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 Please check the benefit stated in your Policy Data Page applicable to the 
claim. 

AGENT INFORMATION 

□

□ TOTAL & PERMANENT DISABILITY 

□ WAIVER OF PREMIUM DUE TO TPD

Agent Name and Branch 

Mobile Number 

Email Address 

POLICY INFORMATION 
Policy Number Name of Policyowner (Last Name, First Name, Middle Name) 

LIFE INSURED/LIFE ASSURED INFORMATION  
Name of Life Insured/Life Assured (Last Name, First Name, Middle Name) 

Date of Birth (mm/dd/yy) Age Gender 
□ Male      □ Female 

Civil Status 

Address (Number, Street) City/Province 

Zip Code 

Phone Number (Residence) Mobile Number Personal E-mail Address 

Occupa on/Posi on/Type of Work Phone Number (Business) 

Employer Name Employer Address

Work E-mail Address 

HOSPITALIZATION DETAILS 
Hospital Name 

Hospital Address 

Admission Number Ward/R oom Number 

Date of Admission/Consulta on (mm/dd/yy) Date of Discharge (mm/dd/yy) 

Number of Days of Confinement Final Diagnosis 

Ci zenship

PRU LIFE INSURANCE CORPORATION OF U.K.
9/F Uptown Place Tower 1, 1 East 11th Drive, Uptown Bonifacio, 
1634 Taguig City, Philippines 
Customer helpdesk: (632) 8683 9000, (632) 8884 8484, (632) 8887 LIFE 
within Metro Manila, 1 800 10 PRULINK for domestic toll-free 
Email: contact.us@prulifeuk.com.ph   Website: www. prulifeuk.com.ph

Do you have any other exis ng insurance policy with Pru Life UK or another company?  □ Yes      □No
If “yes”, ki ndly fill out the details below:

Company Plan Name Policy Number Plan Benefits
Date Issued 
and Status

(mm/dd/yy)
Benefit Amount

Every ques n must be dis nctly and completely answered by the claimant to expedite claim processing.
The issuance of this form is in no way an admission of any liability 
Claim will not be processed unless accompanied by 
and other documentary requirements.

ACCIDENTAL DISBLEMENT/DISMEMBERMENT  

DANGEROUS SPORTS COVERAGE□
□ PAYOR WAIVER IN THE EVENT OF TPD OF PAYOR  

Section 251 of the Insurance Code, as amended, imposes a fine not exceeding twice the amount claimed or imprisonment of two (2)
years, or both, at the discretion of the court, to any person who presents or causes to be presented any fraudulent claim for the payment of
a loss under a contract of insurance, and who fraudulently prepares, makes or subscribes any writing with intent to present or use the
same, or to allow it to be presented in support of any claim.

CLAIMANT STATEMENT 
DISABILITY

Write legibly and fill out all necessary information completely.
If the question is not applicable, write “NA”.
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HEALTH HISTORY 
 

Describe fully the extent and nature of your illness. 

When did you first consult a medical p oner in connec on with 
your illness? 
What symptom/s did you experience which resulted in your 
hospitaliza on/consulta on? 

When did the symptom/s begin? 

Have you previously su�ered or received any treatment for a similar 
or related illness?      □ Yes      □ No 
If “yes”, please give details. 

Confinement /consulta on history for the past 5 years (Please use a separate sheet if needed) 

Date (mm/dd/yy) Hospital/Clinic Physician Diagnosis Treatment 

Please provide details of Doctors or Specialists you have consulted in connec on with your illness on the space provided below. 
(Please use a separate sheet if needed) 

Date (mm/dd/yy) Name Address Findings Dura on 

Every ques n must be dis nctly and completely answered by the claimant to expedite claim processing.
The issuance of this form is in no way an admission of any liability 
Claim will not be processed unless accompanied by 
and other documentary requirements.

CLAIMANT STATEMENT 
DISABILITY

Write legibly and fill out all necessary information completely.
If the question is not applicable, write “NA”.



