
DESIGNATION OF BENEFICIARY
for Life Insurance

NATIONAL
MUTUAL
BENEFIT

A Fraternal Life Insurance Society

P.O. BOX 1527 • MADISON, WI 53701-1527

(608) 833-1936 or 1-800-779-1936

Policy Number________________________________ Name of Insured __________________________________________________

All previous designations of beneficiary and elections of Optional Modes of Settlement applicable to proceeds payable under the certificate
by reason of the Insured’s death are hereby revoked. The new beneficiary designation with respect to proceeds payable by reason of the
Insured’s death is made as indicated below.

PRIMARY BENEFICIARY(IES)

_________________________________________ ___________________ _____________________________________________
Name in Full (Please Print) Relationship Address

______________________________ _____________________ __________________________________________________________
Social Security No. Date of Birth Sex: �� Male �� Female Address

__________________________________________________________

_________________________________________ ___________________ _____________________________________________
Name in Full (Please Print) Relationship Address

______________________________ _____________________ __________________________________________________________
Social Security No. Date of Birth Sex: �� Male �� Female Address

__________________________________________________________

_________________________________________ ___________________ _____________________________________________
Name in Full (Please Print) Relationship Address

______________________________ _____________________ __________________________________________________________
Social Security No. Date of Birth Sex: �� Male �� Female Address

__________________________________________________________

_________________________________________ ___________________ _____________________________________________
Name in Full (Please Print) Relationship Address

______________________________ _____________________ __________________________________________________________
Social Security No. Date of Birth Sex: �� Male �� Female Address

__________________________________________________________

_________________________________________ ___________________ _____________________________________________
Name in Full (Please Print) Relationship Address

______________________________ _____________________ __________________________________________________________
Social Security No. Date of Birth Sex: �� Male �� Female Address

__________________________________________________________

_________________________________________ ___________________ _____________________________________________
Name in Full (Please Print) Relationship Address

______________________________ _____________________ __________________________________________________________
Social Security No. Date of Birth Sex: �� Male �� Female Address

__________________________________________________________

_________________________________________ ___________________ _____________________________________________
Name in Full (Please Print) Relationship Address

______________________________ _____________________ __________________________________________________________
Social Security No. Date of Birth Sex: �� Male �� Female Address

__________________________________________________________

_________________________________________ ___________________ _____________________________________________
Name in Full (Please Print) Relationship Address

______________________________ _____________________ __________________________________________________________
Social Security No. Date of Birth Sex: �� Male �� Female Address

__________________________________________________________

_________________________________________ ___________________ _____________________________________________
Name in Full (Please Print) Relationship Address

______________________________ _____________________ __________________________________________________________
Social Security No. Date of Birth Sex: �� Male �� Female Address

__________________________________________________________
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Policy Number________________________________ Name of Insured __________________________________________________

CONTINGENT BENEFICIARY(IES)

_________________________________________ ___________________ _____________________________________________
Name in Full (Please Print) Relationship Address

______________________________ _____________________ __________________________________________________________
Social Security No. Date of Birth Sex: �� Male �� Female Address

__________________________________________________________

_________________________________________ ___________________ _____________________________________________
Name in Full (Please Print) Relationship Address

______________________________ _____________________ __________________________________________________________
Social Security No. Date of Birth Sex: �� Male �� Female Address

__________________________________________________________

_________________________________________ ___________________ _____________________________________________
Name in Full (Please Print) Relationship Address

______________________________ _____________________ __________________________________________________________
Social Security No. Date of Birth Sex: �� Male �� Female Address

__________________________________________________________

_________________________________________ ___________________ _____________________________________________
Name in Full (Please Print) Relationship Address

______________________________ _____________________ __________________________________________________________
Social Security No. Date of Birth Sex: �� Male �� Female Address

__________________________________________________________

_________________________________________ ___________________ _____________________________________________
Name in Full (Please Print) Relationship Address

______________________________ _____________________ __________________________________________________________
Social Security No. Date of Birth Sex: �� Male �� Female Address

__________________________________________________________

_________________________________________ ___________________ _____________________________________________
Name in Full (Please Print) Relationship Address

______________________________ _____________________ __________________________________________________________
Social Security No. Date of Birth Sex: �� Male �� Female Address

__________________________________________________________

_________________________________________ ___________________ _____________________________________________
Name in Full (Please Print) Relationship Address

______________________________ _____________________ __________________________________________________________
Social Security No. Date of Birth Sex: �� Male �� Female Address

__________________________________________________________

_________________________________________ ___________________ _____________________________________________
Name in Full (Please Print) Relationship Address

______________________________ _____________________ __________________________________________________________
Social Security No. Date of Birth Sex: �� Male �� Female Address

__________________________________________________________

Dated: ___________________________________, __________ _____________________________________________________
Signature of Insured or Owner

_____________________________________________________
Address

____________________________________________________ _____________________________________________________
Address

ACKNOWLEDGEMENT BY THE SOCIETY

The Society acknowledges it received and filed the foregoing instrument and has filed an original copy at its Home Office.The Society agrees
it shall constitute an endorsement of the certificate if endorsement is required.

Attest:_______________________________________________ Date: ___________________________________, ____________

After receipt is acknowledged by the Society at its Home Office, a facsimile copy will be returned to be attached to the policy.
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