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@ Prudential APPLICATION FOR LIFE INSURANCE

@ Pruco Life insurance Company
- T Thie Prudestiginsurance Company T Atiiencs
Buath are Prudential Financial companies.
) Corporate Otfices, Newark, New Jersey --

A PROPOSED INSURED (POLICY OWNER UNLESS SECTION D IS COMPLETED}
Name: SASINALA NARRA
Previous natme (if changed in the last 5yrs.): . it
Sociat Security number. REDACTED 4 State of birth (Country if not U,S.): INDIA
Gehder: @Female ~ OMale ~ b.Date of birth REDACTED 1978 7. Date policy to Save Age? OYes [ENo
“Ave yoii a permanent, legal US residept? MVes OlNo
“If No, provide country of fegal residence, fype and number of visa, expiration date and length of US residence :

POLICY NUMBER {IF KNO‘NN):[SZQI!ZS

9. Driver's license issuing state: NJ Number: REDACTED Expiration date: 08/12/2015
1¥ None, why not? :
10. Residence address {No PO boxes): Street HAMILTON ROAD Apt 30
City MAPLE SHADE State NI nwpo80s2
11. e-mail address: HANUMANTHARAO. RARRAG@GMAIL COM
12: Home telephone nimber: (7185 496-5497 Business telephone number {ext.): {979) 691-7700
13. Current employer name: COGNIZANT TECHNOLOGIES
“Business address: Street 217 QUAIITY CIR Suite________
City COLLEGE STATION State 7X IP7784s
14, Occupation: SENIOR ASSOCIATE
Duties: IWORKING AS SYSTEM ARALYST AND MAKING DEVELOPMENT ACCORDING T0 BUSINESS REQUIREMENTS
15. Eamed annual income $94.008 . Unearned annual income $_0_ Net worth $_750.000
5. PLAN OF INSURANCE
1. Amount of insurance applied for: $.500.000 Complete Financial Supplement with face amounts of $5,000,000 or more up to

age 70, $2,500,000 or more ages 71-80, $1,000,000 or more ages 81 and up.
2. ‘Product applied for,. -

o Term Essentiaf® 010 015 020 m@30 EPrulife® Index Advantage ((AUL) Complete the JAUL Supplement.
" OTemBite® OI0 O5 D20 D30 DPruLife® Universal Plus {UL Plus}
01 ROP Term: ols $20 630 DPruLite® Universal Protector (UL Protector)

3 PruTerm WorkLife 65 (includes Insured’s Waiverof Premium Benefit}  D3IVUL Protector™ (VULP) Complete the Variable Supplemeat.
O Prulife®Custom Prémier Il (PCF I} Complete the Variable Supplement. O Other.
0 Prulife®Founders Plus (PFP) Complete the PFP Supplement.
3. For UL and VUL products oniy : Death Benefit type: 1 Type A (Level) D Type B (Variable) — N/A for UL Protector
D Type C (Retum of Premium} — WA for IAUL, UL Protector & VULP, —interestrate: %
4. For UL and VUL products only : Definition of life insurance:
0 Cash Valug Accumutation Test (CVAT) T Guideline Premium Test (GPT)
5. ‘Requested Optiohial Béngfits: (NGF all benefits are available for all products.):

O Waiver of Premium/Enhanced piéahilit_y Benefit 3 Overloan Protection Rider
M Acceleration of Death Benefit (Living Needs Benefit) D) Child Rider Complete Child Rider Supplement.
- DI'Accidentat-Dedth Banefit: Amount$ -~ - O Automatic Premium Loan

B BenefitAccess RiderCamplete Benefit Access Rider Supplement, O Enhanced Cash Value Rider
- D1 Other Riders/Benefits (indicdte amount where applicable).
1. Send notices {check ong): @ Pulii:jnwner' 2 Other recipient:

Send nofices tcheck_ one): [ Policyowner’s residence 01 Other address:
" Street

City - State ZIP
2. Premium payment mode: (& Annual O Semiannual 3 Quarterly ) Monthly — Electronic Funds Transfer

3. - For non-term plans, billéd premium: §
' ' BAR T TH G
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0. OWHNER (COMPLETE IF OWNER (S OTHER THAN THE PROPOSED INSURED)
For multiple owners, details are to be listed in Special Requests, section H.
1. Name of owner: '
2. Social Security/Tax identification aumber (SSN/TIN):
3. Residence address (NoPO boxes): Street __ Apt
Eoppys  mE- - - o EmE State i3
4. Ownei's emailaddress:
5a. For trust owner: Complete the Jrusfee Statement and Agreement (COMB B6044).

Trust date: A
"7 Trustee(s) _ _

Type: O Revocable Q1 Ievocable 3 Qualified Retirement Plan Trust O Welfare Benefit Trust
5b. For business owner: Complete the Business Suppfement.

Form: 00 Comporation — O Partnership D1 Sole proprietorship 0 Other;
- OSCorpoiation.  OUC D Tax exempt
S¢. For personal wner;
Total insurance prografi: Curreftly in-force: § Pending applications: §
Relationship to Proposed insuredl: Date of birth: | 1
Famned annual income: " Unearned annttal income: $ Net worth: §

E BENEFICIARY DETAILS

If insurance is for business purposss, also complete the Business insurance Supplement. if beneficiaryis a trust, provide name of trust and trustee(s),
date of trust and if trust is revocable or irrevocahle. If beneficiary is a business, please list name of business, city and state where located and the
form of business.

Name: First Middle Last Relationship to Proposed Insured Age  Beneficiary Class
Primary Secondary/Contingent

SEE SPECIAL REQUESTS D a
o a a
= ] =]
5 3 =2 m]
1. Doyou have any existing life insurance or annuities? OYes @M
Note: Existing coverage includes any lite insurance policies that have been assigned, sold or transferred.
2. -Will this insurance-reptate™ any éisting insurance or annuity? CYes TNo
3. LUst the following details for all existing coverage. (List only annuities to be replaced* . list all in force fife insurance):
nsurance Gompany - o Face Amount Type Product To Ba Replaced7* 1035 Exchange?
oo - O Grou D Annuit
$ o Indiv?dual o Life ' ovs am ot o

0O Group O Annuity

$ Oindividual Olfe = OCYes ONo  CYes ONo
Qs O Annui
$ o Inrg:r'-?dual (] Lil:‘gm OYes ONo DYes ONo

0 Group 0 Annuity
O individual O Life OYes ONo  DOYes ONo

0 Group D Annuify
$ O Individual O Life OYes ONo DOYes Do

*Replace or replaced means that the insurance being applied for may replace or cause a change in any existing insurance or annuity vith any
company, including the lapse or surrender of the existing policy, or the use of funds or vatues from the existing policy to pay for the new policy.
4. . Are-you-applying fororremstating life tnsurante with any company? OYes @No
if Yes, give company name, amount applied for and total amount to be placed, including this application :

5. Have you had life or héélth insurance declined, postponed, rated or issued with an increased premium? BOYes ®No
If Yes, give company name, lype of insurance, date, sction taken and reason for action :

{CONTINUED)
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£ INSURANCE HISTORY (CONTINUED)

6. Isthe proposed insured or proposed owner cansidering the transfer or sale to a fife settiement company or other investor of:
policy ownership; or, any interest in the policy benefits, either directly as a named beneficiary or mdirectly as a beneficiaty
or owner of a trust or dther entity?

_ #f Yes, provide details .

OYes ENo

| G. GENERAL INFORBIATION '

1. Inthe past five years, have you flown as a pilot, student pilot or crew member or do your intend to become 2 pilot?
2. inthe past five years, have you participated in any activities such as motorized vehicle racing, SCUBA diving,
mountain climbing, skydiving, extreme sports such as BASE jumping, bunges jumping or cave exploration, or do you intend to?

