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ACADIA UNIVERSITY

GROUP INSURANCE CHANGE OF BENEFICIARY
	Employee Information

	Employee Name 
(Last, First, Initial)
	     

	Mailing Address:

P.O. Box/Street

Town/Province/PC

Telephone Number
	     

	
	     

	
	     

	
	     

	Social Insurance Number
	     

	Date of Birth 

   (YYMMDD)
	     

	Department
	     


	Revised Beneficiary Designation

(Basic Group Life / Accidental Death & Dismemberment)

	Name(Last, First, Initial)
	Relationship
	Percentage
	Date of Birth (YYMMDD)

	          
	     
	     
	     

	     
	     
	!Unexpected End of Formula     

 FORMTEXT 

     

	     

	     
	     
	     
	     

	     
	     
	     
	          

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     


_______________________________________________      ____________________________________
Employee’s Signature                                                Date

