GROUP INSURANCE CERTIFICATE CHANGE FORM Sea Instructions on Reverse

BOSTON MUTUAL LIFE INSURANCE COMPANY + 120 ROYALL STREET + CANTON, MASSACHUSETTS 02021-9968 - (B800) 669-2668

GROUP NUMBER DIVISION NUMBER EMPLOYER (POLICYHOLDER) NAME
G-26673 Wachusett Regional School District
EMPLOYEE NAME (LAST, FIRST, MIDDLE INITIAL) CERTIFICATE #

i

UNDER THE TEAMS OF THE ABOVE POLICY(IES) | HEREBY REQUEST BOSTON MUTUAL LIFE INSURANCE COMPANY TO:
L) CHANGE OF BENEFICIARY

Primary Beneficlary(ies) Residential Addrass Data of Birth Social Security # Tole. I Relationship % ol Benafil
Coniingent Baneliciary(ea) Reaidantial Addreas Date of Birth Social Security # Tole. # Ratalionship % of Banelit
1SSUE DUPLICATE CERTIFICATE (POLICY) bocausa inal centilicats {policy) has been lost or mislaid. | declare
D CHANGE OF NAME D 1hal such orlginal certificate (policy} hl‘l nelt basn plndgad"gun;?mmy for any loan and that | do nel krow where such
Toue - s ceartilicale (policy) is now. H such certificala {policy) s found | will il lo the | Company | dialet
I hereby agres that the copy of the signature appearing on tha carbon copy POLICYHOLDER'S ACKNOWLEDGEMENT OF CHANGE
of this form shall ba accepted as my signature and ) lurther agree to the THE AUTHORIZED CHANGE(S) SET FORTH IN THE FOREGOING
canditions appearing on ihe reverse side hereol, INSTRUMENT ARE HEREBY ACKNOWLEDGED.
— S— Administrator’s Copy

Insured's Signature Admin s Authorized Sig Altach to

Enrollment Card

Dale - Date
a-501 221.048 4113



