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Complete This Section for ALL Requests:         Policy #:________________________________ 

 

Insured/Annuitant Name: _____________________________________ Owner Name:_________________________________________  

 

Owner Social Security #: _______________________ Email: _______________________________ Telephone #: __________________ 

 

Address: ___________________________________ City: _________________________ State: __________  Zip: __________________ 

  Please check the box if the address provided above is new   

 
General Instructions:  
• Print clearly! Cross-through and initial any corrections or changes. Do not use correction fluid (white out). 

• Please return all pages of this form, even if you are not completing all sections. 

• If you need additional space for your beneficiary designations, attach a signed and dated sheet listing the policy number, additional 

beneficiaries, including all the details indicated in the Beneficiary section. 

• Where an individual is acting as guardian, conservator or in a similar capacity, or acting as power of attorney, evidence of appointment 

must accompany this form. 

• If requesting full surrender or a partial withdrawal, failure to certify your Taxpayer Identification Number (SSN) may result in mandatory 

24% backup withholding where required by the IRS. 

 

Signature Requirements: 

• The policy owner must sign and date this form for all requests. 

• If your application was signed in a community property state (AZ, CA, ID, IA, LA, NV, NM, TX, WA, WI), your spouse’s signature is 

required on this form if you are completing the following requests: 

o Cash Surrender 

o Loan  

• Witness Signature for the State of Massachusetts Beneficiary Change. 

o A witness, over 18 years of age, must sign for all life insurance beneficiary changes when the owner resides in Massachusetts. 

The witness cannot be the same person listed as the beneficiary. 

• All irrevocable beneficiaries and collateral assignees must sign this form for all requests. 

• If the owner is a trust, please provide signatures for all required trustees. 

• If you are changing ownership, both the current and the new owner must sign this form. 

• There are occasions where we will ask you to provide a copy of a valid and legible government ID. In lieu of a government ID, a notary is 

acceptable. 

1 -   Duplicate Certificate - I have lost my policy and request that a duplicate certificate be issued to me. 

 

 

 

 

2 -   Name Change for:    Insured/Annuitant  OR   Policyowner 

 

Submit proof of the name change such as a driver’s license, marriage license, court order, etc., with the submission of this form. 

 

Print new name (in full): _____________________________________________________ 

 

Reason for change:   Marriage   Divorce   Court Order    Other: ________________________ 

            (List Reason) 

 

 

 
3 -   Endorse Policy in Accordance with Non-Forfeiture Provisions 

 

Effective with the current premium due, if available, I request that the status of my policy to be changed to: 

 

  Reduced Paid-Up Insurance    Extended Term Insurance 
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4a -   Cash Surrender (Full Termination of the Policy or Contract)  

 

The Cash Surrender Value is hereby requested and will be accepted in full payment of and release of all claims under the policy. The 

surrender will be effective in accordance with the policy provisions. 

 

OR 

 

4b -   Partial Surrender or Withdrawal (For Universal Life or Annuities ONLY) 

 

  From Universal Life (May be subject to surrender charges and will reduce the death benefit of your policy) 

 Amount: $___________________ OR Maximum amount not subject to surrender charge 

  From Annuity (May be subject to surrender charges) 

 Amount: $___________________ OR Maximum amount not subject to surrender charge 

 

The Information Below Must Be Completed For All Cash Surrender, Partial Surrender, Withdrawal: 

 

Tax Withholding Election:   I do NOT want to have Federal or State income tax withheld. 

      I want to have Federal or State income tax withheld. 

 

Federal Withholding:   _____________%  OR   $________________ 

State Withholding:   _____________%  OR   $________________ 

 

If you do not provide a percentage or amount and wish to have federal income tax withheld, the default withholding will be 10%. 

 

 
5 -   Policy Loan – Important Loan Information: The request to take a loan may affect the guaranteed elements, non-guaranteed 

elements, face amount or surrender value of your policy. By requesting a loan, you agree to assign the policy listed on this request as sole 

security for this loan. Terms for interest and repayment of the loan are subject to the provisions of the policy. 

 

  Amount: $___________________ (or maximum amount available if less) OR    Maximum amount available 

 

Distribution:   Check mailed to the owner’s address 

    Pay the loan or premium(s) due on my policy 

   Total number of premiums to pay: ___________ 

  Pay the loan or premium(s) due on my other policy 

 Policy number(s): ________________________ 

   Total number of premiums to pay: ___________ 

 

 

 
6 -   Dividend Withdrawal 

 

Amount:   Full Amount  OR   $_______________ (or full amount available if less) 

 

Distribution:   Check mailed to the owner’s address 

    Pay the loan or premium(s) due on my policy 

   Total number of premiums to pay: ___________ 

 

 

7 -   Premium Change (For Universal Life and Annuity Contracts only) 

 

Effective with the next premium due, I request to change the billed amount to $______________________ 
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8 -   Beneficiary Designation – All beneficiary changes MUST include the designation of a Primary Beneficiary. Even if you only want to change 

your Contingent Beneficiary, you must restate the Primary Beneficiary in the Primary Beneficiary section. Designations must be made in percentages. If not 

stated, designations will be made in equal shares to primary beneficiaries who survive the insured and if no primary beneficiaries survive the insured, proceeds 

will be paid in equal shares to contingent beneficiaries who survive. If you need additional space for your beneficiary designations, attach a signed and dated 

sheet listing additional beneficiaries, including the policy number and all the details indicated in this section. 

 

Any previous beneficiary designation and/or optional mode of settlement with respect to any death benefit proceeds payable at the death of the insured is 

revoked. Any such proceeds shall now be paid in one sum as indicated below.  

