
 

Request for Group Life 
Conversion Information 

 

 

 
 

INSTRUCTIONS 
P o l i c y h o l d e r  ( e m p l o y e r ) :   This form should be completed and furnished to every employee who may have the conversion right. 
 

E m p l o y e e  ( p e r s o n  r e q u e s t i n g  i n f o r m a t i o n ) :   Complete the employee section and immediately mail to Anthem Life Insurance 
Company at the address shown below without delay. (See Section II.) 
SECTION I – TO BE COMPLETED BY EMPLOYER 
GROUP POLICYHOLDER OR PLAN NAME:________________________________________________________________________
_______________ _________ _____________ ________________________ ___________________ _______ 
GROUP NUMBER PCC CLAIM BRANCH 

  OR 
 CASE  GROUP  SUFFIX 

__________________________________ __________ _____________  M   F _______________ ______________ 
 EMPLOYEE NAME (LAST, FIRST, MI) DATE OF BIRTH  CERT. # SEX SOC. SECURITY NO. JOB TITLE 

_______________________ ____________ _____________ _________________ _________________ __________ 
EFF. DATE OF GROUP COVERAGE ANN. SALARY DATE LAST WORKED EMPL. TERMINATION DATE INSUR. TERMINATION DATE SPOUSE DOB 

Coverage Terminating Reason for Termination 
  � Employee    �   Termination of Employment 
 Basic Amount $________________   � Termination of Group Policy 
 Supplemental Amount $________________   � Reduction of Coverage 
 Other $________________   � Retirement 
 Total Amount $________________   � Death of Employee 
  � Dependent Spouse Amount $________________   � Spouse Name:____________________________________ 
  � Dependent Children  (each) Amount $________________   � Other (Specify):___________________________________ 

 
 

 IS EMPLOYEE/MEMBER ON DISABILITY?        �   YES     �   NO           IF “YES,” DID HE/SHE BECOME DISABLED PRIOR TO AGE 60?        �   YES     �   NO  
 IS THE EMPLOYEE/MEMBER DISABLED?        �   YES     �   NO             
 

 HAS THE INSURED MEMBER MADE AN ABSOLUTE ASSIGNMENT OF THE GROUP LIFE INSURANCE TO BE CONVERTED?         �   YES     �   NO  
            

 

 IF “YES,” PLEASE ATTACH A COPY OF THE ABSOLUTE ASSIGNMENT FORM. 
 

THIS FORM WILL BE          �    HANDED TO EMPLOYEE ON (DATE) _________________       �    MAILED TO EMPLOYEE ON (DATE) _______________
 

X_____________________________________________________ _________________________________________________ 
SIGNATURE OF AUTHORIZED EMPLOYER REPRESENTATIVE PRINT NAME AND TITLE OF AUTHORIZED REPRESENTATIVE 
_______________________ _________________________________________________________________________
COMPANY TELEPHONE NUMBER COMPANY ADDRESS 
SECTION II – TO BE COMPLETED BY EMPLOYEE 
D o  n o t  m a i l  t h i s  f o r m  t o  A n t h e m  L i f e  I n s u r a n c e  C o m p a n y  u n l e s s  t h e  t o p  p o r t i o n  i s  c o m p l e t e d  a n d  s i g n e d  b y  e m p l o y e r .   
 

Y o u r  G r o u p  T e r m  L i f e  I n s u r a n c e  B e n e f i t s  a r e  t e r m i n a t i n g  a s  i n d i c a t e d  a b o v e .   Y o u  m a y  b e  e l i g i b l e  t o  c o n v e r t  t o  a n  i n d i v i d u a l  l i f e  
p o l i c y .    A f t e r  y o u  p r o m p t l y  s e n d  t h i s  f o r m  t o  A n t h e m  L i f e  I n s u r a n c e  C o m p a n y ,  A n t h e m  L i f e  I n s u r a n c e  C o m p a n y  w i l l  s e n d  y o u  a  
d e s c r i p t i o n  o f  t h e  c o n v e r s i o n  p l a n ,  y o u r  p r e m i u m  r a t e s  a n d  a n  a p p l i c a t i o n  f o r m .   
 

T h e  a p p l i c a t i o n  a n d  f i r s t  p r e m i u m  p a y m e n t  m u s t  b e  r e c e i v e d  b y  A n t h e m  L i f e  I n s u r a n c e  C o m p a n y  w i t h i n  3 1  d a y s  o f  t h e  
t e r m i n a t i o n  o f  y o u r  l i f e  i n s u r a n c e  b e n e f i t s ,  u n d e r  y o u r  e m p l o y e r ’ s  g r o u p  i n s u r a n c e  p o l i c y .   
 

I  M  P  O  R  T  A  N  T   N  O  T   I  C  E  :   T h i s  i s  n o t   a n  a p p l i c a t i o n  f o r  c o n v e r s i o n  o f   y o u r  g r o u p  l i f e  p l a n  c o v e r a g e .   R e c e i p t  o f  t h i s  f o r m  
a n d  s u b s e q u e n t  i n f o r m a t i o n  d o e s  n o t  g u a r a n t e e  y o u r  e l i g i b i l i t y  t o  c o n v e r t  y o u r  g r o u p  t e r m  l i f e  i n s u r a n c e .  
 

_________________________________________________________ _______________________________________
REQUESTOR’S  NAME (LAST, FIRST, MI) RELATIONSHIP TO EMPLOYEE 
_________________________________________________ _____________________ ___________ ___________
HOME ADDRESS (NO. & STREET) CITY  STATE  ZIP 
_________________________________________________ _____________________ ________________________
SIGNATURE OF REQUESTOR DATE HOME TELEPHONE NUMBER 
 

D o  n o t  e n c l o s e  p a y m e n t  w i t h  t h i s  f o r m .  S e n d  t h e  e n t i r e  f o r m ,  w h e n  c o m p l e t e d ,  t o  t h e  a d d r e s s  b e l o w .  
 

PLEASE MAIL TO:  
 
 
 

ANTHEM LIFE INSURANCE COMPANY  
ATTN: GROUP LIFE CONVERSIONS  
P.O. BOX 182361  
COLUMBUS, OHIO 43218-2361 

PHONE # 800-801-6142  
FAX # 614-433-8880  
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