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HARTFORD




TERM LIFE INSURANCE

Beneficiary Designation 
Employer:  CENTRAL MICHIGAN UNIVERSITY
Policy #:  675705

Employee Group:       
Employee Name:       




                                    Campus ID#:       
Birth Date:       

Sex:   FORMCHECKBOX 
 Male

 FORMCHECKBOX 
 Female
Hire Date:       
Address:       

  (Street,  City, State,  Zip Code)
This beneficiary designation supersedes all previous filings, so please fill out this form completely and accurately.

BENEFICIARY DESIGNATION:
PRIMARY BENEFICIARY:

	NAME
	SS#
	BIRTHDATE
	RELATIONSHIP
	PERCENT*

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


*Percents must be in whole numbers – No fractions.






Total % must equal 100%

CONTINGENT BENEFICIARY:
	NAME
	SS#
	BIRTHDATE
	RELATIONSHIP
	PERCENT*

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


*Percents must be in whole numbers – No fractions.






Total % must equal 100%

Employee Signature:  _____________________________________________________
Date:  ______________________________
TO EMPLOYEE:   After completing this form, please print, sign and date the form.  Mail, fax or drop off at:

CMU Benefits & Wellness Office, Rowe Hall 108

Phone (989) 774-3661
Fax (989) 774-1058
