SECURITY NATIONAL LIFE INSURANCE COMPANY
FIRST GUARANTY INSURANCE COMPANY
SOUTHERN SECURITY LIFE INSURANCE COMPANY

KILPATRICK LIFE INSURANCE COMPANY
1818 Marshall Street « Shreveport, LA 71101
Phone: 318.222.0555 « Toll Free: 800.235.0555 « Fax: 318.222.0571

P.O. Box 320609 - Flowood, MS 39232-0609
Phone: 601.346.2766 - Toll Free: 800.826.6803 « Fax: 866.665.0238

Agent Number

POLICY OWNER SERVICE REQUEST

Insured:

Family Group Number

Policy Number

[] Duplicate Policy

Automatic Payment of Premium by Loan Option

[]Add option to policy, if available

[1Remove option from policy

Change of Beneficiary [lirrevocable
Equally or to the Survivor(s) if more than one is named. This Change of Beneficiary revokes all prior designations made and is
subject to all the terms and provisions of the policy, except that | request that any applicable endorsement requirement be waived.

Primary Beneficiary

Relationship to Insured

Phone Number

Email Address

Address

Street
Contingent Beneficiary
Phone Number

City
Relationship to Insured

State Zip Code

Email Address

Address

Street

City State Zip Code

Change of Ownership
Name

Relationship to Insured

Phone Number

Email Address

Address

Street

City State Zip Code

Change Name of:
Former Name

[] Payor ] Beneficiary

New Name

[Jinsured [ ]Owner

Reason for Change

(Supporting documentation required Ex: driver’s license, birth certificate, etc)

Change Address of:
New Address

|:| Insured |:| Owner |:| Payor |:| Beneficiary

Street

City State  Zip Code

Change to Reduced Paid-Up Insurance
I hereby request that the cash value of the policy be used to purchase Reduced Paid-Up Insurance. As of

the Reduced Paid-Up amount of insurance is $

Change Mode of Premium Payment
Change mode of premium payment from to

Changes indicated shall become effective on the date shown below once the change has been
recorded in the Home Office of the Company, but without prejudice to the Company on account of
any action taken or permitted by the Company before such recording.

Name of Owner

Signature of Owner

Signature of Witness
Form POSR Rev. 7/24

Date



Correction of Age* of: [Jinsured [] Spouse [ child
*Supporting documentation required (Ex: driver’s license, birth certificate, etc)

Corrected Date of Birth
Correct Age at Date of Policy

Change Family Group Number (FGN)
Separate FGN

New Premium Payor

New Address

Street City

State

Zip Code

Remarks/Special Instructions:

Recorded at the Company
By Date

Form POSR Rev. 7/24




