Aetna Affordable Health Choices® BENEFICIARY CHANGE FORM

AmeriCorps Option 1l

Instructions: Complete the bottom portion of this form (BENEFICIARY DESIGNATION FORM) and return to your
program director. Keep this top portion for future use if you wish to change your beneficiary.

A. INFORMATION ABOUT YQU

Social Security Number First Name Middle Initial Last Name
Mailing Address City State Zip Code
Home Phone Birth Date Sex
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Print Name Your Signature Date / /
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B. WHO IS YOUR BENEFICIARY?

First Name Initial Last Name

What is your beneficiary’s relationship to you? Spouse Child Brother/Sister Parent Other (specify)

We want you to know®
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Aetna Affordable Health Choices® ~ BENEFICIARY DESIGNATION FORM
AmeriCorps Option I

Instructions: Complete this portion and return to your program director.
A. INFORMATION ABOUT YOU

Social Security Number First Name Middle Initial Last Name
Mailing Address City State Zip Code
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MM DD Yy

Program Nurr(1)b;r0 D D D D |:| | Program Name - |

B WHO ES YOUR BENEFICIARY?
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What is your beneficiary’s relationship to you? Spouse Child Brother/Sister Parent Cther (specify)
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