STATE OF ARIZONA / BOARD OF REGENTS

BENEFICIARY FORM

GROUP BASIC, SUPPLEMENTAL LIFE INSURANCE AND/OR SHORT TERM DISABILITY PLANS



LAST NAME, FIRST NAME, M.I.


SOCIAL SECURITY NUMBER


 FORMCHECKBOX 

MALE

 FORMCHECKBOX 

FEMALE


 FORMCHECKBOX 

MARRIED

 FORMCHECKBOX 

SINGLE



STREET ADDRESS


CITY, STATE, ZIP CODE


WORK PHONE NO.








PRIMARY*

(
CONTINGENT*

(
BENEFIFCIARY

NAME & ADDRESS
RELATIONSHIP
DATE OF BIRTH
PAYMENT OPTIONS

(PAYABLE TO NAMED BENEFITICIARY)


STANDARD INSURANCE COMPANY 

BASIC LIFE, SUPPLEMENTAL LIFE AND/OR SHORT TERM DISABILITY

EQUAL AMOUNT TO ALL  (
OR ENTER % PAID TO EACH**
OR DOLLAR AMOUNT TO EACH

 FORMTEXT 

Name:_________________________________________________

Address:___________________________________________

City, St., Zip:_______________________________________






 FORMTEXT 

Name:_________________________________________________

Address:___________________________________________

City, St., Zip:_______________________________________







AETNA

SUPPLEMENTAL LIFE INSURANCE

EQUAL AMOUNT TO ALL  (
OR ENTER % PAID TO EACH**
OR DOLLAR AMOUNT TO EACH

 FORMTEXT 

Name:_________________________________________________

Address:___________________________________________

City, St., Zip:_______________________________________






 FORMTEXT 

Name:_________________________________________________

Address:___________________________________________

City, St., Zip:_______________________________________







UNUMPROVIDENT

SHORT TERM DISABILITY INSURANCE

EQUAL AMOUNT TO ALL  (
OR ENTER % PAID TO EACH**
OR DOLLAR AMOUNT TO EACH

 FORMTEXT 

Name:_________________________________________________

Address:___________________________________________

City, St., Zip:_______________________________________






 FORMTEXT 

Name:_________________________________________________

Address:___________________________________________

City, St., Zip:_______________________________________






*Benefits will be paid to the contingent beneficiary if primary beneficiary(ies) are deceased at the time of insured’s death.  

**The total percentage of benefits to all beneficiaries must equal 100%.

I understand that it is my obligation to keep these listings current with the Group Insurance Office.

_______________________________________________________

________________

Employee signature  

Date

NOTE: The social security number is used to ensure accurate processing of your life insurance claim.  To designate additional beneficiaries, submit additional BF-1 form(s).
BF-1 (U-10/00)





