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Federal Life Insurance Company (Mutual)
3750 West Deerfield Road · Riverwoods, Illinois 60015-3598

 1-800-233-3750

REQUEST FOR CONTRACT CHANGE OR AMENDMENT OF APPLICATION / ENROLLMENT FORM

Contract No.    Insured    Owner 

�   1. CHANGE NAME  of � Insured �  Owner �  Payor

Former Name New Name (Please Print)

Reason for change: � Marriage   � Divorce � Correction   � Court Order      � Adoption      Legal change date 
Please provide legal evidence if name change is due to Court Order or Adoption.
 

�  2. CHANGE ADDRESS From To  

 

Phone #  

List contracts to be changed  #    #     #   #

�  3. DIVIDENDS � Change my option for future dividends to    � Cash    � Reduce Premium     � Accumulate at Interest    � Paid-up Additions
� Surrender ( �  all  or  $  ) of dividends on deposit.

� Apply $  to  ( � premium  or � loan) on contract #.   and send the remainder to me.

�  4. NON-FORFEITURE Revoke any election heretofore made with reference to the
automatic premium loan provision and change my contract to

� Reduced Paid Up Insurance of $  Effective  /  / 
(Month)       (Day)       (Year)

� Extended Term Insurance  $  Effective  /  / 
(Month)       (Day)       (Year)

Cancel all supplementary benefits in accordance with the contract

�   5. BENEFITS Add Remove Add Remove
& RIDERS � �  Accidental Death Benefit � �  Increasing Term Benefit
(Complete No. 8
for additions) � �  Insured Waiver of Premium � �  Family Income Benefit

� �  Payor Death Benefit Only � �  Level Term Benefit

� �  Payor Death and Disability Benefit � �  Children’s Term Rider

� �  

� 6. CONVERSION
Plan to Face amount to $ 

OR CHANGE

Effective date  Premium mode  Dividend Option 

Automatic Premium Loan � Yes � No Planned Periodic Premium (Universal Life Only) $

Indicate  all BENEFITS AND RIDERS to be added or retained. Complete No. 8 if increasing the amount of risk or changing to a

lower premium plan. 

PLEASE SUBMIT BENEFICIARY FORM L-5514 WITH ALL CONVERSIONS

� 7. OTHER

The undersigned understands and agrees as follows: (a) that the statements and answers on both sides of this amendment have been read and
whether written by me or not are true and complete to the best of my knowledge and belief; (b) that any change(s) requested herein shall be
subject to the provisions and conditions of the contract and that this amendment shall constitute a supplement to the original application / enrollment
form for insurance, both of which applications / enrollment forms shall form part of the contract; and (c) that the changes and/or additional benefits
requested shall not be effective until this amendment has been approved by the Home Office and any premium, if required, has been paid.

Agent Agent Code # Date Insured Date

Witness Date Owner, Applicant, or Enrollee (If other than Insured) Date

Beneficiary (If irrevocable) Date



8. DECLARATION OF HEALTH

1. So far as you know and believe, have you Yes No

a. ever had a disease or disorder of the lungs, nervous system,
heart, digestive system, kidneys, eyes, or ears? . . . . . . . . . . . . � �

b. ever had tuberculosis, elevated blood pressure,  chest pain,
dizziness, diabetes, or cancer? . . . . . . . . . . . . . . . . . . . . . . . . . � �

c. any disease or impairment at this time? . . . . . . . . . . . . . . . . . � �

2. Any weight loss in the past year? How much? Why? . . . . . . . . . . � �

Present Height Feet   Inches

Weight Lbs. 

3. Have you been hospitalized or consulted a physician within five
years for checkup, illness, injury, operation, physical or mental
disorder?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � �

4. Have you ever been declined, postponed, rated up or refused
renewal for life or health insurance? . . . . . . . . . . . . . . . . . . . . . � �

5. Have you ever applied to any government or insurance
organization for payments on account of disability?  . . . . . . . . . . � �

6. Has any person to be insured used tobacco products or nicotine
in any form within the past 24 months? (This includes cigarettes,
cigars, pipes, chewing tobacco, snuff and nicotine gum or
patches.)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � �

7. In the past 7 years, has anyone proposed for insurance ever
been treated by a physician for or been medically diagnosed as
having Acquired Immune Deficiency Syndrome (AIDS), or AIDS
related complex (ARC)?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . � �

8. Have you changed your occupation since your original
application? If “yes” give new occupation and duties . . . . . . . . . . � �

Explain "yes" answers in full detail. Include dates,
nature, severity, and duration of all illnesses or injuries;
provide names and addresses of physicians; give
details on any other pertinent information.

Federal Life Insurance Company (Mutual) (“The Company”) HIPAA Authorization to obtain and disclose certain data
A. I hereby authorize the release of any and all records and information within your possession, custody or control regarding me pursuant to this Authorization.

