
Slovak Catholic Sokol 
A tradition of providing sound financial protection and benefits to our member 

Life Insurance Death Benefit Claim Form 
INSTRUCTIONS 
Complete and send this form to Slovak Catholic Sokol, 205 Madison Street, P.O. Box 899, Passaic NJ  07055 
to the attention of the Supreme Secretary before payment can be issued. 
DECEASED INFORMATION 
 
Full Name________________________________________________________________________________________ 
    First    Middle     Last 
 
Certificate (s) number you’re claiming benefits for:  __________________________________________________ 
 
Social Security # _________________________ Date of Death ___________________________________________ 
 
Street Address  ___________________________________________________________________________________ 
 
City, State, Zip ____________________________________________________________________________________ 
 
The original Contract is          ☐ Enclosed       ☐ Lost or Destroyed 

 

INCLUDE COPY OF THE DEATH CERTIFICATE WITH THIS FORM 
If part or all the benefit was designed for Funeral Expenses, a Funeral Home Assignment form must be sent with this form  

PERSON REPORTING DEATH 
 
Full Name ________________________________________________________________________________________ 

First    Middle    Last 
 
Relationship to Deceased  _________________________________________________________________________ 
 
Street Address   ___________________________________________________________________________________ 
 
City, State, Zip ____________________________________________________________________________________ 
 
Phone # ___________________________ Email _________________________________________________________ 
 

BENEFICIARY INFORMATION 
 
Beneficiary #1 
Full Name ________________________________________________________________________________________ 

First    Middle    Last 
 
Relationship to Deceased  _________________________________________________________________________ 
 
Street Address   ___________________________________________________________________________________ 
 
City, State, Zip ____________________________________________________________________________________ 
 
Phone # __________________________ email __________________________________________________________ 
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Beneficiary #2 
Full Name ________________________________________________________________________________________ 

First    Middle    Last 
 
Relationship to Deceased  _________________________________________________________________________ 
 
Street Address   ___________________________________________________________________________________ 
 
City, State, Zip ____________________________________________________________________________________ 
 
Phone # __________________________ email __________________________________________________________ 
 
 
Beneficiary #3 
Full Name ________________________________________________________________________________________ 

First    Middle    Last 
 
Relationship to Deceased  _________________________________________________________________________ 
 
Street Address   ___________________________________________________________________________________ 
 
City, State, Zip ____________________________________________________________________________________ 
 
Phone # __________________________ email __________________________________________________________ 
 
 
Beneficiary #4 
Full Name ________________________________________________________________________________________ 

First    Middle    Last 
 
Relationship to Deceased  _________________________________________________________________________ 
 
Street Address   ___________________________________________________________________________________ 
 
City, State, Zip ____________________________________________________________________________________ 
 
Phone # __________________________ email __________________________________________________________ 
 
 
Beneficiary #5 
Full Name ________________________________________________________________________________________ 

First    Middle    Last 
 
Relationship to Deceased  _________________________________________________________________________ 
 
Street Address   ___________________________________________________________________________________ 
 
City, State, Zip ____________________________________________________________________________________ 
 
Phone # __________________________ email __________________________________________________________ 
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