¥ Yes, to Question 1 br 2 above, complete the appropriate Supplement.

3. Have'you ever gsed-tobacco o any Other nicatine products such as cigarettes, cigars, pipe, chewing tobacco, snuff,
nicotine gum or nicotine patch? if Yes, provide details :

Preduct Type(s) Date Last Used Frequency of Use

e

FL

3. Inthe past fite years, Have you.
. had your driver’s license dened, suspended of revoked?
ir, been convicted of or'pled guilty to driving under the influence of alcohol and/or drugs?
¢ been convicted-of orpled guilty to any moving violations?
5.  Within the past 10 years, have you been arrested, convicted, or imprisoned for any crime and/or are you curently awaiting
- trial for any crime? : i
6. Will you live or travel outside the United States within the next 12 months?
"~ Defails required includle location {cify/country), frequency, duration and purpose of each trip.
7. Give compiéte details of any “Yes™ answers for questions 4 ~ 6, including question number and appropriate details:
Question # Details

——— —_—_ ——_—— . — - = — e —_—

OYes DNo

OYes mNo

OYes ©No

DOYes MNo
O Yes M No-
O Yes [ No

OYes @ No
OYes T No

—_————— e —— s — e ——— e — - e

—— — = e ——— Y LT - -

H. SPECIAL REQUESTS

{Class 1) - HANUMANTHARAD NARRA , HUSBAND , 36 :(Class 2) - CHILDREN OF THE INSURED IN EQUAL SHARES OR T THE SURVIVOR(S)
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A. PERSONAL PHYSICIAN INFORMATION

Name SUR&QM SHETH

Rddress: Street 526 LIPPINCOTT OR Suite
~ .. CityMARLTON - ~ = = State NI P 08053
Telephone-number-{ 856) 985-3700 - Date last seen: 09/2014

Reason last seen: GENERAL CHECK UP
¥f iore than oné‘per!inl_l_al physician, provide details in section B number .

2. PHYSICAL MEASUREMENTS

1. Height: 5 feet 4 inches Weight: 176 _ pounds ;
2= Within-the Tast 12 monthis, have you had a change of weight {gain or loss) of more than 10 pounds? OYes mNo
1f Yes, provide details :-

—

Have any immediate family members (mother, father, brother, sister) been diagnosed with or died from coronary artery disease,
cerebravascular disease, diabetes or cancer before age 707 OYes @M
“if Yes, provide details including which member and medical condition, age at diagnosis, and age at death (if applicable) :

_ +

2. Father. Currenf age 64 or Ageatdeath: Mother: Current age §2 or Age at death:

D. MEDICAL INFORMATION
1. Has a member of the medical profession ever treated you for or diagriosed you with:
a. high blood pressure, chest pain, a heart attack, coronary artery disease, a heart valve disorder, a heart murmur, an irregutar
-heart beat, cerebrovascular diséase, a stroke, circulatory disease, an aneurysm of any disease of the heart or blood vessels? DOYes ©No

b. anemia orother abnormality of the blood (other than HIV)? OYes @ Ne
" & -a polyp, eyst, tumor, cancer, [éukemia, melanoma, lymphoma or Hodgkin's disease? OYes mNo

d. diabetes, high biood sugar, glucose intolerance or other endocrine disorder? OYes mhNo
& anxiety, depression, or any other mental or psychiatric illness? OYes @No
f: Acquiredimmune Deficiericy Syndrome TAIDS), ADS-Related Complex (ARC), or any other sexually transmitted disease

{other than HIV)? DYes BN
g asthma, emphysema, cystic fibrosis, sleep apnea, sarcoidosis, tuberculosis or any other disorder of the lungs

or respiratory system? ~ BYes mNo
‘h: a seizure, epilepsy, multiple sclérosis, Parkinson's disease, muscular dystrophy, cerebral palsy, paralysis, Alzheimer's disease

or any other disorder of the brain or nervous system? OYes ©No
i.- an dlcer, hepatitis; cirrhosis, pancrgatitis, ulcerative colitis, Crohn’s disease or any other disorder of the esophagus, liver,

stomach or intestines? OYes @ No
j.- nephritis, polycystic kidney disease or any other disorder of the tadder, kidney, urinary tract or prostaie? D Yes m@No
k arthritis, gout, back trouble, or any disease or disorder of the joints, muscles or bones? OVYes B No

I lupus, theumatoid arthritis, chronic fatigue syndrome, fibromyalgia, ar any other disease or disorder of the autoimmune system? C1Yes I No
2. Have you ever used:

a- cocalne, crack, marijuany, herdin, Ecstasy, PCP, LSD, methamphetamine, any other haltucinogenic drug or controlled substance? O Yes @ No

b. amphetamines, barbiturates, sedatives, opiates of methadone, or controlled substance except as prescribed by a physician? B Yes @ No

3. Haveyou had or been sdvised to have treatment or counseling for alcohol or drug use or been asked to reduce or eliminate

- theirusage? - 7 OYes Mo
4_- Otherthan what has already been distlosed, within the past 5 years, have you:
a.- Tequested or received disability or compensation benefits? COYes mNo
b, been a patient in a hospital or other medical facility, other than for normal childbirth? CYes MNo
c. had any other disease, disorder or condition? O Yes w0 Ne
d. - been-advised to have surgery, medical tests or diagnostic procedures (other than for HIV)? DYes WMNo
5. Are you currently receiving medical treatment or taking any other medication or herbal supplement that has not already
been distlosed? CYes M@No

(CONTINUED)
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6. Give complete details of any “Yes™ answers for questions 1-5, including: Question number, diagnesis, date of onset and recovery,
" medication/treatment prescribed and the name, address and telephone number of all attending physicians and hospitals.
Bl CMIsSRSNGL HHe CGRELE SUCSDatdof Date of Medication/ Physician/Hospital
Question#  Diagnosis’ ’ Onset Recovery Treatment Prescribed Name, Address & Phone Number
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AGREENMENTS

By signing this form, | have carefuily reviewed the application including alf supplements attached to the policy, and | agree to the following:

* Tothe best of my knowledge and bellef, the statements in this application are complete, true and correctly recorded.

* Except for failure to pay premium, the validity of this policy will nat be contested after it has been in force during the insured's lifetime for (wo years
from the date it takes effect.

« -if | have requested the Acceleration of Death Benefits (Living Needs Benefit}, | have read the disclosures in the Living Needs Benefit brochure.

o My original signature has been affixed to this application, the original will be retained by the Company named at the beginning of this application
{(*Company”). The copies attached to the policy issued to me are identical in form and substance.

e Any policy issued on this application shall not take effect until after all of the following conditions are met:

e A payment equal to the full first required premium is received hy the Company within the lifetime of the proposed insured. A payment will only be
considered to be received if one of the following valid items is received by the Company: (i) a check in the amount of the full first required
premium; (i} a completed and signed payment form for the first full premium; or (is} any other form of payment acceptable to the Company.

¢ The form of payment submitied is honored. if payment is made by credit/debit card, wire transfer or automatic bank draft, no premium is
considered to be honared until the Company actually receives the funds unless otherwise provided by applicable law.

¢ A signed copy of this Application is received by the Company.

* The Owner has personally received the policy during the lifetime of and while the health of the Propased Insured is as stated in this application.

» Only an officer of the Company with the rank or title of Vice President may make or alter any cantract or agree nat to enforce any of the rights of

the Company, and then only in writing. No producer or medical examiner is authorized to accept risks, pass on insurability, make or atter

conitracts, or waive any of the other rights or requirements of the Company. Notice to or knowledge imputed to any producer of medical examinet

will not be notice of or knowledge to the Company unless it is set out in writing in this application.

