
PROOF OF DEATH (Group Life Insurance)
In furnishing this form, Trustmark Insurance Company does not waive any of its rights or defenses nor admit liability.

To the Participating Employer: We are anxious to process this claim as promptly as possible. You can help by being sure 
that the statements below are properly completed. Please return this form to the address above along with a certified copy 
of the death certificate and the deceased employee’s enrollment card, if you maintain these records for your plan.

PARTICIPATING EMPLOYER’S STATEMENT

1. Name of Employee   (First Name)  (Middle Initial)    (Last Name)    Date of Birth

2.  Home Address  (Street)    (City)      (State)   (Zip Code)

3.  Social Security Number    Job Title   Amount of Insurance         Annual Salary
        $     $

4. Date first entered our employ Date last worked prior to death     Reason for stopping work

5. Status of employee at date of death   Date of Death              Name of Employer
 r Active   r Retired   r Premium waiver claim for
     Disability filed

6. Employer Group Number   7. Administrator’s Signature      Title    Date

 If claim is for Dependent Life Benefits, please complete the following:

8. Full name of Dependent   r Child      Social Security Number  Amount of Insurance   Date of Death
     r Spouse       $

BENEFICIARY’S STATEMENT

 Beneficiary  Relationship to  Age  Date of  Address of Beneficiary
 Name of Beneficiary  Soc. Sec. No.  Insured   Birth  Street    City or Town    State     Zip Code

In New York we are required to tell you that: any person who knowingly and with intent to defraud any insurance 
company or other person files an application for insurance or statement of claim containing materially false 
information, or conceals for the purpose of misleading, information concerning any fact material thereto, commits 
a fraudulent insurance act, which is a crime, and shall also be subject to a civil penalty not to exceed five thousand 
dollars and the stated value of the claim for each such violation.
All other fraud notifications are on the reverse side of this form.

Dated   20
        Signature of Beneficiary(s)

Dated   20
        Signature of Beneficiary(s)

Dated   20
        Signature of Beneficiary(s)
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Send completed form to:  P.O. Box 7948
  Lake Forest, IL  60045
  1-800-307-3929
  Fax: 847-615-3866



Fraud Statement for Alaska Residents
A person who knowingly and with intent to injure, defraud or deceive an insurance company, files a claim containing false, incomplete or mis-
leading information may be prosecuted under state law.

Fraud Statement for Arizona Residents 
For your protection Arizona law requires the following statement to appear on this form.  Any 
person who knowingly presents a false or fraudulent claim for payment of a loss is subject to 
criminal and civil penalties.
Fraud Statement for California Residents 
For your protection, California law requires the following to appear: Any person who knowingly presents a false or fraudulent claim 
for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.  

Fraud Statement for Colorado Residents:  It is unlawful to knowingly provide false, incomplete, or misleading facts or information to 
an insurance company for the purpose of defrauding or attempting to defraud the company.  Penalties may include imprisonment, 
fines, denial of insurance, and civil damages. Any insurance company or agent of an insurance company who knowingly provides 
false, incomplete, or misleading facts or information to a policyholder or claimant for the purpose of defrauding or attempting to 
defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds shall be reported to the 
Colorado Division of Insurance within the Department of Regulatory Agencies.  

Fraud Statement for Florida Residents 
Any person who knowingly and with intent to injure, defraud or deceive any insurer, files a statement of claim or an application containing any 
false, incomplete or misleading information is guilty of a felony of the third degree.

Fraud Statement for Kansas, Oregon, and Vermont Residents
Any person who knowingly, and with the intent to injure, defraud, or deceive an insurance company, files a statement of claim containing any 
false, incomplete, or misleading information may be guilty of insurance fraud, which may be a crime.

Fraud Statement for Kentucky Residents A person who knowingly and with intent to defraud any insurance company or other person files 
a statement of claim containing any materially false information or conceals, for the purpose of misleading, information concerning any fact 
material thereto commits a fraudulent insurance act, which is a crime.

Fraud Statement for Arkansas, Louisiana, Texas, and West Virginia Residents 
Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false information in an 
application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Fraud Statement for Maryland Residents:  Any person who knowingly and willfully presents a false or fraudulent claim for payment 
of a loss or benefit or who knowingly and willfully presents false information in an application for insurance is guilty of a crime and 
may be subject to fines and confinement in prison.

Fraud Statement for Minnesota Residents A person who files a claim with intent to defraud or helps commit a fraud against an insurer is 
guilty of a crime.

Fraud Statement for District of Columbia, Maine, Tennessee and Virginia Residents:   WARNING:  IT IS A CRIME TO KNOWINGLY 
PROVIDE FALSE, INCOMPLETE OR MISLEADING INFORMATION TO AN INSURANCE COMPANY FOR THE PURPOSE OF  
DEFRAUDING THE COMPANY.  PENALTIES MAY INCLUDE IMPRISONMENT, FINES OR A DENIAL OF INSURANCE BENEFITS.

Fraud Statement for New Hampshire Residents
Any person who, with a purpose to injure, defraud or deceive any insurance company, files a statement of claim containing any false,  
incomplete, or misleading information is subject to prosecution and punishment for insurance fraud, as provided under RSA 638:20.

Fraud Statement for New Mexico and Pennsylvania Residents
ANY PERSON WHO KNOWINGLY AND WITH INTENT TO DEFRAUD ANY INSURANCE COMPANY OR OTHER PERSON FILES ANY 
APPLICATION FOR INSURANCE OR STATEMENT OF CLAIM CONTAINING ANY MATERIALLY FALSE INFORMATION OR CONCEALS 
FOR THE PURPOSE OF MISLEADING, INFORMATION CONCERNING ANY FACT MATERIAL THERETO COMMITS A FRAUDULENT 
INSURANCE ACT, WHICH IS A CRIME AND SUBJECTS SUCH PERSON TO CRIMINAL AND CIVIL PENALTIES.

Fraud Statement for New Jersey Residents
Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and civil penalties.

Fraud Warning for Delaware, Idaho, Indiana, Ohio, and Oklahoma As Well as for the Residents of All States Not Specifically Listed
WARNING:  Any person who knowingly, and with the intent to injure, defraud, or deceive an insurance company, 
files a statement of claim containing any false, incomplete, or misleading information may be guilty of insurance 
fraud, which is a felony.  
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