I Clear Form

OPTIONAL TERM LIFE INSURANCE

Return formto: Minnesota Life Insurance Company @ B2-4930 @ 400 Robert StreetNorth @ St. Paul, Minnesota 55101-2098

EMPLOYER NAME: UNIVERSITY OF MISSOURI POLICY NUMBER: 32898
1. Always provide employee information and sign the request.

2. Update information applicable to your requested change(s).

3. Complete Evidence of Insurability form if you are an active employee requesting a coverage increase.
4. Submit the completed form(s) to your Campus Benefit Representative.

EMPLOYEE INFORMATION (PLEASE PRINT)

FIRST NAME MIDDLE INITIAL LAST NAME
EMAIL ADDRESS SOCIAL SECURTY NUMBER
STREET ADDRESS CITY STATE ZIP CODE

Are you actively working at your employer's normal place of business at least 30 hours per week? |:| Yes |:| No

CHANGE BENEFICIARY (FOR SUPPLEMENTAL COVERAGE ONLY - REVOKING ALL PRIOR DESIGNATIONS)

PRIMARY BENEFICIARY NAME(S) AND ADDRESS(ES) SOCIAL SECURTY NUMBER(S) SHARE %

CONTINGENT BENEFICIARY NAME(S) AND ADDRESS(ES) SOCIAL SECURTY NUMBER(S) SHARE %

CHANGE EMPLOYEE COVERAGE

CURRENT MULTPLE OF INSURANCE NEW TOTAL MULTIPLE OF INSURANCE (current and requested)

|:| 1Xsalary |:| 2X salary |:| 3X salary |:| none/cancel coverage |:| 1Xsalary |:| 2X salary |:| 3X salary
Plan minimum is the greater of $20,000 or 1 times your annual

salary. Coverage is rounded to the next higher $5,000 if not

already an even multiple.

ANNUAL SALARY PAY FREQUENCY
DBi-WeekIy DMontth |:|Check here if you receive nine paychecks per year

AUTHORIZATION

| authorize the above noted changes and | authorize my employer to withdraw any applicable optional term insurance
premiums from my paycheck.
EMPLOYEE SIGNATURE DAYTIME TELEPHONENUMBER EVENING TELEPHONE NWBER DATE SIGNED

X

FOR CAMPUS USE ONLY

LOCATION EMAIL ADDRESS

CAMPUS REPRESENTATIVE SIGNATURE TELEPHONE NUMBER DATE

X

F. 60169 12-2003 Minnesota Life


To complete form:

• Starting with the First Name, enter requested information.

• Move from field to field using the Tab key.  This will insure the information is entered in the appropriate areas.  Check boxes can be selected by clicking with the mouse or pressing the Enter key.

• When completed, print the form, sign it and either mail or fax it to us:

	Minnesota Life Insurance Company, B2-4930
	400 Robert Street North
	St Paul, MN  55101-2098

Fax:	1-651-665-4827

• To close, right click inside this window and select "Close Annotation".
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