-y
Request for Change of Beneficiary z{é ASSURANT Employee
Benefits

Group Office no. Group policy no. Participation no. Accountno._ Cerd, no,
Group policyholder or participating employsr

EMPLOYER, ASSOCIATION, UNICN, ETC
Mame of insurad o Former name

{IE ARPLICABLE)
Union Security Insurance Company is hereby requestsd to change my designation of beneficiary so that any amount payable at my
death shall be payable as set forih in the paragraph checked below and subject to the General Provizions on (he reverea side hereof
(Complete only one section.). If sections 1, 2, 3 or 4 are completed, the name, address and retationship of each beneficiary, including
the name, address and relationship of each current child named as a class in sections 1 and 2 must be pravided an page 2 of this form,
If bmnaﬁciag!r is not related, also provide date of birth and social security number.

1. [ Children of insured Ta such of my children, including children by legal adoption, as shall be living at my death.
] (Check additional bax if

payment is fo be mave, per | The shars of a deceased child shall be payable, per stirpes, fo any living descendants

stirpes, fo descendants.) | (including descendants through legal adeptions) of said child.
2. [J Wife or husband; otherwise, | To ) ____my spouss, if living at my death; if not, then
children of insured to such of my then living children, including children by legal adoption,

[ (Check additional box if
payrment is te be made, per The share of & deceasad child shall be payable, per stirpes, 1o any living descendants

stirpes, to descendants.) (including descendants through legal adoption) of said child,
3. [ One or more primary Equally to such of the fellowing named persan(s) as are lving at my death
beneficiares

INSERT NAME(S) AND RELATIONSHIP{S). IF NOT RELATED, SEE GENERAL PROVISION B

4. [ One or mare primary
beneficiarias; othsrwise, one
or more secondary

Equaily to such of the follswing named person(s) as are lving at my death

INSERT MAME(S} AND RELATIONSHIFS). IF MOT RELATED, SEE GENERAL PROVISION B

beneficiaries i B :
If no such beneficiary be then fiving, equally to such of the fallowing named persons as are
then living.

INSERT NAME(S) AND RELATIONSHIP(S). IF NOT RELATED, SEE GENERAL PROVISION B
5. [ Truslee under trust Tao -3

agreament NAME OF TRUSTEE

of - , OF ELCCRSSOTr,
cImy STATE

as trustee under a frusl agreemeant of

NAME OF SETTLOR, GRANTOR, DONOR

dated - , as amended.

6. [ Trustes under will

To the trustee under my last will and testament, including any codicil thereto

7. [ Estaia of Insuract

| Tothe executors or administrators of my estate

] Common Disaster The foregeing provisions and all rghts of any person thereunder are subject Lo the following;
or Limited Survivorship If the Company shall receive at its home office within 30 days afier my death, due proof any
Clause (May be checked bensficiary survived me by less than 30 days, then any part of the proceeds which remains
only if section 1, 2 3or4 unpaid at the time such prool is received will be paid as if such benaficiary also predeceased
ahove js complated,) e

Mote: Union Securlty Insurance Company s not and shall not be deemed a part to any agreemant between an Employer and the
insured and the receipt and recording of this Request by the Company shall be subject to, but in no way alter, any and all terms,
conditions, and provisions of any Parlicipation Agreement and the Group Palicy,

Date Signaturs of insured

Date _ Received and recorded by

Products and services markeled by Assurant Employee Benefits are underwritten and/or provided by Union Security
Insurance Campany. In this document, the terms "we." "us," "our,” and the like, refer to each as applicable.
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General Provisions

A. Iftwo or more beneficiaries who are natural persons taking in their own right are designated to receive payment as a class and if
more than ene shall be living, payment 1o such beneficiarias will be made in equal shares,

B. Ifany bensficiary named undsr section 3 or 4 on the other side hersof is not relsted to the insured, the Company should he
furnished with permanent identifying information including address, date of birth and Social Security number.

C. Ifthere shall be no beneficiary entitied to payment as providad in the section selected, payment will be made (o the spouse of the
insured, if living; otherwise, in equal shares to the then living childran of (he insured, if any; or, if none, to 1he father and mather of
the insured, share and share alike or to the surviver of them or, if none: then to the exacuiors or administrators of the insured's
estata.

D, The Company will make payment o the trustee under the Insured's last will and tlestament if the Company shall receive at its homa
office, within @ peried of ocne year after the date of death of insured, evidence satisfactory 1o it that sald trustee |s autherized 1o
racelve payment under applicable law. If no evidence is received within said period of one year, payment will be made o the
executors or administrators of the insured's estate.

E. Payment to any trustee in sccordance with the terms hereof will discharge the Company to the extert of such paymenl, and the
Company will not be responsible for the proper discharge of the trust or any of its terms.

Please provide the name, relafionship and address of each beneficiary named in section 1, 2, 3 or 4 on page 1 of this form.

Mame — __ Name ’
Addrass _Address

Relationship __ Relationship =

Name tame

Address Address

Relafionship - Relationship -

Mame — Mame

Address B Addrass S

Relationship Relationship .
MNamea Name

Addrass ~ -Address — —=
Retationship Relationship =

Mame Mams

Address Address .
Reiationship Relationship

MName Mame —
Address . B Address =

Relationship Relationship
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