FRAUD WARNING

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

SIGNATURES
Owner's Tax Certification (check boxes ONLY if applicable):
Under penalties of perjury, I certify that the taxpayer identification number (TIN) | have listed on this form is my correct TIN. ! further certify that | am
a Y.5: person (incloding reSidént alien), and T am not subject to backup withholding under Section 3406{a){1)(C) of the Intemal Revenue Code.
D 1have been notified by the Interal Revenue Service that | am subject to backup withholding due to the underreporting of interest or dividends
O lam not a LS. person {including resident alien}. You must submit the applicable Form W-8 (BEN, BEN-E, ECI, EXP or IMY). In mos! cases, Form

- W-BBEN will be the appropriate form.
The Intemal Revenue Service does not require your consent to any provision of this document
other than the certifications required to avoid backup withholding.

Signed at (STATE) NEW JERSEY . on{DATE)____ Oflerfes
< Signature of proposed insured X_ngw, T 4 Sl et i

If poticyowner is different fram the proposed insured:
For a personal policyowner(s):
=) Signature of policyowner(s) X

For an entity policyowmer(s) (i, trust, business)
Nemeofentity
) Signature of officer/trustes(s) X

Title of officer/trustes(s) .y
= Signature of producer X \ j /

ORD 96200-2010 | NEW JERSEY REV 2015 PAGEG of &
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@ Prudential APPLICATION FOR LIFE INSURANCE

@ Pruco Life Insurance Company
. 3 The Prudential nsurance Company of Ameaca™ ~
Both are Prudential Financial companies.
Cotporate Ofﬂces, Newark Newlersey

f PROPOSED INSURED (POLICY OWNER UNLESS SECTION D IS COMPLETED)
Name: SASINAJA NARRA
" Previous naie if thangdd in the 1ast 5 yrs.):
 Socia) Security numbe  REDACTED  _ 4 State of birth {Country if not U.S.): INDI4
“ender: @Female OMale 6. Dateof bitt REDACTED 1979 1978 7.Date policyto Save Age? DOVes @No
~ Are you a permanent, legai US resident? @Yes ONo

If No, provide countiy of legal residence, type and pumber of visa, expiration date and fength of US residence :

. REDACTED -
9. Driver's license issuing st_ate: m Number: Expiration date: 08/12/2015

If None, why not? . . . —
10. Residence address {No PO boxes): Street W Apt 3D
City MAPLE SHADE State AJ roaese. o .
11. e-maiil address: HANUMARTHARAO. NARRA@GMAIL COM Sl e e e s
12. Home telephone number: {718) 496-54437 ___ Business telephone number (ext.): {979} 691-7700
13. Current employer name; COGNIZANT TECHNOLOGIES :
Busmess address: Street _Mﬂﬂﬂ_l& Suite
City COLLEGE STATION - State TX P 77845
14, Dccupation: WTE
Duties: WORKING AS SYSTEM ANALYST AND MAKING DEVELOPMENT ACCORDING TO _
15. Earned annual income $ 94 000 ' Unearned annua] lncome!; 0 Net worth § EM
B. PLAN OF INSURANCE

1 Amoont of insurance applied for- §500,000 Complete Financial Supplement with face amounts of $5,000,000 or more up to
age 70, $2,500,000 or more ages 71-80, $1,000,000 or more ages 81 and up.
2. Product applied for;

POLICY NUMBER (IF KNOWN): ¥2353442

o N L1 re o

OTemEséertia® O10 015 D20 030 O PruLite® index Advantage (IAUL) Complete the JAUL Supplement.
OTemEite® 010 015 D20 030 O Prulife® Universal Plus (UL Plus)
01 ROP Term: O15 02 o3 @Prulife® Universal Protector (UL Protector)

03 PraTerm WorkLife 65 (includes Insured’s Waiverof Premium Benefit)  CVUL Protecto™ (YULP) Complete the Variable Supplement.
O Prulife®Custom Preniier I (PCP 1) Complete the Variable Supplement, O Other:
O Prulife®Founders Plus (PFP) Complete the PFP Supplement.
3. For UL and VUL prodicts only : Death Benefit type: [0 Type A {Level) D) Type B (Variable) — N/A for UL Protector
O Type C (Return of Premium) — N/A or IAUL, UL Protector & VULP. — Interestrate: %
4. For UL and VUL products only: Definition of life insurance:
@ Cash Value Accumulation Test (CVATY O Guideline Premium Test (GPT)
5. Requested Optional Benefits: (Not all benefits are available for all products.):

O Waiver of Premium/Enhanced Disability Benefit 3 Overloan Pratection Rider
" O Acceleration of Death Benefit {Living Needs Benefit) O Child Rider Complete Child Rider Supplement.
'O Accidental Death Benefit: Amount § O Automatic Premium Loan

10 BenefitAccess Rider Compléte Benefit Access Rider Supplement. O3 Enhanced Cash Value Rider
-0 Dther Ridal‘s?Béneﬁts (tndlcate amount where applicable):

c. PREI"'IUM

1. Send natices (check one): M@ Policyowner O Other recipient:

Send natices (chetk one): @ Policyowner's residence C1 Other address:
Street _ Apt

City , : State ZIP
2. Premium payment mode: O Annuzl O Semiannual O Quarterly 00 Monthly — Electronic Funds Transfer

3. For non-term plais, billed premium: § 248.00
i il |
| i 1
M 1| REV 2015 PAGEL of 7
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0. OWNER [COMPLETE IF SWNER 1S GTHER THAN THE PROPOSED INSURED)

For multiple awners, details ae to be listed in Special Requests, section H.
1. Nameofowner: _ _
2. Social Security/Tax identification number (SSN/TIN). ______ = 3 =
3. Residence address {NoPO hoxes) Street _ Apt

- Gty : State bii:
4. Owner'semail address: _
5a. For trust owner: Completé the Tmstee Statement and Agreement (COMB 36044).
. Tustdate ____/ __/
Trustee(s}
Type: O Revocable O Imevocable O Qualified Retwement Plan Trust £ Welfare Benefit Trust
5b. For business owner: Complete the Business Supplement.

form: 03 Corporation O Partnership 0 Scle praprietership 3 Other: :
03 § Corporation ~ O LLC. O Tax exempt
5¢. For personal owner:
Total insurance program: Curently in-force: § Pending applications: §
Relationship to Proposed Insured: . o - __ Dpateofbith. /] _ _
Eartied annual fncome: $____ ~ - Uneamed annual income: $___ ) _ Net worth: $

E. BENEFICIARY DETAILS

i insurance is for business purposes, also complete the Business Insurance Supplement. if beneficiary is a trust, provide name of trust and trustesls),
date of trust and if trust is revocable o irrevocable. If beneficiary is a business, please list name of business, city and state where located and the
form of business.

Name: First Middle ~ last Reiationship to Proposed Insured Age  Beneficiary Class
Primary Secondary/Contingent

SEE SPECIAL REQUESTS o o
O o -
ju] [}
u] ]
1. Do you have any existing life insurance or annuities? OYes @No
Note: £xisting coverage includes any life insurance poficies that have been assigned, sold or transferred.
2. Willthisi s insurance replace* any exjsting insurance or annuity? O Yes m@No
3. Listthe ioﬂowing details for all existing coverage. (List only annuities to be replaced®, list all in force life insurance):
Insurance Company Face Amount Type Product To Be Replaced?™ 1035 Exchange?