MODE OF RELEASE OPTION 
In case this claim is approved, I prefer my payout releas ed to me through: 

Account Holder’s Name Currency 
 Dollar  Peso 

Name of Bank Account Number and Type 

Bank Address/Branch Swi Code/R ou ng Number 

Check Pick-up

Every ques n must be dis nctly and completely answered by the claimant to expedite claim processing.
The issuance of this form is in no way an admission of any liability 
Claim will not be processed unless accompanied by 
and other documentary requirements.

Claimant Name Preferred Business Center

Disclaimer: P

(“Pru Life UK”) pursuant to a claim hereunder, I, for myself and on behalf of my heirs, assigns and successors-in-interest, hereby fully, 
completely, and absolutely release, discharge, and hold free and harmless Pru Life UK and any of its parent companies, a�liates, 
subsidiaries, directors, o�cers, employees and successors-in-interest from any and all nd causes of ac
law or in equity, arising from or connected with this claim or any payment in re to. I hereby warrant that this d
pleaded  co h this claim, and I promise to defend 
the right of Pru Life UK and any of its parent companies, a�liates, subsidiaries, directors, o�cers, employees and successors-in-interest, 
and all other persons having interest therein and thereby, and to fully answer all costs and expenses, including a nterests, 

ng 
interest therein or thereby. 

I further warrant that I fully understand the foregoing and hereof and that I have executed this release, waiver, and 
quitclaim voluntarily and out of my own free will.

 Fund Transfer  
1. Fund transfer to the following accredited banks are free of charge:

2. Fund Transfer to non-accredited banks is subject to bank charges.
3.

4. Account must be under the name of the Policyowner/Life Insured/Life Assured or Beneficiary/Beneficiaries (whichever is applicable).
5. Please provide proof of ownership of bank account.

Bank of the Philippine Islands (BPI) 
Metropolitan Bank and Trust Company (MBTC) 

Security Bank (SB)

Standard Chartered Bank (SCB)

Banco De Oro (BDO)

China Bank
Robinson’s Bank
Eastwest Bank

CLAIMANT STATEMENT 
DISABILITY

Write legibly and fill out all necessary information completely.
If the question is not applicable, write “NA”.
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DECLARATION 
surance of the Life Insured/Life Assured with Pru Life UK and agrees that the wri en statements 

 

The undersigned hereby makes a claim on the in
and a�davits of the physicians who ended to or treated the Life Insured/Life Assured and all other documents required herein, shall 
cons tute and be considered as proofs of his/her medical condi on, and further agrees that the furnishing of this Claimant Statement or any 
other supplemental form by Pru Life UK shall not cons tute nor be considered as 1) an admission that there was any insurance in force on the 

I hereby declare that all answers given by me in this Claimant Statement are, to the best of my knowledge and belief, true and complete. 

CLAIMANT CERTIFICATE OF AUTHORIZATION 
This is to authorize Pru Life UK and/or its duly authorized representa ves to secure any and all informa on or records in rela on to the  
Life Insured/Life Assured that are available from any physician or medical p oner, or government or private hospitals, clinics, medical 
facili es or o�ces. This authoriza on is being made in connec on with a claim on the insurance policy or policies issued by Pru Life UK to the 
Life Insured/Life Assured. 

 

It is understood that by virtue of this authoriza on, any such physician, medical p oner, government or private hospital, clinic, medical 
facility or o�ce or any and all members of its sta� shall be released from any responsibility or obliga on in connec on with the release of 
such records or informa on.  

 

A facsimile or reproduc on of this authoriza on shall be as e�ec ve, valid and binding as the original. 

