
Service Request Form 
Fax

Fax this form: 1-972-726-6028 or mail to P.O. Box 809043, Dallas, TX 75380

Submit Your Form Online
► Simply visit NFCBenefits.com and submit the forms
► Complete the form electronically. Save to print.
► As an added benefit you may also email your request to info@nfclife.com

General Information
DOB: / / SSN:

Email:

City: State: ZIP:

Insured's name: 
(As currently listed on the  policy)

Address:

Telephone: Mobile:

(Required to process)

Name change
Other*Correction*Marriage/DivorcePrevious: Current:

*A copy of legal documentation is required unless your name is changing due to reason of marriage or divorce.

Address change

Address:

Telephone: Mobile:

Employer:

City:

Email:

State: ZIP:

Reason:

Account #

Quarterly Annually

Change to payroll deductions (Please contact your Plan Administrator to start payroll deduction.)

Both
Employer: Group Number:

Primary Beneficiary Contingent Beneficiary

DOB: SSN:

DOB: SSN:

Life Beneficiary change request
Primary Name: 

Contingent Name:

I am changing the following:

List all policies related to this request:

Premium payment method change  (select only ONE option)

CVV:

Bill me directly. (Choose one of the following) 
Monthly (Submit a payment 3 times your 

monthly payment)
(Submit a payment 6 times your 

monthly payment)

Semi-annually
Submit a payment 12 times 

your monthly payment)

Routing #

Deduct premiums monthly using the payment method indicated below

Exp. Date:Card Number:

Bank Name:
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Claimant DOB: / /

Zip:

Policy owner:

Address:

City: State: 

/ /

Date MM/DD/YYYY

Claimnts Statement (completed by the policy owner)

Policy Owner SSN: 

Policy Owner DOB:Phone:

Email:

Claimants Email:

Claimant SSN: 

Claimant Gender:

Claimant Name:

Claimant Phone:
Relationship to 
Policy Owner:

Policy Number(s):

Cancellation or Policy Change
Cancel the policy(ies) This option will cancel your policy(ies).

Cancel the following riders on the policy(ies) This option will cancel policy riders only.

Spouse Rider Other (name rider)Dependent Rider 
(This will cancel coverage for ALL dependents.) List date of 
birth of youngest dependent: 

MM/DD/YYYY

Change from Individual to Family

Change from Family to Individual

Change from Individual to Individual+1 

Change from Individual+1 to Individual

Change from Family to Individual+1 

Change from Individual+1 to Family

Other request or remarks

Signatures required   (this section MUST be complete in order for us to process your request)
I have carefully read this request and agree that it is properly and fully completed.  I understand that this request is subject to the 
provisions and conditions of the policy and that the company may require additional information or requirements.  I certify that the 
policy is not pledged or assigned to any other person or corporation, except where stated in the request, and that no proceedings 
or bankruptcy or insolvency have been filed or are now pending.  I certify the Social Security number and date of birth are 
correct, and I hereby authorize National Family Care Life Insurance Company to execute this request as indicated 
above.

DOB: SSN:

City: State: ZIP:

Email:

Policy owner's signature

Policy owner's information 

Name:

Address:

Phone:
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