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Oneida Beneficiary Designation Form I:lEPIC
INSTRUCTIONS LIFE INSURANCE

To ensure your life insurance proceeds are paid out the way you want, complete the following:
PAGE 1

U Section A. Member Information — Required
e Full Legal Name - Your name must match the name on file with the Enroliment Department.
e Date of Birth
e Enrollment Number (If Known)
e  Full Mailing Address
e Marital Status
= |fyou are INFORMALLY SEPARATED, you must check MARRIED.
= |fyou are LEGALLY SEPARATED, attach a copy of the court document.

U Section B. Primary Beneficiary(ies) — Optional including the CHECK BOX for Enrollments, however if you choose
to list Primary Beneficiary(ies), the following information is Required:
e Full Legal Name e Relationship
e Address o % of Benefit (Example: 20%, 50%, 100%, etc.)
e Date of Birth

O Section C. Spousal Waiver

If you are Single, Divorced, or Widowed If you are Married (Including Separated)
REQUIRED if you are married AND you designated a
SKIP THIS SECTION primary beneficiary(ies) other than your spouse

and/or checked the box in Section B.

U Section D. Member Signature and Date
Sign and date the form — Your name must match the name on file with the Enrollment Department.
0 Check the box below your signature if you require future forms to reflect a notary seal
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O Section E. Member Information — Required if completing Section F.
e Full Legal Name e Date of Birth e Enrollment Number (If Known)

U Section F. Contingent Beneficiary(ies) — Optional, however if you choose to list Contingent Beneficiary(ies), the
following information is Required:
e  Full Legal Name e Relationship
e Address o % of Benefit (Example: 20%, 50%, 100%, etc.)
e Date of Birth

U Section G. Member Signature and Date — Required if completing Section F.
Sign and date the form — Your name must match the name on file with the Enrollment Department.

PLEASE KEEP YOUR BENEFICIARY DESGINATIONS UP TO DATE.

You should review your beneficiary designations at least once a year to ensure they are accurate. Here are some good
reasons to update your beneficiary designations:

e You get married. e Your current beneficiary dies.
e You have a child. e |t’s been some time since you’ve updated your
e You get divorced. beneficiary designations.

For complete policy information, Term Life Certificate/Endorsement and Schedule of Benefits, visit our website indicated below.

Oneida Enrollment Department | PO Box 365, Oneida WI 54155-0365
Phone: 920-869-6200 | Toll-Free: 800-571-9902 | Fax: 920-869-2995
Revised 03/16/2016 enrollments@oneidanation.org | www.oneidanation.org/enrollment/



Oneida Beneficiary Designation Form
EXAMPLE

CHECK BOX is
OPTIONAL

This authorizes the
Enrollment Dept. to

your funeral
expenses

request payment for .\\.

— .

Section B is
OPTIONAL. If you list
primary beneficiaries
all fields are required

ied AND y P
B or F as outiined in the Term Life Certficate.
/ spousal signature; e & Dog Date: MM/DD

If you are MARRIED
Section Cis REQUIRE

Fm Name W =z name ETEEEd EnrgumEN: Numoer

Marfl States: | O Single | dWidowsd | O Diverced | O Legally Separated sameaer | i Married— Spouse's Name: &=
| designate the person|s) namedin Section B as my Primary Beneficiary[ies) to receive payment undsr the policy. The share of any Primary Beneficiary who is no longer living or
is otherwise disqualified by law at the fime of my death, wil pass to any remaining Primary Beneficiary[ies| listed below or, fthers are no surviving Primary Benef
to any surviving Contingent Bensficiaries listed on page 2 or, finally, the Naming Sequence as outlined in the Term Life Cerfificate. For mors spacs, uss @ ssparate
mark the following box: O More Primary Beneficiaries Attached.

ries, then
<t and

Ji | =uthorize the EnrolimentDepartmentto request paymentof my funeral experses. If |lam married, | understand Section C: Spousal Waiver must be
sienad and dated far this reauest tohe valid Anv remainine findzwill ha dishirsed tn mv RBaneficiarvliasilisted in sartinn Rar F

Full Name (First, M1, Last)

city, state, zip) Date of Birth ionshi ¥ of Benefit

Section C: Spousal Waiver - REQUIRED
By signing below, | am autharizing ERIC Life Insur

Section D: Member Signature and Date — This form replaces all prior beneficary

By signing below, | authorize the Oneida Enroliment Department, to release the information provided on this form to my named beneficiary(ies) and/or the funeral home(s)
handiing my funeral arrangements upon my death.
Member signature: Fokn Dac S Date: DD

