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Kansas City Life Insurance Company
P.O. Box 219282, Kansas City, MO 64121-9282
800-821-6164, ext. 6080 • Fax: 816-753-1198

kclclaims@kclife.com

Notice of Claim

Date:                                      , 20             

1. Group policy number 2. Certificate number 3. Amount of coverage 4. Class

5. Insured employee and address

6. Date of birth and Social Security No. (if known) 7. Any other Kansas City Life policies (if known)

8. If claim is on dependent, show name 9. Dependent date of birth and Social Security No. (if known)

    Notice of: 

    Death

Date last worked                                                                                            , 20                                                                                            
Date of death                                                                                                 , 20                                                                                        
Cause (if known)                                                                                                                            
Name and relationship of beneficiary                                                                                             
Address and phone number of beneficiary
                                                                                                                                                      

    
    Waiver of premium

Date last worked                                                                                            , 20                                                                                            
Date total disability started                                                                            , 20                                                                                              
Cause (if known)                                                                                                                            
Name and address of employer 
                                                                                                                                                      

   
    Dismemberment

Date injury occurred                                                                                      , 20                                                                                          
Cause (if known)                                                                                                                            
Location of injury (if known)
                                                                                                                                                      

This is not a claim form. Claim forms will be forwarded to the group.

Contact name:                                                                                                                                                                                       
For:                                                                                                                                                                                                      
	 Name of Group policyowner (employer, association or union)

Address:                                                                                                                                                                                              
Phone:                                                                                            Email:                                                                                                      
Signed:                                                                                                                                                                                                
Date:                                                                                                                                                                                                   
Comments:                                                                                                                                                                                         
                                                                                                                                                                                                            
                                                                                                                                                                                                            
                                                                                                                                                                                                            


