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Designation of Beneficiary 
 

 
Policyholder 

 
Policy Number(s) 

 
Insured Name 

 
Social Security Number 

 
I hereby designate the following as my beneficiary (ies) under the above policy number(s): 
Primary Beneficiary(ies) 
 

Full Name and Address (Please Print) Percentage* 
(Must total 100%) 

Date of Birth Relationship Social Security Number 

     

     

     

 
* If no percentages are indicated, benefits will be divided equally between all primary beneficiaries. 
 
Contingent Beneficiary(ies) (applicable only if you are not survived by one or more primary beneficiaries) 
 

Full Name and Address (Please Print) Percentage* 
(Must total 100%) 

Date of Birth Relationship Social Security Number 

     

     

     

 
* If no percentages are indicated, any benefits payable to contingent beneficiaries will be divided equally between all 
contingent beneficiaries. 

 

 This beneficiary designation revokes all revocable prior beneficiary designations. 

 Unless you indicate otherwise, if any beneficiary predeceases you, that beneficiary's share will be divided pro-rata 
among the surviving beneficiaries of the same class (primary or contingent). 

 If no beneficiary (primary or contingent) survives you, payment will be made pursuant to the terms of the 
applicable policy. 

 
 
Date 

 
Signature of Insured 
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Please return this form to the Payroll & Benefits Office - Room 10 at Ten Eyck ASC.  For more information, please call
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(313) 827-3100.
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DEARBORN FEDERATION OF TEACHERS  
 
ARTICLE XXVIII GROUP TERM LIFE INSURANCE 
 
 

A. The Board will provide group term life insurance in the amount of the annual 

contract salary of each union member but in no case less than $17,500; said 

insurance shall include accidental death and dismemberment benefits. All union 

members are eligible for such insurance. The union member will enroll and 

designate a beneficiary or beneficiaries on the proper application form. 

 

B. Coverage for new union members will become effective the first of the month 

following the beginning date of employment, provided the necessary enrollment 

forms have been filed with the Payroll Department. 

 

C. Union members being terminated or no longer receiving payroll checks have the 

option of applying for coverage under the policy on a direct payment basis under 

the rules established by the carrier. 
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