
 

 

    
 

    

Life and Disability products underwritten by UniCare Life & Health Insurance Company.  ® Registered mark and SM service mark of WellPoint, Inc.        U-4016 (GO) (02/09)  

Si usted necesita ayuda en Español para entender este documento, puede solicitarlo sin ningun costo adicional llamando al número de servicio al cliente que se encuentra en este documento. 

  
Vista Healthplan, Inc. 
1340 Concord Terrace, Sunrise, FL 33323 
ATTN: SBBC Account Management Team 
Phone: 954-858-3557 ♦ Fax: 877-559-7709 

 

Requesting:  

Life Insurance 
Beneficiary Designation/Change Form 

 Beneficiary Designation           Beneficiary Change        Employee Name Change 
    

Group  
Number: 131339 Employer: School Board of Broward County 

Section I: Personal Information 

Last Name (Print) 
 
 

First Name M.I. Social Security Number Sex 
 M 
 F 

Date of Birth (mm/dd/yyyy) 

Street Address 
 
 

City State Zip Code 

Section II: Employee Beneficiary Designation  

Primary Beneficiary – First to receive payment (required) –  In equal shares unless otherwise provided below. 

Named Individuals (Enter name, address, date of birth, Social Security Number and relationship to the insured for each name listed.) 

Name 
 
 

Address Date of Birth Social Security Number Relationship  
 

% 

Name 
 
 

Address Date of Birth Social Security Number Relationship  
 

% 

Name 
 
 

Address Date of Birth Social Security Number Relationship  
 

% 

Name 
 
 

Address Date of Birth Social Security Number Relationship  
 

% 

100% Estate of Insured 

Revocable or Irrevocable Trust (Enter the name of the Trustee, name of Trust and complete date of Trust.) 

Trustee under Insured’s Will (If choosing this option DO NOT enter additional names in the Primary Beneficiary field.) 

TOTAL 

 

Secondary Beneficiary – Second to receive payment (optional) –  In equal shares unless otherwise provided below. 

Named Individuals (Enter name, address, date of birth, Social Security Number and relationship to the insured for each name listed.) 

Name 
 
 

Address Date of Birth Social Security Number Relationship  
 

% 

Name 
 
 

Address Date of Birth Social Security Number Relationship  
 

% 

Name 
 
 

Address Date of Birth Social Security Number Relationship  
 

% 

Name 
 
 

Address Date of Birth Social Security Number Relationship  
 

% 

100% Estate of Insured 

Revocable or Irrevocable Trust (Enter the name of the Trustee, name of Trust and complete date of Trust.) 

Trustee under Insured’s Will (If choosing this option DO NOT enter additional names in the Primary Beneficiary field.) 

TOTAL 

 

Section III. Employee Name Change 

 
NEW NAME 

Last Name (Please Print) 
 
 

First Name M.I. 

 
OLD NAME 

Last Name (Please Print) 
 
 

First Name M.I. 

Section IV. Employee Signature / Date (required) 

I hereby revoke all former beneficiary designations applicable to this insurance policy, make the designation(s) 
listed above, and reserve the right to change this designation of beneficiary. 

 

► 

 Employee’s Signature         Date 

 


