Election - Retiree Life Continuation

Securian Financial Group, Inc.

Minnesota Life Insurance Company

Securian Life Insurance Company, a New York authorized insurer
400 Robert Street North « St. Paul, MN 55101-2098

Group Customer Service
Fax 651-665-4827

Clear form
/‘ ! :

SECURIAN®

Employer name

Policy number

South Carolina PEBA 34407
Retiree Information
Name Date of birth Gender

O mMale [ Female

Address (street, city, state, zip)

Cell or daytime phone number

Email address Employment location

Date leaving employer’s active plan

BIN (this number is on your medical card)

Optional term life amount to be continued (Send your PEBA coverage verification from your employer)

PRIMARY BENEFICIARY(IES) - The person or persons named will receive the proceeds.
- . Social Security . . Share %
Beneficiary Full Name Date of Birth Address and Phone Number humber Relationship (must total 100%)
CONTINGENT BENEFICIARY(IES) — If the primary beneficiary (ies) is no longer living, the proceeds are paid to this person(s).
The same person cannot be named as a primary and a contingent beneficiary.
- . Social Security ; f Share %
Beneficiary Full Name Date of Birth Address and Phone Number humber Relationship (must total 100%)

Please indicate how you would like to be billed:  [] Quarterly [] Semi-Annually [] Annually

Do not send a premium payment in with this completed form. You will be billed for the first premium payment after receiving your
completed election form. Future premiums may be billed quarterly, semi-annually or annually. You will have the option of a monthly

EFT draft after your initial payment is received and processed.

A $2.00 fee is charged per premium payment for administrative fees, unless billed annually.
To be eligible you must apply within 31 days of the date your previous coverage terminated.

Applicant signature

X

Date signed

Please mail or fax your completed form along with your PEBA coverage verification and BIN to:

Securian - Group Customer Service - 400 Robert Street N - St Paul, MN 55101

Fax 651-665-4827

SC PEBA Rev 9-2016
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