Any and all records and information regarding diagnosis, testing, treatment and prognosis of my physical or mental condition are to be released. Such
records and information to be released may include, but not be limited to, the following:  Alcohol abuse treatment, Drug abuse treatment, Psychiatric
treatment, Pharmacy prescriptions, STD testing and treatment, Genetic testing, Sickle Cell testing and treatment, Lab data and EKGs.

B. This information will be used to determine my eligibility for insurance,  and if the contract is issued or changed, determine my eligibility and contestability of
the contract.

C. I authorize any doctor, practitioner, medical or medically related facility, the Veterans Administration, the Medical Information Bureau (MIB), employer,
consumer reporting agency, or insurer to give such data to The Company when this authorization or a copy of it is shown.

D. Data about mental illness, alcoholism, and the use of drugs is to be included.
E. The Company or its reinsurers may make a brief report about me or my children to other companies to which I have applied/enrolled or may apply/enroll for

coverage.
F. This authorization is good for 24 months after it is signed. A copy of this authorization will be as valid as the original.  I understand that I am entitled to receive

a copy of this authorization.
G.The Company may obtain an investigative consumer report on me.     O I want to be interviewed if such a report is obtained.
H. I may revoke this authorization at any time, except to the extent that action has been taken in reliance on this authorization or other law allows The Company

to contest a claim under the contract or to contest the contract itself, by sending a written request to:
       Federal Life Insurance Company (Mutual) – 3750 W. Deerfield Rd. – Riverwoods, IL 60015.

I understand that my revocation of this authorization will not affect uses and disclosures of my health information by The Company for purposes of
underwriting, claims administration and other matters associated with my application/enrollment for insurance and the administration of any contract issued
as a result of that application/enrollment.

I. I understand that the signing of this authorization is voluntary; however, if I do not sign the authorization, The Company may not be able to obtain the medical
information necessary to consider this contract change or ammendment to my application/enrollment.

J. I hereby acknowledge that The Company is subject to federal privacy regulations.  I understand that information released to The Company will be used and
disclosed as described in The Company’s privacy policy, but that upon disclosure to any person or organization that is not a health plan or health care
provider, the information may no longer be protected by federal privacy regulations.

K. I have read this authorization.  I also have read the NOTICE REGARDING MIB, Inc., and the NOTICE UNDER THE FAIR CREDIT REPORTING ACT.

Name of Insured Date Signature of Insured or Insured’s Personal Representative

Description of Authority of Personal Representative (if applicable) 
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Federal Life Insurance Company (Mutual)
3750 West Deerfield Road · Riverwoods, Illinois 60015-3598

Fair Credit Reporting Act

NOTICE TO APPLICANT/ENROLLEE:

Federal law requires that notice of investigation be given to persons applying or enrolling for insurance.

In making this application/enrollment for insurance to Federal Life Insurance Company (Mutual), it is understood that an
investigative consumer report may be prepared whereby information is obtained through personal interviews with your
neighbors, friends, or others with whom you are acquainted.  This inquiry includes information as to your character, general
reputation, personal characteristics and mode of living.  You have the right to make a written request to the Home Office of
The Company within a reasonable period of time to receive additional, detailed information about the nature and scope of
this investigation. (See Notice to Applicant/Enrollee – regarding Medical Information Bureau.)

Notice Of Information Practices – To our Contractholders, Applicants/Enrollees and Insureds

In the course of properly underwriting and administering your insurance coverage, we will rely heavily on the information
provided by you.  We may also seek information from others, such as medical professionals who have treated you or family
members covered under such insurance.

You have the right to be told about, and to see and copy if you wish, items of personal information about you which appear in
our files, including information contained in investigative consumer reports.  You also have the right to seek correction of
information you believe to be inaccurate.

The above is a general description of The Company’s and its agents’ information practices.  If you would like to receive a
more detailed explanation of those practices, please contact:

Policyholder Services Federal Life Insurance Company (Mutual)
3750 West Deerfield Road
Riverwoods, Illinois 60015

Medical Information Bureau

Notice To Applicant/Enrollee:

Information regarding your insurability will be treated as confidential.  Federal Life Insurance Company (Mutual) or its reinsurers may,
however, make a brief report thereon to the MIB, Inc., formerly known as Medical Information Bureau, a not-for-profit membership
organization of insurance companies which operates an information exchange on behalf of its Members. If you apply to or enroll with
another MIB Member company for life or health insurance coverage, or a claim for benefits is submitted to such a company, MIB, upon
request, will supply such company with the information in its file.

Upon receipt of a request from you, MIB will arrange disclosure of any information it may have in your file.  Please contact MIB at 866-
692-6901 (TTY 866-346-3642).  If you question the accuracy of information in the MIB’s file, you may contact MIB and seek a correction
in accordance with the procedures set forth in the federal Fair Credit Reporting Act. The address of MIB’s information office is 50
Braintree Hill Park, Suite 400, Braintree, MA 02184-8734.

Federal Life Insurance Company (Mutual) or its reinsurers may also release information in its file to other insurance companies to whom
you may apply/enroll for life or health insurance, or to whom a claim for benefits may be submitted. Information for consumers about MIB
may be obtained at its website www.mib.com.


