
Website Form 

TEXAS MEDICAL ASSOCIATION INSURANCE TRUST 
BENEFICIARY CHANGE FORM  

Name of insured:  ______________________________   _______________________________   _____    Certificate #:  ______________________________  

Date of Birth  ______________       Gender  Male Female       Marital Status (check one) Married Widowed Single Divorced       

Street Address: __________________________________________________________ City: ____________________  State: ________________ Zip Code:________ 

Daytime Phone: ___________________________________ 

Please list the product(s) for which the designation applies: (Example: Member Term Life, Personal Accident, Employee Life Insurance)  

Product: ______________________________________________________ Has insurance ever been assigned?   Yes  No  

I hereby revoke any previous designations of primary beneficiary(ies) and contingent beneficiary(ies), if any, and in the event of my death designate the following: 

Primary Beneficiary(ies) 
Name and Address Phone 

Number 
Social Security 
Number /Tax ID 

Relationship to 
you 

Date of Birth Percentage 
(must equal 
100%) 

Name: 
Address: 
Name: 
Address: 
Name: 
Address: 

☐ If submitting electronically, checking this box serves as proof of signature. 

_________________________________________________________________    ______________________________ 
Signature            Date 

I M P O R T A N T  I N S T R U C T  I O N S
1. Complete the fillable form and SAVE it to your computer
or device.
2. Click the UPLOAD button in the upper right-hand corner
to submit the form via our secure link. If you prefer to
fax the completed form, please fax to 512-370-1799.

Do NOT click the 
UPLOAD button until 
you SAVE the form or 
you may lose progress.

https://files.tmait.org/filedrop/service

	If submitting electronically, checking this box serves as proof of signature: Off
	Date: 
	Name of insured: 
	Name of insured_1: 
	Name of insured_2: 
	Certificate #: 
	Date of Birth: 
	Male: Off
	Female: Off
	Married: Off
	Widowed: Off
	Single: Off
	Divorced: Off
	Street Address: 
	City: 
	State: 
	Zip Code: 
	Daytime Phone: 
	Product: 
	Name:Address: 
	Name:Address_1: 
	Name:Address_2: 
	Name:Address_3: 
	Name:Address_4: 
	Name:Address_5: 
	Name:Address_6: 
	Name:Address_7: 
	Name:Address_8: 
	Date of Birth_1: 
	Name:Address_9: 
	Name:Address_10: 
	Name:Address_11: 
	Name:Address_12: 
	Name:Address_13: 
	Name:Address_14: 
	Yes: Off
	No: Off