O Group O Annuity
O Individual (O Life OYes ONo DYes Oho

0 Group O Annuity
O Individual O Life DYes ONo OYes OMNo

$
$
¢ O Group O Annuity
)

O Individual O Life DYes ONo DYes DNo

O Group €3 Annuity
O individual O Life DOYes ONo DOYes ONo

O Group O Annuity
3 D Individual 01 Life OYes ON OYes QNo

*Replace or replaced means that the insurance being applied for may replace or cause a change in any existing insurance er annuity with any
company, inchiding the fapse or surrender of the existing policy, or the use of funds or values from the existing palicy.to pay for the new policy.
4. Are you applying for or reinstating life insurance with any company? OYes m@No
It Yes, give company naine, amount applied for and total amount to be placed, including this application :

5. Have you had life or health i msurance declined, postponed, rated or issued with an increased premium? OYes @ No
I Yes, give mmpany naine, type  of insurance, date, action taken and reason for action :

(CONTINUED)
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6. Isthe pmposed_ insured or proposed owner considering the transfer or sale to a life settlement company or cther investor of:
“poficy ownershilp; or, any interest in the policy benefits, either directly as a named beneficiary or indirectly as a beneficiary

or owner of a trust or other entity? fOYes MNo
[ Yes, provide details . LR
1. nthe past five'years, have you flown as a pilot, student pilot or crew member or do you intend to become a pilot? O Yes @ No
2. Inthe past five years, have you participated in any activities such as moterized vehicle racing, SCUBA diving,
mountain cfimbing, skydiving, extreme sports such as BASE jumping, bungee jumping or cave exploration, or do you intend to? O Yes [F Ne

1 Yes, to Question 1 or 2 above, complete the appropriate Supplement.

3. Have you ever used tobacco or any dther nicotine products such as cigarettes, cigars, pipe, chewing tobacco, snuff,
nicotine gum or nicatine patch? i Yes, provide details : O Yes @ No
Product Type(sy T 77 777 Datelast Used " Frequency of Use

4, In the past five years, have you:
3. had your driver's licerize denied, suspended or revoked? O Yes [ RNo
b. been convicted of or pled guilty to driving under the influence of alcohol and/or drugs? OYes @No
c. been convicted of or pled guilty to any moving violations? OYes @No
5. Within the past 10 years, iave youheen arvested, convicted, or imprisoned for any crime and/or are you currently awaiting
trial for any crime? [ Yes M No
6. Will you live or travel outside the United States within the next 12 months? CYes O No

Details required include location (city/country), frequency, duration and purpose of each trip.

Give complete details of any “Yes” answers for questions 4 — 6, including question number and appropriate details:
Question # Details

=

S ORTO SUR
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Pruco Llfe lnsurance Company
& Prudential Financial company

POLICY NUMBER (0F KNownNy:K2353442

PRIMARY PROPOSED INsure0: SASINALA NARRA

1. Has a member of the medical profession ever treated you for or diagnosed you with:
4. amyotrophic lateral sclerosis (ALS, Lou Gehrig's Disease), Huntington's chorea, ataxia, transverse myelitis or

myasthenia gravis? DYes mNo
b. chronic, recurrent’ or persistent mefmiory loss or confusion; senility, cognitive impairment, dementia or organic brain disease? D Yes mNo
¢. amputation of more than one fimb? OYes mNo
d. more than ane transient ischemic attack (TIA, mini stroke)? OYes mMo
¢, osteoporosis with compession fracture(s) or other related fracture(s), post polio syndrome or chronic pain syndrome? B Yes @ No

2. Within the past 2 years, have you:

a. beeri advised by a " fiember of the medical profession to discontinue the driving of an automobile? COOYes @M
b’ failen more than once, been in a Iong term care facility. nursing home, required the services of a home health care provider,

or attended adult day care? CiYes @ No
¢. been declined for long term care insurance including coverage offered as a rider to a life insurance or other policy? OYes ©MNo

3. Dayou currently:
a. need, or have you been advised to receive, help or supervision with personal hygiene, toilet use, eating, taking medication,

getting in‘or dut of a bed or chair, walking, dressing or bathing? O Yes No
b. use 2 wheelchair, motorized scooter, walker, quad cane, stairift, oxygen, respirator, catheter or dialysis machine? O Yes @ Neo
¢. need help or supervision with laundry, cleaning. shopping, using the telephone, meal preparation, managing finances,

‘managing your medicafion, use of transportation or yard work? OYes @ho
d. receive any fong term care benefits? OYes No
e. have or have you applied for a Ranidicap placard or handicap license plate? OYes @No

Give complete details of any “Yes” answer(s) to questions 1-3 including: Question number, diagnosis/condition, date, treatment, and the name,
address and telephnne rumber of all attending physicians and hospitals.

Question# -~ DiagndSis/Comdftion Date Treatment Physician/Hospital Name, Address & Phone Number

ORD 96200-20133;‘ BENEFITACCESS RIDER PAGE 4 of 7
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Address: Sfreet 526 LIPPINCOTT DR ) ] _ Sute
City MARLTON State N 7IP 08053
Telephone number. { 856) 985-3700 Datelastseen 0942004 =

Reason last seen: GENERAL CHECK UP.
If more than one personal physician, provide details in section D number 6.

B. PHYSICAL MEASUREMERNTS

1. Height: § feet 4 inches Weight: 176 pounds

2. Within the last 12 month, have you had a change of weight (gain or loss) of more than 10 pounds? OYes Mo
If Yes, provide details - .

C. FAMILY HISTCRY
1. Have any immediate family members (mother, father, brother, sister) been diagnosed with or died from coronary artery disease,

cerebrovascular disease, diabetes or cancer before age 707 DYes @ MNo
if Yes, provide details including which member and medical condition, age at diagnosis, and age at death {if applicable) :

Father: Current é‘g? 64 " o Age at"death: - ) Mother: Current age 62 or Ageat death:--

~

D. MEDICAL INFORMATION
1. Has a member of the medical profession ever treated you for or diagnosed you with:
2. high blood presSure, Chest pain, a heart attack, coronary artery disease, a heart valve disorder, a heart murmur, an irregular
heant beat, cérebrovascular disease, a stroke, circulatory disease, an aneurysm or any disease of the heart or blood vessels? DYes @ No

b. anémia or other abnotmality of the blood (ather than HiV)? OYes @No -
c. 2 polyp, cyst, tumor, cancer, leukemia, melanama, lymphoma or Hodgkin's disease? DYes @No
d. diabetes, high blood $ugar, glucose intolerance or other endocrine disorder? g OYes @mNo
e. anxiety, depression, of any other mental of psychiatric illness? OYes @ENo
f.  Acquired Tiimine Deficiency Syndrome (AIDS), AlDS-Related Complex (ARC), or any ather sexually transmitted disease

(other than Hiv)? . OYes mNo
g. asthma, émphysema, cystic fibrosis, sleep apnea, sarcoidosis, tuberculosis or any other disorder of the lungs

or respiratory system? OYes ENo
h. a seizure, epilepsy, multiple sclerosis, Parkinson's disease, muscular dystrophy, cerebral palsy, paralysis, Alzheimer's disease
~ arany ather disarder of the brain or nervous system? : DYes @ No
i analcer, fiépatitis, cifthosis, pancreatitis, ulcerative colitis, Crohn's disease or any other disorder of the esophagus, liver,

stomach of intestines? D Yes @ No
j- nephritis, polycystic kidney disease or any other disorder of the bladder, kidney, urinary tract ar prostate? OYes @No
k. arthritis, gout, back tiouble, or any disease or disorder of the joints, muscles or bones? DOYes mNo

. lupus, rheumatoid arthritis, chronic fatigue syndrome, fibromyalgia, or any other disease or disorder of the autoimmune system? [ Yes & No
2. Haveyou ever used: _
3. cocaine, track, marijL]ana, heroin, Ecstasy. PCP, £SD, methamphetamine, any other hallucinogenic drug or controlled substance? O Yes @ No
“b. ~amphetaniines, Barbiturates, sedafives, opiates or methadone, or controlled substance except as prescribed by a physician? OYes @No
3. Have you had or been advised to have treatment or counsefing for alcohol or drug wse or been asked to reduce or eliminate

their usage? OvYes M@No
4. Other thian what has already been disclosed, within the past 5 years, have you:
*a. requested of received disability or compensation benefits? OYes ®No
b. been a patient in a hospital or other medical facitity, other than for normal childbirth? OYes @ No
c. had any othier diseass, disorder or condition? OYes mNo
d. been advisedf to haveSurgery, medical tests or diagnostic procedures (other than for HIV}? OYes ®No
5. Are you currently receiving medical Treatment or taking any other medication or herbal supplement that has not already
been disclosed? OYes [&No

