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SECTION A – TO BE COMPLETED BY THE  MEMBER (PLEASE PRINT) 
 
MEMBER NAME _____________________________________________________________________________________________     
                                                                             LAST                                                                 FIRST                                                                MIDDLE 
 
DATE OF BIRTH ___________________                          MEMBER NO. ___________________ 
  
 
NAME OF EMPLOYER _____________________________________________________ POLICY NO. ________________ 
 
 
I hereby authorize BF&M Life Insurance Company Limited to change my beneficiaries and do hereby revoke all previous 
beneficiary appointments and hereby appoint the following beneficiaries to receive any amount due under the said policy on my 
death: 
 
 
NAME_______________________________________________  DOB________________  RELATIONSHIP _________  PERCENTAGE _____
                     LAST                                   FIRST                              MIDDLE                              DAY  /  MONTH  /  YEAR 

 
 
NAME_______________________________________________  DOB________________  RELATIONSHIP _________  PERCENTAGE _____
                     LAST                                   FIRST                              MIDDLE                               DAY  /  MONTH  /  YEAR 

 
 
NAME_______________________________________________  DOB________________  RELATIONSHIP _________  PERCENTAGE _____
                     LAST                                   FIRST                              MIDDLE                               DAY  /  MONTH  /  YEAR 

 
 
FOR BENEFICIARIES UNDER THE AGE OF 18 YEARS A TRUSTEE IS REQUIRED: 
 
NAME OF TRUSTEE _____________________________________________________________RELATIONSHIP ____________
 
 
 
MEMBER’S SIGNATURE:________________________________________________       DATE ________________________ 
                                                                                                                                                                                 DAY  /  MONTH  /  YEAR   
 

SECTION B - THIS SECTION IS TO BE COMPLETED BY THE INSURANCE COMPANY 
 
PROCESSED BY:     DATE:         VERIFIED BY:     DATE:              
 


