DESIGNATION OF BENEFICIARY OR WAIVER

FOR CNCS LIFE INSURANCE

(Please read instructions on back. You must complete either Section 1 or Section 11.)


Section 1.  DESIGNATION OF BENEFICIARY OR CHANGE OF BENEFICIARY





                                     Name of Member                                                             Social Security Number                                             Birth Date





         _______________________________________________                       ______________________                              __________________


                    (Last)               (First)           (Middle)       


        





                          I desire to subscribe to CNCS Life Insurance and designate the beneficiary of beneficiaries named below, 


                       in the order of precedence shown, to receive any amount of benefits due under this policy.





                                                                                                                              


	       I hereby cancel any designation of beneficiary previously executed by me under the CNCS Life Insurance


                      policy and designate the beneficiary or beneficiaries named below to receive any amount of benefits due


                      under the policy. I hereby specifically reserve the right to change the designation of beneficiary at any time


                      without knowledge or consent of the beneficiary. 





Given name, middle initial


and last name of each beneficiary�
Address�
Relationship�
Percentage 


to be paid�
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     ____________________________________       ______________________________________________


          (Date)                                                                                      (Signature of Member)





            


                (Street Address)                                   (City)                          (State)                          (Zip Code)


________________________________________________________________________________________________________________________________________________________________________________________________________


AGENCY USE ONLY:





      Date Received: ________________________Signature__________________________________________











Section II.  WAIVER OF COVERAGE CNCS LIFE INSURANCE





           Name of member	                             Social Security Number          Birth Date


__________________________________          ___________________          ______________


   (Last)        (First)             (Middle)





		I hereby waive coverage under the CNCS Life Insurance Program. I understand that in waiving this


		Insurance, I am not eligible to subscribe to the policy at a later date (unless I arrange for a physical 


		examination at my expense and am accepted as insurable by the insurer).


        


    __________________________________                   ________________________________


		(Date)							(Signature of Member)





         (Street Address)                           (City)                    (State)                 (Zip Code)
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