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Insured’s name (first, middle initial, last)

Address (street, city, state, zip)

Insured’s date of birth Policyowner (if different than insured)

ID (or last four of SSN)

Policyowner’s phone number

Employer name Policy number 

Beneficiary full name/trust name

Address (street, city, state, zip) and phone number

Date of birth/trust date Tax ID (SSN or EIN) Share %

Relationship to insured

Beneficiary full name

Address (street, city, state, zip) and phone number

Date of birth Tax ID (SSN) Share %

Relationship to insured

Beneficiary full name

Address (street, city, state, zip) and phone number

Date of birth Tax ID (SSN) Share %

Relationship to insured

Beneficiary full name

Address (street, city, state, zip) and phone number

Date of birth Tax ID (SSN) Share %

Relationship to insured

Beneficiary full name/trust name

Address (street, city, state, zip) and phone number

Date of birth/trust date Tax ID (SSN or EIN) Share %

Relationship to insured

Beneficiary full name

Address (street, city, state, zip) and phone number

Date of birth Tax ID (SSN) Share %

Relationship to insured

Policyowner’s signature Date

X

Beneficiary full name

Address (street, city, state, zip) and phone number

Date of birth Tax ID (SSN) Share %

Relationship to insured

Beneficiary Designation

Email address

Total Primary Shares Must Equal 100%

Total Contingent Shares Must Equal 100%

Securian Life Insurance Company  •  Minnesota Life Insurance Company

PRIMARY BENEFICIARY(IES) - The person or persons named will receive the benefit.

CONTINGENT BENEFICIARY(IES) - Receives a benefit ONLY if all primary beneficiaries are no longer living.

SIGNATURE REQUIRED - This beneficiary revokes all prior designations.

This designation applies to selected coverage(s). If this section is left blank, your designation will apply to all 
coverages. If your beneficiary(ies) are different by coverage, use a separate beneficiary form for each coverage.
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