(CONTINUED}

ORD 96200-2010 | REW JERSEY REV 2015 PAGES of 7
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[La3]Wd 20 6T TO ST02/€0/60 EBETBE8008-#XVd
0. MEDICAL {NFORMATION (CONTINUED

6. Give complete details of any “Yes” answers for questions 1-5, including: Question number, diagnosis, date of onset and recavery,
medication/treatment prescribed and the name, address and telephone number of all attending physicians and hospitals.
Date of Date of Medication/ Physician/Hospita)
Question# Diagnosis © Onset Recovery Treatment Prescribed Name, Address & Phone Number

NEWJERSEY REV 2015 PAGEG of 7
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RGREEMENTS
By signing this form, | have éarefully reviewed the application including all supplements attached tohe policy, and | agree to the following-

* To the best of niy knowledge and bielief, the Statements in this application are complete, true and carrectly recorded.

Except for failure to pay premium, the validity of this policy will not be contested after it has been in force during the insured's lifetime for two years

from the date it takes effect,

If | have requested the Acceleration of Death Benefits (Living Needs Benefit), | have read the disclosures in the Living Needs Benefit brochure,

My original sigriature has been affived to this application, the original will be retained by the Company named at the beginning of this application

{"Company”). The copies attached ta the policy issued to me are identicai in form and substance

Any policy issued on this application shall ot take effect until after all of the following conditions are met.

» A payment equal to thé full first required premium is received by the Company within the lifetime of the proposed insured. A payment will only be
considered to be received if one of the following valid items is received by the Company: (i} a check in the amount of the full first required
premium; (i) a completed and signied payment form for the first full premium; or (iii) any other form of payment acceptable to the Company.

‘s The form of payment submitted is honored. If payment is made by credit/debit card, wire transfer or automatic bank draft, no premium is
considered fo be honored untilthe Company actually receives the funds unless otherwise provided by applicable faw,

* A signed copy of this Application i$ received by the Company.

* Thé Ownét lias persoially recéived the policy during the [ifetime of and while the health of the Proposed Insured is as stated in this application.

Only an officer 6f the Campany with'the rank or title of Vice President may make or alter any contract or agree not to enforce any of the rights of

the Company, and then only in writing. Ro preduycer or medical examiner is authorized to accept risks, pass on insurability, make or alter

contracts, or waive any of the other rights or requirements of the Company. Notice to or knowledge imputed to any producer or medical examiner

will not be niotice of of knowledge fo'the Company unless it is set out in writing in this application.

FRAUD WARNING

Any person who includes any Talse or misleading information on an application for an insurance policy is subject to criminal and civil penalties.

SIGNATURES

Dwner’s Tax Certification (check boxes ONLY if applicable):

Under penalties of perjury, 1 certify that the taxpayer identification number {TIN)  have listed on this form is my correct TIN. I further certify that | am

a U.S. person (including redident alien), and | am not subject to backup withholding under Section 3406(a)(1)({C} of the Internal Revenue Code.

O | fiave been notified bythe Intérnal Revenue Service that | am subject to backup withholding due to the underreporting of interest or dividends

O {am hot a US. person (including resident alien). You must submit the applicable Form W-8 (BEN, BEN-E, ECI, EXP or IMY). In most cases, Form
W-BBEN will be the appropriate form.

The Internal Revenue Service does not require your consent to any provistan of this document
i ‘other than the certifications required to avoid backup mthholdmg

Signed at (STATE) NEW JERSEY on {DATE) 09fe

) Signature of proposed insured X M

If policyowner is different fom the proposed insured:
For a personal policyowner(s):

< Signature of policyowners) X

For an entity policyowner(s) (Le., trust, Business):

_ Nameof entity
< Signature of officer/trustee(s) X

- - - —_—

Title of officertrustes(s) - cm—— e g
=) Signature of producer X ,YL -

ORD 96200-2010 | NEW JERSEY REV 2015 pPagtE7 of 7
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" . CERTIFIGATE OF DEATH | 720170018474
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Sasikala Narra
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. s
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3. Dsta of Dasth (MaDap¥r)  §32 Time of Dedth 240} |33 Was Meckeal Examines Contacted? |34 Place of Oeath
-~
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8/24/2(r18 $25K Reward Offered for Information About New Jersey Software Engineer Sasikala Narra's Murder | Global Indlan | indlawest.com
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http://www.indiawest.com/news/global_indian/k-reward-offered-for-information-about-new-jersey-software-
engineer/article_97660cc8-942d-11¢7-a559-1b610c0c2563.html

$25K Reward Offered for Information About New Jersey Software
Engineer Sasikala Narra’s Murder

SUNITA SOHRABJI, India-West Staff Reporter Sep 8, 2017

A $25,000 reward has been offered for information about the murder of Indian American software engineer Sasikala Narra,
who was found dead last March in her Maple Shade, New Jersey, apartment, alongside her six-year old son, /RED “We're
hoping that this would be an incentive for someone to come forward with information,” Joel Bewley, spokesman for the
Burlington County, New Jersey prosecutor’s office, told India-West. (Burlington County Prosecutor’s Office photo)
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Br24/2(18 $25K Reward Offered for Information About New Jersey Software Engineer Sasikala Nama's Murder | Giobal Indian | Indlawesl.com

A $25,000 reward has been offered for information leading to the arrest and conviction of persons
involved in the murder of Indian American software engineer Sasikala Narra and her six-year-old

son, ASD. who were found dead in their Maple Shade, New Jersey, apartment on March 23.

Narra, 38, and AE??Swere found slain in the bedroom of their home by Narra’s husband,
Hanumantha Rao. Both mother and son had been stabbed multiple times, Joel Bewley, spokesman
for the Burlington County, New Jersey Prosecutor’s Office, told India-West.

“We’re hoping that this reward would be an incentive for someone to come forward with
information,” said Bewley, noting that the investigation was “very active and ongoing.” Police have
been going door to door in the community where Narra and her husband Hanumantha Rao lived
with their son, passing out flyers offering the reward printed in Hindi, Telugu, Spanish, and English.

Bewley thanked the Indian Cultural Center in Evesham, New Jersey, for helping to translate the
flyers into Hindi and Telugu.

Rao found the bodies of his wife and son on the evening of the murder, and called 911. He told
dispatchers he did not know what had happened, as he had just returned home after “happy hour”
after work with some of his co-workers from Cognizant.

Questioned by detectives, Rao said he could not remember whether he had used his key to get into
the apartment, a key question in the case which would determine whether there was breaking and
entering into the apartment.

In the 911 call released by Maple Shade police, an unidentified woman’s voice can be heard in the
background. When the 911 dispatcher asked Rao if he could perform CPR on his wife and child, the
woman screamed: “No you can’t. Their throats are slit.”

She can also be heard on the recording telling Rao: “Don’t go back in there.”

Rao was believed to have been having an affair with Deepa Ajit, who also works at Cognizant’s office
in India. Narra had allegedly confronted her husband about Ajit: Rao allegedly told his wife there
was no harm in an extramarital affair.

Bewley totd India-West he could not state whether Rao and Ajit were under investigation. He also
could not state whether there was any new information on how Rao entered the apartment that
night or whether Ajit was in the U.S. at the time, saying the release of such information would
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*

$25K Reward Offered for information About New Jereey Sofiware Engineer Saslkala Nama's Murder | Global Indlan | indiawest.com

compromise the integrity of the investigation.

