Arizona District Council of the Assemblies of God    2601 E. Thomas Road, Suite 210    Phoenix, AZ  85016    602.343.4000
DEATH BENEFIT ASSOCIATION

(Application Form)

FAMILY NAME:  _____________________________________________________________________________________________

Street Address __________________________________________________________ P.O. Box: __________________________

City: _______________________________________________ State: ______________________ Zip Code: __________________

 Initial Application
 Surviving Spouse Application


___________________________________________________________________
          _________________________

 SIGNATURE    (Credential Holder )    (Surviving Spouse of Credential Holder )
 
               DATE         Updated 08/18/2015
(This section is to be completed if this is a first time or re-application for membership in DBA)





FAMILY MEMBERS NAMES										   DATE OF BIRTH





	Credential Holder:		__________________________________________________________	_________________


	Spouse: 			__________________________________________________________	_________________


	Children (under age 18) 	__________________________________________________________	_________________


				__________________________________________________________	_________________


				__________________________________________________________	_________________


				__________________________________________________________	_________________





ENROLLMENT FEE:


	$  10.00 – Per family unit if application is received within 45 days of becoming a member of this district.


	$100.00 – Per family unit after 45 days





(This section is to be completed if this application is for a surviving spouse of a DBA member.)





FAMILY MEMBERS NAMES										   DATE OF BIRTH





	Surviving Spouse: 		__________________________________________________________	_________________


	Children (under age 18)	__________________________________________________________	_________________


				__________________________________________________________	_________________


				__________________________________________________________	_________________


				__________________________________________________________	_________________





BENEFICIARY INFORMATION 





   Name of Beneficiary: _____________________________________________________________________________________________


   Street Address: ______________________________________________________________ P.O. Box: ___________________________


   City: ________________________________________________ State: _____________________ Zip Code: _______________________


   Phone Number: _________ _________ _____________________	Office: _________ _________ ______________________


  


The enrollment fee is waived for surviving spouse membership.





TO BE COMPLETED BY OFFICE:





Approved


Not Approved


Copy Sent to Applicant


Enrollment Date ______________


Amount Received _____________





 THIS SECTION IS TO BE COMPLETED ONLY IF BENEFITS ARE TO BE


 PAID TO A PERSON / FIRM / RELATIVE / EXECUTOR OF THE ESTATE


 OR MORTUARY, ETC., OTHER THAN THE SURVIVING FAMILY MEMBER.





Name of Person or Firm: _________________________________________


Street Address: ________________________________________________


City: _________________________ State: _________ Zip Code:_________





   TO BE COMPLETED BY OFFICE:


 Approved


 Not Approved


 Copy Sent to Applicant


Enrollment Date__________________


Amount Received_________________