 

1 - Primary Beneficiary 

Full Legal Name: _______________________________________Date of Birth: __________________ SSN: ________________________  

Mailing address: _____________________________________________________________________Percent: ___________% 

Relationship to Insured: ______________________ Telephone Number: ________________________________ 

 

2 - Primary Beneficiary 

Full Legal Name: _______________________________________Date of Birth: __________________ SSN: ________________________  

Mailing address: _____________________________________________________________________Percent: ___________% 

Relationship to Insured: ______________________ Telephone Number: ________________________________ 

 

3 - Primary Beneficiary 

Full Legal Name: _______________________________________Date of Birth: __________________ SSN: ________________________  

Mailing address: _____________________________________________________________________Percent: ___________% 

Relationship to Insured: ______________________ Telephone Number: ________________________________ 

THE SUM OF THE PRIMARY BENEFICIARIES % LISTED ABOVE MUST EQUAL 100% 

1 - Contingent Beneficiary 

Full Legal Name: _______________________________________Date of Birth: __________________ SSN: ________________________  

Mailing address: _____________________________________________________________________Percent: ___________% 

Relationship to Insured: ______________________ Telephone Number: ________________________________ 

 

2 - Contingent Beneficiary 

Full Legal Name: _______________________________________Date of Birth: __________________ SSN: ________________________  

Mailing address: _____________________________________________________________________Percent: ___________% 

Relationship to Insured: ______________________ Telephone Number: ________________________________ 

 

3 - Contingent Beneficiary 

Full Legal Name: _______________________________________Date of Birth: __________________ SSN: ________________________  

Mailing address: _____________________________________________________________________Percent: ___________% 

Relationship to Insured: ______________________ Telephone Number: ________________________________ 

THE SUM OF THE CONTINGENT BENEFICIARIES % LISTED ABOVE MUST EQUAL 100% 
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10 - Signatures Section Requirements: 

1. The policyowner must sign and date this form for all requests. 

2. If your application was signed in a community property state (AZ, CA, ID, IA, LA, NV, NM, TX, WA, WI), your spouse’s signature is required on this form if you are 

completing the following requests: 

a. Cash Surrender 

b. Loan  

3. Witness Signature for the State of Massachusetts Beneficiary Change. 

a. A witness, over 18 years of age, must sign for all life insurance beneficiary changes when the owner resides in Massachusetts. The witness cannot be the 

same person listed as the beneficiary. 

4. All irrevocable beneficiaries and collateral assignees must sign this form for all requests. 

5. If the owner is a trust, please provide signatures for all required trustees. 

6. If you are changing ownership, both the current and the new owner must sign this form. 

7. There are occasions where we will ask you to provide a copy of a valid and legible government ID. In lieu of a government ID, a notary is acceptable. 

 

Tax Certification:   For individuals, please provide your social security number (SSN): _____________________________________ 

   For other entities, please provide your employer identification number (EIN): ______________________________ 

Certification Instructions: You must cross out item (2) below if you have been notified by the IRS that you are currently subject to backup withholding because of underreporting 

interest or dividends on your tax return.  

Certification: Under penalties of perjury, I certify that: (1) The number shown is my correct taxpayer identification number (or I am waiting for a number to be issued to me); (2) I am 

not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal Revenue Service (IRS) that I am subject to backup 

withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notified me that I am no longer  subject to backup withholding; and (3) I am a U.S. person 

(including a U.S. resident alien). 

_______________________________________________ ______________________________________________ 
Signature of Present Owner      Date 

 

_______________________________________________ ______________________________________________ 
Signature of New Owner      Signature of Irrevocable Beneficiary 

 

_______________________________________________ ______________________________________________ 
Signature of Assignee      Signature of Trustee(s) 

 

____________________________________________________ ___________________________________________________ 

Signature of Spouse (AZ, CA, ID, LA, NV, NM, TX, WA, WI)  Signature of Notary Witness 

 

_______________________________________________ 
Signature of Witness for Massachusetts Beneficiary Change 

 

 

9 -   Transfer of Ownership – Once you make a transfer of ownership, all ownership rights in the policy pass to the new owner named below. 

 

Full Name of New Owner: ________________________________________ Date of Birth: _______________ SSN: ___________________ 

Residential Address (No PO Boxes): __________________________________________________________________________________ 

Mailing Address (if different than above): ___________________________________________ Telephone Number: ___________________ 

 

Contingent Owner 

Full Name of New Owner: ________________________________________ Date of Birth: _______________ SSN: __________________ 

Residential Address (No PO Boxes): __________________________________________________________________________________ 

Mailing Address (if different than above): ___________________________________________ Telephone Number: ___________________ 

 

Payor Change 

  Please check this box if the new owner will also be the payor.  

  Please check this box if the someone other than the new owner will be the payor.  

 

Name of Payor: ______________________________________________ 

Address of Payor: ____________________________________________ 

Payor Telephone: ____________________________________________ 

 

  Please check this box if you wish to pay premiums via Electronic Funds Transfer (EFT). If you select this option, you MUST also complete form 

1552CFG – Request for EFT Premium Paying Plan. To obtain this form, please visit https://www.cfglife.com/policyowner-service-request-forms/ 

 

  Please check this box if you wish to pay premiums directly to the Company. If you select this option, please also select one of the options 

below. Please note, by selecting this option, premium notices will be mailed to you/the Payor. 

  Monthly   Quarterly   Semi-Annually   Annually 

 

  

  

 

 

 

https://www.cfglife.com/policyowner-service-request-forms/
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