REDA

Both Rao and Ajit were questioned by police after Sasikala and A ©TEP bodies were found. The
Telugu Association of North America raised funds to have their bodies returned to Vijayawada for

the final rites.

Rao did not attend the funeral of his wife and son, though his passport had not been confiscated

(see earlier India-West story here).
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The Prudential Insurance Company of America

@ Prudential Prucs Life [nsurance Company of Hew lorsey >

Pruto Life Insurance Company o

All are Prudential companies. o

Life Insurance Claim Form -
GETTING STARTED: If you have any questions about completing this form, plaase refer It o .

. ¢ U's Predential’s casponsiordity to contact n
to the instructions that bagin on page 5 or contact us at 800-496-1035, 2t named bansficiarles o0 the pofciea =
REMEMBER: £ach beneficiary must complete and subm 2 separate clam form, Cnly provided. ;
ong death certificate with a raised state saat is neaded. s

)
(]
>
=
Hanumantharao Narra E
Name (Firs), Middle, Last) Rl
'_l
50990 8 e_aﬁ\/ St : w
Streel Address Apt/Sulte (optional)
Pisca fmdc&u I oS
Cily, State, Zip o Ly
56 I YY0d
Home phone Mobile phone Email address oy
REDACTED
H‘-’qu uh / z y) q REDACTED _ s
Refatlonship to deceased wvois w wnw \MYOdyyy) SSN, T'N or EIN ) [y ]
| am the (check one): See page 5 of the instructions for the i
the appropsi
¢ Beneficiary - Person named lo receive funds from the policy ;{:fﬁr::am fogardinghe 3 -

D Power of Atiornay for beneticlary (Atach Power of Attorney documeniation)
L] Reprasentative of the Insured's estate {Attach a copy of proo! of appointment)

O Trustee (Attach a copy of the Irust agreement) Name of trust _

O Checkif You are the sole trustee of a (ir)revocable trusl, the trust can own/withdraw funds from life insurance poficy,
the trust not a lestamentary trust and the Alkiance Accounl s the payment oplion sefected.

o Cmany beneliciaries are considered a “skip person” by the Inleral Revenue Code. See instructions for more

rdlan for the bendficiary (Attach a copy of the court order naming you as guardian)
iaty is & minor a mingr's name and dale of birth,

Fist name M Last name Date of birth {mm/dd/yyyyy)

O Assignee (Specify amount you are claiming)
D Other {Plaase specify)

COMB :Bamglmﬁl:ngs]g’n 8asikala Narra page L of 9
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o

The Prudential Insurance Company of Amatica L

@ Pﬂldﬂﬂﬁﬂl Pruco Life Insurance Company of Now Jersey 2

Pruco Life Insurance Company L

All are Prudential companies. z

Life Insurance Claim Form "

—

(o}

Saeikala Narra A

Name (First, Middie, Lasl) ) o

In order for us o idenlify add tional policies, provide any other names by which |he deceased may have been known (e.g,

name changes) o

I

REDACTED 3475 03/23/20117 z

vate ot oirth {mm/ddlyyyy) Pate of dealh (mm/dd/yyyy) Z

m

= o)

3. About the Policy -

Providg all the poliey number(s) for which you are making a clalm, The policy aumberls) wift be-an B or Baligi myraher W

fneluds tetiar profives (e.g., X12345678)

Policy number(s) V2353442 18201428 5 -~
Policy numbai(s} T

Paticy number(s} =

4. Hou 1o Receive Your Punds

Mosl Prudentlal policies afler szveral payment and sememenl optrons thal you should consider before makmg any elecbon
If you would like detailed information about thase oplions, please sea pages 6-8 of this lorm or contact your Prudential
Representatlve or customer service office at 800-496-1035 We also understand thal this may be an emotionally
challenging time In life and making financial declsions can seem overwhelming. To help make one decislon easler for you,
your eligible death claim benefils will be pald by the way of the Alliance Account (untess you elect an alternalive payment or
seltiement oplion), where your money will earn interest uniil you're ready to make decisions about how to use the funds, For
complele information and eligibilly detaifs aboul the Aliance Account, read pages 6 and 7 of this form, The minimum
interest rata thal wit bie paid on the Aliance Account will be no lower than 0.5% and may be &s high as 3,5%. (The current
rate, as of the date Lhis form was mailed to you, is 1,50 %.} This rate may differ if you atready have an exisling open Alfiance

Account. Tha higher rate will prevail

If you would like 10 selact an alternative option, Including a singte lump sum check, indicala it here (a5 described in
Understanding Your Optlons on Page 8 of the instruclions). Write your selection below:
, -

For the Alliance Account setilement option, described on pages 6 and 7, please feave this hine blank,

NOTE: You can also pay the funeral home directly. You mus! allach a copy of the funeral home assignment with this form
to tho s0. Any remaining proceeds will be applied based on your selection above.

Comgplete and ceturn this page.
COMB 388 N1 Ed. 222017

i T Cam u
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. ]
o
ur
o
d ﬁ al The Prudantial Insurance Company of Amarica )
; Pruden Priico Lite Insurance Gompany of New Jersey o
Pruca Life (nsurance Company o
AR are Prudential companies. P
. " ~
Life Insurance Claim Form
4. How to Receive Your Funds (continued) o
Beacficiary Designation (for Alllance Account or ather payment option) *
Pleass complete the followlng If you selected a payment optian othes than tha singte lump sam check shove. Any smount thal -
remaing payabie upon your death will be paid o those below. If you do not designale any beneficiaries, of if all beneficiaries o
predecease you, any balance will be pald to your estate. NOTE: If the Atiance Account was selecied as the payment option
and will be owned by a Trust, a beneficiaty cannol be named for the account. Successor Trustees must be named in the
Trust Agreement 7]
g
Choosg One: o
R Pay myestale "zz
D Pay beneficiarylies) (Provide beneficiary information below) !’3
[ primary Bsnetiolary | -
e ()
Name (First, MJ, Last) Dale of birth ISSN, Tit or EIN
(L
Address
] r —— L
Relat.onship to you Telephone Email address
a0
[ Bivstioiapy 2 | =
O primary (% } & Contingent (Conlingent beneficiary will be pald if no primary beneficiary survives the insured.)
Name (First, M1, Last) Date of birth SSN, TN or EIN :
Address
Relationship to you Telephone E£mail address
5. Tax Withhoigling Elettion (Appllcable for qualified plan distrib
Cosnghale thif section if 90l hwﬁwﬂ!!ﬁwﬁ-_ AN % o d
required by fow Ofiwr apd agtions may requim other tax ¥ nosdé
O Withhold federal income taxes from the laxable portion of the payment, For additional Information, see the Tax
3 Withhold stale income taxes from the taxable portion of the payment. Wilhholding Election Information section
in the Instructions and Disclosures on
Complete and return this page.
£omB 3;8 N1 Ed. 222007 Sasikala Narrs poge 3 of 9
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. """ ]
El
\ . The Prudential Insuraace Company of America ]
@ Pr udentl_all Pruco Lits Insurance Company ulwﬂm Jersey o
' Pruco Life Insurance Company ad
All are Prudenbal companies. ~
. \ blio:/AHtelnsurance Prudential.com =
Life Insurance Claim Form o

(a) Under penalties of perjusy, | cerlify that:

* lam aU.S. person {including resident alien);

®*  The Social Securily/Tax Identification Numbers provided in *Section 1. Aboul You® on this form
{s my correct SSN/TIN;

® | am not subject to FATCA reporting; and

¢ lam nol subject to backup withholding due to lailure to report interest or dividend income {see *Backup Withholding®
in the Tax Cerlification section).

