed to participate in the Electronic Funds Transfer option.
Centact your employee benefits representative or disability plan trustee for details.

2 . Employer's Name
H Claimant F Y. . )
Information  University of Chicago
Claimant’s First Name M Last Name
Sacial Security Number Primary Phone Number
3 . Bank Name
. Banking
information | | | | [ [ [ [ [ P[0 P0 00T APTI I l]]
Branch Phong Number Type of Account {Select Cre)
| | | H I ] ll I | | | DSavings DChecking
Bank Transit Routing Number Bank Account Number
{MINE-DIGIT BANK TRANSIT ROUTING NUMBER| [BANK ACCOUNT NUMBER)

Payment
Plan
Agreement

| authorize the Prudential Insurance Company of America to make electronic fund deposits of my disability benefit
payment to my account. | 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 disability benefits is credited to my
account in error, | authorize Prudential to withdraw any payments necessary in order to assure the accuracy of my
claim payments.

| can cancel this authorization at any time by giving Prudential written notice. Any notice hereunder will not be
deemed effective until Prudential has received my written notice.

Account Owner
First Name MI Last Name
LI o L ity
Street Apartment
l||ll|||||||||ll||||| LT

State 2IP Code
IIIIIIIIII!IIIII L L]

Date Signed [mm 0D vrvy)

X L
Signature

T S A M OO e
* 1 1 3 0 1 ¥



@l PI n i Claimant’s Sucial Security Number
- .,_ udential o
5 I—‘—]—J—’

Instructions  This will help you identify the necessary bank information to initiate electronic withdrawals. The nine-digit transit routing

for . number is how we recognize the bank you do business with.
Completing o
Section 3, Record all banking information on page 1 of the form in Section 3, “Banking Information”. Please ¢all your bank to
“Banking confirm that the information you are supplying is correct.
Information™
Customer XYZ Check No. 1246
XYZ Street :
City, State, ZIP
PAY TO THE $
ORDER OF
Dollars
Bank XYZ
UXYZ Street
City, State, ZIP
A27202754 006666D66666C 1246
F 5 F' 9 A
This is the bank transit | This is your bank account This is the check
routing number. number. It varies in number | sequence number.
of digits and may include [t may be on either
Itis always nine digits | dashes or spaces. end of your check.
and appears between Please do not
the ":" symbols. The “<” symbol indicates the | include this on the

end of the account number. | authorization form.
Record this number in
the boxes provided in | Record the account number
Section 3, "nine-digit | inthe boxes provided in
bank transit routing Section 3, “Bank Account
number.” Number” and include any
dashes and spaces that are
within the account number.

If there are any digits to the
right of the “<" symbol {which
do not represent the check
sequence number), record

them in the boxes provided.

This page consists only of Instructions: It is not necessary to return this page with your
EFT Authorization.

Prudential and the Rock logo are registered service marks of The Prudential Insurance Company of America and its affiliates.
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