Pru Life UK may transfer, disclose or communicate any informa on rela ng to the policy or policies iden ed herein to any of the branches, 
subsidiaries, a�liates, agents and representa ves of Pru Life UK, Pruden al Corpora on Asia, Pruden al plc and third par es selected by any 
of them, to be used for the purpose of o�ering, solici ng or providing any product or service or for any other purpose such as data processing 
and storage or an oney laundering monitoring, review and repor ng. In addi on, Pru Life UK, its o�ces, branches, subsidiaries, a�liates,  
agents and representa ves may transfer, disclose and use any such informa on as may be required by law or regula on.

Purpose Statement:

please contact our Data Privacy O�cer at:
 

 
Email:  dpo@prulifeuk.com.ph

 

Signature Over Printed Name of 
 derussA efiL/derusnI efiL

Place and Date 
Signed (mm/dd/yy) 

Signature Over Printed Name of 
Policyowner (if di�erent from 

 derussA efiL/derusnI efiL

Place and Date 
Signed (mm/dd/yy) 

Signature Over Printed Name of Witness Place and Date Signed 
(mm/dd/yy) 

Every ques n must be dis nctly and completely answered by the claimant to expedite claim processing.
The issuance of this form is in no way an admission of any liability 
Claim will not be processed unless accompanied by 
and other documentary requirements.

CLAIMANT STATEMENT 
DISABILITY

Write legibly and fill out all necessary information completely.
If the question is not applicable, write “NA”.
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CLAIMANT STATEMENT
This must be clearly and completely filled-up by the 
Life Insured/Life Assured
If the Life Insured/Life Assured is unable to sign 
Claimant Statement:

Thumb mark is acceptable, if: 
□ Countersigned by the Spouse, if married;
□ Countersigned by his/her children of legal age, if the 

Life Insured/Life Assured is a parent; or 
□ Countersigned by the Parent (or next of kin in the 

absence of Parent), if the Life Insured/Life Assured is single. 
If the Life Insured/Life Assured a nd Policyowner are di�erent 
(except PA stand-alone):
□ Policyowner signs the Claimant Statement.
□ If Policyowner is a company or ins tu on, the 

authorized representa ve of the company or 
ins tu on as stated in its updated board resolu on 
shall sign the Claimant Statement. 

ATTENDING PHYSICIAN’S STATEMENT/S
This must be duly accomplished by the Physician/s who 

ended to the Life Insured/Life Assured. 

□ For loss of sight, APS must be accomplished by an 
Ophthalmologist. 

□ For loss of hearing, APS must be accomplished by an 
ENT. 

□ For loss of speech, APS must be accomplished by an ENT

ONE VALID IDENTIFICATION CARD OF AUTHORIZED 
REPRESENTATIVE OF COMPANY/I NSTITUTION 

IF POLICY IS LESS THAN TWO YEARS FROM THE EFFECTIVITY 
DATE/DATE OF APPROVAL OF LAST REINSTATEMENT OR 
ADDITION OF RIDER 

 COMPLETE MEDICAL RECORDS 
        This must be duly cer ed by the issuing hospital/ins tu on. 

□ Admission and Discharge Summary Consulta on Record,
diagnos c results (including Annual Physical Exam), 
confinement records before e�ec vity date or date 
of last reinstatement, increase of coverage or addi on 
of the benefit. (Cer ed True Copy); 

□ History Sheet: Contains chief complaint, personal, and 
family history (past and present). 

IF INCIDENT IS DUE TO EXTERNAL CAUSES   (Homicide, Suicide, 
Accident, Murder, etc.) 

 Cer ed true copy of the Final Inves ga on report of Police 
Authori es or 

 Original or cer ed true copy of Sworn Statement or 
A�davits on file of at least two witnesses to the incident or 
A�davit of at least two persons cognizant of the circumstances 
surrounding Life Insured/Life Assured’s violent death , 
injury, or disability; 

 Cer ed true copy of Medico-Legal Report / Autopsy Report, 
if any; 

 Driver’s license and vehicle registra on if Life Insured/Life Assured 
was driving a vehicle at the me of the accident; 

 Duly cer ed copy of the Criminal Complaint filed in the 
court, if any, or Fiscal’s Resolu on, if any. 