If you are subject 1o FATCA reporting of if you have been nolified by (he Internal Rovenue Service thal you are subject to

backup withholding due o failure to report interest or dividend income, check the applicable box below:

0O 1 am subject to FATCA reporting

O 1 am subject to backup withholding due to failure 10 reporl intesest or diwdend income

(b} ) am mot a U.S, person (including resident alien). | am a cilizen of
Attach the applicable IRS Form W-B (BEN, BEN-E, ECI, EXP, IMY).

7, Authariration te Release Infermation
! authorize Prudential or its aulharized representalives to disclose policy and benefls infarmation, Including bud not fimited to  +»—
the ¢laim status and (he amount ol insurance benelil proceeds, in its explanation of bénefils lo beneficlarles, (uneral home
representatives, and assignees of the Insurance benelits s In response to inquires from these individuals. For the purpose of
procassing and paymenl of claims in an efficient and promp! manner, ! authorize Prudential 1o consolidale and disclose

9V 01

TTEINNY DS

compieted claim forms and documents to appropriale associales for each and every one of Prudential Financlal, Inc.'s ®
affillates or business units for which a claim for paymenl or distribution is made. o
8. Sigpature o

{ hava raad and ag?ee lo sections | thmu'gh 7 and the Clalm Fraud Warnings includod in this form on page 9. By signing this
foren, | certity thal information Bhal | have provided is true and complete. | understand that there may be tax implications as a

resull of this request.
FLORIDA RESIDENTS - Any fersan who knowingly and with Intent to injure, defraud, or decelve any insurer fes a
slatement of clalm or an applicallon contalning any Talse, incomplete or misleading Information is guilly of a felony of the Lhird

degree.

N’ﬂv YORK RESIDENTS - Any persan who knowingly and with intent to defraud any insurance company or othgr parson
lles an application for Insurance or statement of claim containing @ mate‘tlalw false Information, of conceals for purposs of
misleading Informalion conceming any fact matenial thare to, commils a fraudylent insurance act, which is a crimé and shall
also be subject o civil penalty nol to excaed five thousand dollars and Ihe stated value ol the ckaim for gach such violalion.
The Internal Revenue Servica does not requira your consent to any pravisian In this document other than the centifications

required to avoid backup withholding.

Lﬁ"‘*l M fC A A ) 05‘! A § f 1)

Beneficiary's or Claimanl's signature Date (mmvdaiyyyy)

To be completed by Prudential Representative @ Check here to select Field Office Delivery

Kepresealatve s Narne lelephone Nysmber } Gontacl Numbe: § 1edd Otce Code
Dasel Lia, Qo§-270-5521  |Go§-270-852) TRNL.

Address to deliver proceeds (only needéd if private or detached pffice) '

[ Tower CenfeR 16t™ £lopR éasz_rdnsw;cK MI o7l

Compleie and relurn this page.
COMB 388 N Eg. 272017 9asikala MNarca page 403
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) o
. The Prudential Insusance Company of Amersice py
@ Prudential Pruco Life tasurance Company of Kew Jersey 3
Pruco Lits Insurance Company o
Aff are Prudentisl companies. o
: : bite:#)felnsurance. Prudential.com =
Life Insurance Claim Form ~
L4. How to Receive Your Funds (continued) -
Beneficiary Designation (for Alliance Accouat or ather gayment option) 2
Plaase complete the following If you seloctes a payment option other than the single lump sum check above. Any amount that
remains payable upon your death will be paid Lo those below. If you do not designale any beneficiaries, of if all beneficiarles  *
predecease you, any balance will be pald to your estata. NOTE: If the AWiance Account was selected as the payment option
and will be owned by a Trust, a beneficiary cannot ba named for the account. Successor Trustees must be named in the
Trust Agreamenl.
U]
Choose One: (;
O Pay my estate g
@ Pay beneficiarylies) (Provide benficiary information below) (m
' 0
| Peimaty Senatictary REDACTED REDACTED | -
o T—————— - [
Hanoma M ares N arra 1424 -
Name (First, M|, Last) Date of birlh SSN, TIN or EIN
[y
Address
(o]
Relationship to you Telephone Email address -
(3 -]
[ Becstitay 2 o - —_—— o
Qedimary (%___) DContingent {Conltingent beneficiary wil be pakd If no prmary beneficlary survives the insured.)
Name {First, M!, Las) Date of birth SSN, TIN or EIN
Address
Relationship 1o you Telephone Emel address

5. Tax Withhalding Election (Applicable for qualified plan distributions
Complete this sechan If you would lie Laxes withhald, If you do nol make any elactions, wi will Aot withioid lases uniess
rmwhymmmmmwmmmammmumfam’wb_emjwm _

O Withhold federal income taxes from the taxable portion of the payment. For sdditional Information, see the Tax

wi . o laxes from the laxable portion of the payment. Withholding Etection information section
0 Withhold state incom: 0 por pey In the Instructions and Disclosures on

ge 5.

Comgplete and relusn this page. page 3of 9
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. The Prydentisl Insurence Company of America 1

@ Pmdentlal Pruco Life [nsurance Company of New Jersey =
Pruto Life Insurance Company ;-“9

Al are Prudential companies. ;

; . hitg:/Lifetnsurance Prudenlial.com -l

Claim Fraud Warnings 2

For r1asidents ol an states and Jurisdictions except Alabama, Arizona, Calltornla, the District of Columbla, Farlds, Keatuchy, Loutslana, Malas,
Matyland, New Hampshire, New Jersey, Hew York, Norh Carolina, Pennsylvania, Puerto Rico, Ritade Islsnd, Texas, Utah, Vermont, Virglata,
and Washingten: WARNING - Any person who knowingly and with intent 10 injure, defrand, o deceive any insurance company of other person, or
knowing (hat he is facitivating commission of a fraud, submits incomplete, false, fraudulant, decaptive or miskeading Jacts or itlormation when =
filing an insurance application of a statement of claim for payment of a loss or beneln commits 8 fraudulent insurance a<t, is/may be quityofa =
crime and may ba prosecuted 2nd punishad under atate law. Penalties may include fines, civil damages and criminal penalties, inchding
canfingment in prison, In addilion, an insurer may dany insurance benelits if false mformation materially related to a claim was provided by the
appkeant or it the applicant conceals, for purpose of misleading, information concerning any lact matarial thareto.

ALABAMA RESIDENTS -- Any pesson wha knowingly presents a lalse or fraudulent claim for payment of a %ss or benefit or wha knowingly
prasents false infarmation in an epplication Jor insurance is guilly of a crime and may be subject to restitution, fines, or confinement in prison, or
any combination thereof

ARIZONA RESIDENTS - For your protection Arizona law requires the following statement to appear on this
form. Any person who knowingly presents a false or fraudulent ciaim for payment of a loss is subject to
criminal and civil penalties.

ARKANSAS, DISTRICT OF COLUMBIA, LOUISIANA and RIHODE ISLAND RESIDENTS -- Any person who knowmgly presents a false or
traudulent claim For payment of & Toss or beneb or knowingly presents false information in an application for insurance is guilly of & cime and
may be subject 10 fines and confinzment in pnson.

