APL

Customer Service | P.O.Box 248950 | Oklahoma City, OK 73124-8950
American Public Life Insurance Company | 800-256-8606 | Fax: 877-807-0911

Policyowner’s Request for Policy Change

To:
Section 1
Change of Is this person a US Citizen? If not, what country are they a citizen of?
Beneficiary New Beneficiary’s Date of Birth / /
Change Name of Reason
Section 2 (insured, owner or beneficiary) (Marriage, divorce, correction etc. Provide a
Name Change copy of the court order or marriage license)
To:
Section 3 .
To: Contingent owner
Change of - -
. (Policy must be returned with completed change form request)
Ownership
Section 4 To:
Change of Cit Stat i
i ate i
Address y P
Since applying for this insurance, | certify that | have changed my occupation to
Section 5 .
Exact duties are:
Change of | |
Occupation Employer Name Employment Date
Address Phone
Remove:
Section 6 Name Date of Birth
Remove .
Name Date of Birth
Dependent
Name Date of Birth
Section 7 | certify that the original policy has been lost or destroyed and shall become null and void immediately upon issuance of the
Duplicate duplicate policy. | will accept a Certificate of Lost Policy if duplicate forms are not available.
Policy ___Check here if original policy has been lost.
Section 8
Removal of Remove the rider from my policy
Rider
Section 9
Other
Dated at , State of , this day of ,20
Witness Signature of Insured
Witness Signature of Owner, if other than Insured
Witness Signature of Irrevocable Beneficiary, if any

FOR HOME OFFICE USE ONLY This request has been recorded at the Home Office of the American Public Life Insurance Company at: 6303 N Portland Avenue,
Oklahoma City, OK. 73112

Date Approved By
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