[Company Logo]   [Company Name]
INSURANCE BENEFICIARY DESIGNATION / CHANGE FORM
	Company:
	[Company Name]

	Form Ref.:
	[Reference Number]

	Date:
	[Date]

	Effective From:
	[DD/MM/YYYY]



Employee Details
	Employee Name
	 

	Employee ID
	 

	Department
	 

	Designation
	 

	Mobile Number
	 



Policies Affected
  Group Term Life, Policy No. [Policy Number]
  Group Personal Accident, Policy No. [Policy Number]
  Voluntary Life Cover, Policy No. [Policy Number]
Type of Request
1. New designation (no earlier beneficiary on file)
1. Change of beneficiary, replacing designation dated [DD/MM/YYYY]
1. Removal of beneficiary: [Name]
Reason for Change
	Marriage / Divorce / Birth or adoption / Death of beneficiary / Other
	[Details]



Primary Beneficiaries
	Name
	Relationship
	Date of Birth
	Share (%)

	[Beneficiary Name]
	[Relationship]
	[DD/MM/YYYY]
	[%]

	[Beneficiary Name]
	[Relationship]
	[DD/MM/YYYY]
	[%]

	Total
	 
	 
	100%



Contingent Beneficiaries
	Name
	Relationship
	Date of Birth
	Share (%)

	[Beneficiary Name]
	[Relationship]
	[DD/MM/YYYY]
	[%]

	[Beneficiary Name]
	[Relationship]
	[DD/MM/YYYY]
	[%]

	Total
	 
	 
	100%



Declaration
I revoke all earlier beneficiary designations for the policies ticked above and designate the persons named in this form. I understand that any payment will be made according to the policy terms and applicable law, and that a minor beneficiary's share will be paid through an appointee or guardian.

	______________________________
Employee
[Employee Name]
Date: [Date]
	______________________________
Witness
[Witness Name]
Date: [Date]
	______________________________
Acknowledged by HR
[HR Name]
Date: [Date]
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