
 

Life Insurance Beneficiary Change Form 
 
Employee Name: ___________________________________________________ 
 
Department/Agency: ________________________________________________ 
 
SS#: _____________________ 
 
DOB (MM/DD/YYYY): _______________________ 
 

Basic Li fe Insurance: 
 
Pr imary Beneficiary: _____________________________________________ 
 
Relat ionship: ___________________________________________________ 
 
Secondary Beneficiary: __________________________________________ 
 
Relat ionship: ___________________________________________________ 
 
 
Signature: ________________________________ Date: _______________ 
 

Supplemental  Li fe Insurance (exist ing policies):  
(Please  do  not complete i f  you do  no t have a  supplementa l  po l icy) 
 
Pr imary Beneficiary: _____________________________________________ 
 
Relat ionship: ___________________________________________________ 
 
Secondary Beneficiary: __________________________________________ 
 
Relat ionship: ___________________________________________________ 
 
 
Signature: ________________________________ Date: _______________ 
 
Please submit completed forms to the address above ATTN:  C. Mart inez -  HR 
 
 

Revised  9/16/2008 