QO check here if all future forms must be Notarized (Notarized forms cannot be faxed or scanned) |

Section F is
OPTIONAL. If you list
contingent
beneficiaries all
fields are required

ONEIDA BENEFICIARY DESIGNATION FORM
PAGE 2
Only complete Page 2 if listing Contingent Beneficiaries

If listing Contingent Beneficiaries, all Sections on Page 2 are Required
Primary Beneficiaries CANNOT be named as Contingent Beneficiaries

Section E: Member Information — Please Print
2 e Enraument numDer

Section A is
REQUIRED

Percentages must
equal 100% combined

Section D is
REQUIRED

Section E is
REQUIRED if you list

/. contingent

beneficiaries

"~

Section F; Contingent Beneficiary(ies)

| Gesignate the person{s) namedin Section F as my Contingent Bengficaryjies) to receive payment under the policy only i all Primary Beneficiary(ies) are ceceasedor are
otherwise disqualified by law. For more space, use a separate sheet and mark the following box: O More Contingent Beneficiaries Attached.

Full Name (First, M, Last) Address (street, city, state, zip Date of Birth Relationship % of Bengfit

Section G is
REQUIRED if you list
contingent
beneficiaries

The amounts listed in the “% of Benefit” column MUST EQUAL| 100%

Section G: Member Signature and Date

Member signature: _Joka Do Se Date:

Percentages must
equal 100% combined
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Oneida Beneficiary Designation Form

Section A: Member Information — Please Print

First Name MI Last Name Date of Birth Enrollment Number

Address City State Zip

Marital Status: 0 Single 1 Widowed 1 Divorced U Legally Separated (copy of court document attached) ~  Married — Spouse’s Name:

Section B: Primary Beneficiary(ies)

| designate the person(s) named in Section B as my Primary Beneficiary(ies) to receive payment under the policy. The share of any Primary Beneficiary who is no longer living or
is otherwise disqualified by law at the time of my death, will pass to any remaining Primary Beneficiary(ies) listed below or, if there are no surviving Primary Beneficiaries, then
to any surviving Contingent Beneficiaries listed on page 2 or, finally, the Naming Sequence as outlined in the Term Life Certificate. For more space, use a separate sheet and
mark the following box: 11 More Primary Beneficiaries Attached.

U | authorize the Enrollment Department to request payment of my funeral expenses. If | am married, | understand Section C: Spousal Waiver must be
signed and dated for this request to be valid. Any remaining funds will be disbursed to my Beneficiary(ies) listed in section B or F.

Full Name (First, MI, Last) Address (street, city, state, zip) Date of Birth Relationship % of Benefit

The amounts listed in the “% of Benefit” column MUST EQUAL 100%

Section C: Spousal Waiver — REQUIRED if you are married AND you designate a primary beneficiary(ies) other than your spouse and/or checked the box in Section B.

By signing below, | am authorizing EPIC Life Insurance Company to release a portion or all of the Oneida Life Insurance benefit to the designated beneficiary(ies) listed in Sections
B or F as outlined in the Term Life Certificate.

Spousal Signature: Date:

Section D: Member Signature and Date - This form replaces all prior beneficiary designation forms.

By signing below, | authorize the Oneida Enrollment Department, to release the information provided on this form to my named beneficiary(ies) and/or the funeral home(s)
handling my funeral arrangements upon my death.

Member Signature: Date:

U Check here if all future forms must be Notarized (Notarized forms cannot be faxed or scanned)

Revised 03/16/2016 PAGE 1 of 2
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ONEIDA BENEFICIARY DESIGNATION FORM
PAGE 2
Only complete Page 2 if listing Contingent Beneficiaries.

If listing Contingent Beneficiaries, all Sections on Page 2 are Required.
Primary Beneficiaries CANNOT be named as Contingent Beneficiaries.

Section E: Member Information — Please Print
First Name Ml Last Name Date of Birth Enrolliment Number

Section F: Contingent Beneficiary(ies)

| designate the person(s) named in Section F as my Contingent Beneficiary(ies) to receive payment under the policy only if all Primary Beneficiary(ies) are deceased or are
otherwise disqualified by law. For more space, use a separate sheet and mark the following box: O More Contingent Beneficiaries Attached.

Full Name (First, Ml, Last) Address (street, city, state, zip Date of Birth Relationship % of Benefit

The amounts listed in the “% of Benefit” column MUST EQUAL 100%

Section G: Member Signature and Date

Member Signature: Date:

Revised 03/16/2016 PAGE 2 of 2
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