CALIFORNIA and TEXAS RESIDENTS -- For your protection, California and Texas law requires the following to appaar on this lorm. Ay person
wh knowingly presents a false or fraudulent claim lor the payment of a loss is quilly of a crime and may ba subject ta lnes and confinement =
stale prison,

KENTUCKY RESIOENTS -- Any person who knowingly and with intent to defraud any insurance company or other person 1'es a slatement of

claim containing any malerady falsc information or conceals, for the purpose of mistaading, mformation concesning any fact malerial therelo o
commits a liauduient insurance act, which is a crime

MAINE and WASHINGTON RESIBENTS -- Any parson whe knowingly provides lalse, incomplete, o misieading information to an inserance :E
campany for the purposa of delrauding the company commits a crime. Penaities include Imprisonment, fines, and denial of insurance bonefits.
MARYLAND RESIDENTS -- Any person who knowingly or wifully presants a falsa or fiaudutent chaim lor payment of a loss or benefn or who
knawengly or willfully presents false information in an application for insurance is guifty of 3 crime and may be subject 1o fines and confinement in
prison,

NEW HAMPSHIRE RESIDENTS -- Any person who, with puspose (o injure, defraud, or deceive any msurance company, files a statement of

claim contaning any lalse, incomplete, or mislgading mlormation is sybject to piosecution and punishmen) for insurance fraud, as provided in

RSA 53820

MEW JERSEY RESIDENTS -- Any parson who knowingly files a statement of claim cantaining any fatse or misleading information is subject to
criminat and chvil penalties,

NORTH CARDLINA RESIOENTS -- Any parson who, with the intent to wjure, dafraud, or deceive an insures os insurance claimant, presants of
causes 1o be presented e wrillen or oral statemant, as part of, o in support of, a claim for payment or other benelit pursuant to an mswiance

policy, knowing that the statement containg falsa information concerning a fack o matter material to the claim may be guilty of a Class H lelony
PENNSYLVANIA and UTAH RESIDENTS -- Any petson who and wilh intent Io defraud any insurance company or other peesan fles an

application for insurance or statement containing any materiafly false information or conceals lor the purpose of misleading, iformation

concorning any material fact thersto commits 8 fraudulent insurance act, which is 2 crime and subjects such person to criminal and civil penalties
PUERTO RICO RESIDENTS -- Any persan who knowngly and with the intention of defrauding presents false inlormation in an insurance

application os presents, helps, ar cause the presentation of 3 frauduleny claim for the payment of a loss or any other benefit, or presents more

than one elaim for the same damaga or loss, shall incue a lelony and, upon conviction, shall be sanctioned for each viclation by a fine of not less
than five thousand dolfars ($5,000) and not more than ten thousand dollars 1$10,000). os 3 fised tesm of imprisonment for thrae (3] years, or both
penalties. Should aggravating cicumstances (be] present, the penalty thus established may ba inceased to & maximum of fve {5} yeans; i
exenuating circumstances are present, it may ba reduced to & mmmum of two [2) years.

VERMONT RESIDENTS -- Any parson who knowingly presents a false or fraudulent clamm far payment of  loss or knowingly makes a lalse
statement io an gpplication for insurance may be guilty of a criminal offanse under state law.

VIRGIKIA RESIDENTS - Any parson who, with the intant lo defiaud o knowing that he/she is {acilitating 2 fraud against an insurer, submits an
applization or (iles a claim comaining a false o1 deceptive statement may have viofated state law.

Du not retum this page wilth compleled form.
COMB 388 NI £d 272017 page 9of 9
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" The Prudential insurance Gontgany of America L
@ Pnldenﬂal Pruco Life Insurance Company of New Jersey e
Pruco Life insurance Campany :
Al 8re Prudentis! companias. :
Quick Start Guide
What you'll find in this package @
¢ Life insurance Claim Form -. Pleasa complete, sign and return this form io start the claim process. I
v Afliance Account infarmation - We atso explain this flexible, convenient ophon for receiving your claim k
proceeds throughout tho package

Note: On these pages, /, you, and your cefer 10 the person making lhe claim, We, us, and owr refer to the Prudential company V7
that issued the policy )
3

To submit your ¢laim, follow these steps: ?z—' i
1. Decide how to receive your funds m
Be sure lo select a payment optian when you complete the form. Your oplions inchude: '13
LV 4]

*  Open an inlerest-bearing Aliance Account that offers immediate access to yow funds together with
draft-writing privileges. When your claim Is paid by way of the Alliance Account, you can I3ke as much time
as you need to consider important inancial decisions, while earning interest. Additionaly, accessing your
funds is as simple as wriling a drafl lo yourself or anyone else. (Certain businesses may have their own A
policies and procedures for accepting drafts.) The account begins earning interest from the day it is opencd.
You can leave the funds in yout account for as long as you fike, access any or all of your funds, and trangler
funds 1o anather available settlement option at no cost and al any lime. Read more about the Alliance
Accounl on pages 6-7 of the Life tnsurance Clatm Form for more information.

9

*  Etect to receive a single lump sum check by mail.

+  Select another payrnent oplion as described on page 8 of the form. i you would like more information on the
paymant options available lo you, please calt 800-496-1035 lo request the Your Oplions brochure

Note: You ¢an also use proceeds Lo pay the funeral home directly. You must submit a copy of the funeral home
assignment with the claim form 1o do so

168

2. Complete the enclosed form
Fill out the enclosed Life Insurance Clalm Form thal begins on the next page. Please fotlow the instructions and provide all

requested Information for prompt claim processing.

3. Return the signed claim form and supporting documentation
Piease mail pages 1-4 of yowr ¢laim form, as well as any additional documents thal may be required, Including

a death certificate with o rised state seal lo-

Regtter mall Exgrass mall
fnpantigl sruisnn
Aiarbong L g Jaune Ateatan, it Coava
B2 o sLt/A 200 Veslen by
‘ndgnualnee. it 190 /6 reghee BA Uz

What to expect after submitting your form
We're commiled o processing your claim as quickly as possitie, Once we receive and verify all your Information, we're

typically able to process 3 claim within 5-7 business days.
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Scott A. Coffina
BURLINGTON COUNTY PROSECUTOR

To: Mary Kelly- Prudential Life

OFFICE OF THE PROSECUTOR

COUNTY OF BURLINGTON

PO BOX 6000
MOUNT HOLLY, NEW JERSEY 08060
PHONE (609) 265-5035
wwnw, burlpros.org

Insurance

From: Assistant Prosecutor Robert S. Van Gilst

Ref: Sasikala Narra Policy # V2
Date: 05/31/2017

To Whom It May Concern:

353 442,19 201 428

Phillip Aranow
FIRST ASSISTANT PROSECUTOR

DARREN ANDERSON
CHIEF OF INVESTIGATIONS

This letter shall serve as notification that as of this date, that the death of Sasikala Narra is an
open criminal investigation therefore no parties can be conclusively eliminated at this time.

APPELLATE UNIT
INFORMATION SYSTEMS UNIT
FAX {609} 285-5884

BURLINGTON COUNTY LAW ENFORCEMENT TRAINING CENTER
FAX (608) 726-7272

CHIEF OF INVESTIGATIONS
INSURANCE FRAUD UNIT
MAJOR GRIMES UNiT

PUBLIC INFORMATION OFFICER
VICTIM WITNESS UNIT

FAX {509} 265-5586

Sincerely,

Ay

,/4\/‘

Assistant Prosecutor Robert S, Van Gilst

Burlington County Prosecutor’s Office

Major Crimes Unit Supervisor

CHILD ADVOCACY CENTER (CAG)
FAX {609} 265-5906

COLLiStON ANALYSIS AND RECONSTRUCTION {CAR)
FINANCIAL GRIMES UNIT

FORFEITURE / CIVIL REMEDIES UNIT

OFFICE ADMINISTRATION

TRIAL UNIT

FAX [609) 265-5007

CRIME SCENE / EVIDENCE MANAGEMENT UNITS
FAX [608) 265.3729

GANG, GUN, NARCOTICS TASK FORCE[GGNTE)
FAX {508) 265-5380

GRAND JURY/CASE SCREENING UNIT
FAMILY UNIT
FAX (600) 265-3154

HIGH TEGH CRIMES UNIT
FAX {608) 267-6569

MEGAN'S LAW
FAX (609) 265-5769

SEXUAL ASSAULT AND CHILD ABUSE UNIT (SACA)
FAX {609) 265-5160

SPECIAL INVESTIGATIONS UNIT
FAX (608) 265-5145