IF THE INSURED EVENT HAPPENED OUTSIDE THE PHILIPPINES 

 All forms and proofs of claim obtained outside the Philippines 
must be in English and duly authen cated by the Philippine 
Embassy or Consul of the country where the event happened. 

IF CLAIMANT IS OUTSIDE THE PHILIPPINES 

 Signed Claimant Statement authencated by the Philippine 
Embassy or Consul; and 

 If payment of proceeds is in check, Claimant must provide 
Special Power of A orney (SPA) duly authorizing him/her, 
authen cated by the Philippine Embassy or Consul. 

       Medical records from a hospital located abroad do not require 

        Medical records from a hospital located abroad do not require 

and Neurologist. 

CLINICAL ABSTRACT FOR CONFINEMENT

ONE VALID IDENTIFICATION CARD OF LIFE INSURED/LIFE ASSURED 

ONE VALID IDENTIFICATION CARD OF POLICYOWNER 

Every ques n must be dis nctly and completely answered by the claimant to expedite claim processing.
The issuance of this form is in no way an admission of any liability 
Claim will not be processed unless accompanied by 
and other documentary requirements.

CLAIMANT STATEMENT 
DISABILITY

(All documents must either be in Original or Certified True Copy)
Upon submission of complete basic requirements, Claims may require
additional documents or information depending on the case.
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. 

TOTAL PERMANENT DISABILITY AND ACCIDENTAL 
DISABLEMENT 

ACTIVITIES OF DAILY LIVING

 CERTIFIED TRUE COPY OF RECORD OF OPERATION, if any 

EMPLOYER’S CERTIFICATION 

NEUROLOGICAL EXAMINATION 

NOTARIZED AFFIDAVIT FROM LIFE INSURED/LIFE ASSURED
OF TASKS PERFOMED BEFORE AND AFTER DISABILITY 

SSS CERTIFICATION ON TOTAL AND PERMANENT DISABILITY, if any  

FOR ACCIDENTAL DISMEM BERMENT/LOSS OF USE 

X-ray Result for Dismemberment of a limb / extremity

FOR LOSS OF SIGHT 

 Light Percep on 

 Slit lamp result 

 Visual Acuity 

FOR LOSS OF HEARING 

 Audiometry and sound-threshold Test Result 

FOR LOSS OF SPEECH 

 MRI of larynx 

 MRI and/or CT scan of the Brain 

LIST OF VALID IDs 

□ Passport
□ Driver’s License
□ Professional Regula ons Commission (PRC) ID
□ Police Clearance
□ Postal ID
□ Voter’s ID
□ Photo-Bearing Barangay ID/Cer a on
□ GSIS e-Card
□ SSS Card
□ Philhealth Card
□ Senior Ci zen’s Card
□ Overseas Workers Welfare Administra on (OWWA) ID
□ OFW ID
□ Seaman’s Book
□ Alien Cer ate of Registra on/Immigrant Cer ate of

Registra on 
□ Government O�ce ID (e.g. AFP, Home Development

Mutual Fund, Department of Educa on IDs) and IDs 
issued by government instrumentali s 

□ Photo-Bearing ID/Cer a on from the Na onal Council
for the Welfare of Disabled Persons (NCWDP) 

□ Department of Social Welfare and Development (DSWD)
photo-bearing ID/Cer a on 

□ Firearms License
□ ID issued by the Bureau of Internal Revenue
□ Photo-Bearing Credit Card
□ Photo-Bearing Health Card issued by Health 

Maintenance Organiza ons

Every ques n must be dis nctly and completely answered by the claimant to expedite claim processing.
The issuance of this form is in no way an admission of any liability 
Claim will not be processed unless accompanied by 
and other documentary requirements.

CLAIMANT STATEMENT 
DISABILITY

(All documents must either be in Original or Certified True Copy)
Upon submission of complete basic requirements, Claims may require
additional documents or information depending on the case.
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