STATE OF ARIZONA/BOARD OF REGENTS

BENEFICIARY FORM
GROUP BASIC AND/OR SUPPLEMENTAL LIFE INSURANCE PLAN

Employee's Last Name First Name Middle Initial Socia Security Number (] Femde [0 Maried
0 Mae ] sSnge
Street Address City State Zip Code Work Phone No.
Name of Socid Security # Relationship Date of Address & Phone Number of Beneficiary Life Insurance Payment Options
Beneficiary to Deceased Birth (Payable to Named Beneficiary)

PRIMARY BENEFICIARY I Do Enter Equal

Amt.To| %pad [ Amt.To
Each toEach* | All O

CONTINGENT BENEFICIARY [Payableif primary (ies) deceased.]

NAME OF WILL OR TRUST DATE OF WILL ADMINISTRATOR ADDRESSWHERE FILED
ORLEGAL AGREEMENT OR TRUST WHERE FILED

| agreethat it ismy obligation to keep these
listings current with the Group I nsurance Office.

Employee's Signature & Date

*Thetotal percentage of benefitsto all beneficiaries must equal 100%

NOTE: The social security number isused to ensure accurate processing of your lifeinsurance claim.
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