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Standard Insurance Company
Life Benefits Department
PO Box 2800   Portland OR 97208   800.628.8600 Tel

Life Insurance Benefits
Beneficiary Statement

TAX INFORMATION
Under the Federal Income Tax law, we are required to request that you (as the payee) provide Standard Insurance Company
(as payor) with your correct Social Security Number or Taxpayer Identification Number.
Please read and complete the following information in order to comply with Federal Income Tax law.

CERTIFICATION — Under Penalties Of Perjury, I Certify That:
1. The number shown on this form is my correct Social Security/Taxpayer Identification Number (or I am waiting for a

number to be issued to me), and
2. I am not subject to backup withholding because (a) I am exempt from backup withholding, or (b) I have not been

notified by the Internal Revenue Service (IRS) that I am subject to backup withholding as a result of a failure to report all
interest or dividends, or (c) the IRS has notified me that I am no longer subject to backup withholding.

CERTIFICATION INSTRUCTIONS — You must cross out item (2) if you have been notified by the IRS that you are
currently subject to backup withholding because of underreporting interest or dividends on your tax return.

METHOD OF PAYMENT —
Standard Secure Access
Beneficiaries may receive their funds via Standard Secure Access (SSA) in accordance with the terms of the group policy.  SSA
is a convenient, interest-bearing checking account in which life insurance proceeds are deposited. With SSA, you are able to
earn a competitive rate of interest on the life insurance proceeds while taking the time to weigh important financial decisions
that often follow the death of a loved one.
The Beneficiary will be mailed a checkbook once the claim is approved. In addition, all SSA accountholders have access to
24-hour customer service via a voice response unit (VRU) and a dedicated customer service team.
If you decide to assign a portion of your benefits to a funeral home, please include a notarized assignment form (supplied by the
funeral home) and an itemized copy of the funeral bill. A separate check for the amount of the assignment will be
delivered directly to the funeral home.

Acknowledgement

I hereby certify that the answers I have made to the foregoing questions are both complete and true to the best of my knowledge and belief. I acknowledge
that I have read the fraud notice on page 2 of this form.

Signature of Beneficiary (Please use dark ink and sign as you would a check.) Relationship to Deceased

Name (Please Print) Date of Birth

Social Security Number (required)

Mailing Address (if this is a PO Box, a street address is required) City State Zip Code

Street Address (only if your mailing address is a PO Box) City State Zip Code

Work Phone No. Home Phone No.

Policyholder Name of Deceased:

Use Only Group Policy No.:

THIS PORTION FOR USE BY STANDARD INSURANCE COMPANY ONLY

Claim No.(s) Policy No.(s)

  Deposit Amount $ Division 037 Sub 107

  Code 402 403 404 405 406 407   M  F

Transmittal Date Authorized Signature
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Standard Insurance Company
Life Benefits Department
PO Box 2800   Portland OR 97208   800.628.8600 Tel

Life Insurance Benefits
Beneficiary Statement Fraud Notices

Some states require us to provide the following information to you:

CALIFORNIA RESIDENTS

For your protection, California law requires the following to appear on this form:  Any person who knowingly presents a false
or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.

COLORADO RESIDENTS

It is unlawful to knowingly provide false, incomplete or misleading facts or information to an insurance company for the
purpose of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance,
and civil damages. Any insurance company or agent of an insurance company who knowingly provides false, incomplete, or
misleading facts or information to the policyholder or claimant for the purpose of defrauding or attempting to defraud the
policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the
Colorado division of insurance within the department of regulatory agencies.

FLORIDA RESIDENTS

Any person who knowingly and with intent to injure, defraud or deceive an insurance company, files a statement of claim or an
application containing false, incomplete or misleading information is guilty of a felony of the third degree.

NEW JERSEY RESIDENTS

Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and
civil penalties.

NEW YORK RESIDENTS

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance
or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning
any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to
exceed five thousand dollars and the stated value of the claim for each such violation.

PENNSYLVANIA RESIDENTS

Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance
or statement of claim containing any materially false information or conceals for the purpose of misleading, information
concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal
and civil penalties.

ALL OTHER RESIDENTS

Some states require us to inform you that any person who knowingly and with intent to injure, defraud
or deceive an insurance company, or other person, files a statement containing false or misleading
information concerning any fact material hereto commits a fraudulent insurance act which is subject to
civil and/or criminal penalties, depending upon the state. Such actions may be deemed a felony and
substantial fines may be imposed.


	reset: 
	work_ph: 
	home_ph: 
	street_address: 
	mailing_address: 
	ssn: 
	dob: 
	name: 
	relationship_deceased: 
	city: 
	0: 
	1: 

	state: 
	0: 
	1: 

	zip: 
	0: 
	1: 

	box: 
	print: 


