
   North American Insurance Trust

       Voluntary Life Insurance

Change Request

Group Name ______________________________________________

Group Number ___________________________

Employee Name _______________________________

Social Security Number _________________________

Type of Change: Effective Date: ___________

New Address (Street) (City)  (State)                   (Zip)

Beneficiary:____________________ %______%____Beneficiary:____________________ %_____

Relationship:____________________________Relationship:___________________________

Beneficiary:____________________ %______%____Beneficiary:____________________ %_____

Relationship:____________________________Relationship:___________________________

Name Change: Old Name:_____________________  New Name:_______________________

Reason for Change:_______________________________________________

Cancel Coverage:

Employee:____________________  Spouse:____________________  Dep Children:____________

Signature:______________________________  Date_______________________


