BENEFICIARY CHANGE FORM 

Oklahoma State University

Life Insurance

Employee Name: _________________________ID # _________________

Your change in beneficiary designations for life coverage becomes effective immediately if you are enrolled in OSU life insurance.   Any previous beneficiary designations become null and void with the proper execution of a later form.  Be sure to sign and date this form prior to returning it to the Personnel Benefits Office (106 Whitehurst).

All certificates of insurance and plan summary documents are available in the Benefits Office.  These certificates will provide information regarding the specific coverage and limitations of these benefit plans.

PRIMARY BENEFICIARIES
	NAME & SOCIAL SECURITY NUMBER
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CONTINGENT BENEFICIARIES
	NAME & SOCIAL SECURITY NUMBER
	ADDRESS
	RELATIONSHIP

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


CERTIFICATES OF INSURANCE:  I understand that I should review my certificates of insurance and plan summary documents to gain an understanding of the specific coverage and limitations of these benefit plans.

SIGNATURE: _____________________________________  DATE: ______________

	(OFFICE USE)        

Verified By:                                                                                     Date: 
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