
      Group Life Form
AMERICAN NATIONAL LIFE  INSURANCE COMPANY OF TEXAS 

Please send the completed form and certified death certificate to the above address.    

1. Employer     _______________________________________________________________ 

2. Group Certificate Number _______________________________________________________________ 

3. Deceased Information

(a) Name _______________________________________________________________ 

(b) Address _______________________________________________________________ 

(c) Date of Birth _______________________________________________________________ 

4. Claimant/Beneficiary Information

(a) Name _______________________________________________________________ 

(b) Sex  Male   Female      Date of Birth   ____________________________________________ 

(c) Street Address _______________________________________________________________ 

_______________________________________________________________ 

(d) Mailing Address (if different than street address)

_______________________________________________________________ 

_______________________________________________________________ 

(e) Telephone Number _______________________________________________________________ 

(f) Email Address _______________________________________________________________ 

(h) Relationship to Deceased _______________________________________________________________ 

5. Has the benefit been assigned to a Mortuary, Funeral Home or Cemetery?     Yes  No  

If yes, attach assignment.  

Authorization:  I certify that the above statements by me are complete, true, and correctly recorded.  I hereby authorize any hospital, 

physician or any other institution or person who has attended or examined the decedent to disclose to the American National  Life 

Insurance Company of Texas all information acquired by reason of, and records pertaining to, such hospitalization, examination and 

attendance.  I agree that a photocopy of this authorization shall be as valid as the original.  I agree that this authorization shall be valid 

for the duration of my claim. 

 

 

Mail Processing Center,     P.O. Box 10546,    Springfield, MO  65808-0546       Toll-free (800) 899-6520   Fax (866) 490-3164 

Signature ___________________________________________  Date  _________________________________

FAILURE TO  COMPLETE THIS  AUTHORIZATION WILL  REQUIRE THE FORM TO BE RETURNED  TO  YOU  FOR  COMPLETION.

3000/HBACC
ANL-CF-GL (rev. 11/2023)



FRAUD WARNING NOTICES 

For your protection, certain states requires the following to be attached to this form. 

ALASKA:   Any person who knowingly and with intent to injure, defraud, or deceive an insurance company files a claim containing 

false, incomplete, or misleading information may be prosecuted under the state law. 

ARIZONA:   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 

ARKANSAS:   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. 

CALIFORNIA: For your protection California law requires the following to be attached to this form: Any person who knowingly 

presents a false or fraudulent claim for the payment of a loss is guilty of a crime and maybe subject to fines and confinement in state 

prison. 

COLORADO:    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. 

DELAWARE:   Any person who knowingly and with intent to injure, defraud or deceive any insurer, files a statement of claim 

containing any false, incomplete or misleading information is guilty of a felony. 

DISTRICT OF COLUMBIA:   WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of 

defrauding the insurer or any other person.  Penalties include imprisonment and/or fines.  In addition, an insurer may deny insurance 

benefits, if false information materially related to a claim was provided by the applicant. 

FLORIDA:   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.   

IDAHO:   Any person who knowingly and with intent to defraud or deceive any insurance company, files a statement of claim 

containing any false, incomplete, or misleading information is guilty of a felony. 

INDIANA: Any person who knowingly and with intent to defraud an insurer files a statement of claim containing any false, 

incomplete, or misleading information commits a felony.   

KENTUCKY: Any person who knowingly and with intent to defraud any insurance company or other person files a statement or 

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.  

LOUISIANA: Any person who knowingly presents a false or fraudulent claim for payment or 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. 

MAINE: 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. 

MARYLAND: Any person who knowingly presents a false or fraudulent claim for payment or 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. 

MINNESOTA: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of a crime. 

NEW HAMPSHIRE: 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 in RSA 638:20. 

NEW JERSEY: Any person who knowingly files a statement of claim containing any false or misleading information is subject to 

criminal and civil penalties. 



NEW MEXICO: 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 civil fines and criminal penalties.  

NEW YORK: Any person who knowingly and with intent to defraud any insurance company or other person files a statement or 

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 shall also be subject to a civil penalty not to exceed five thousand 

dollars ($5,000.00) and the stated value of the claim for each such violation. 

OHIO: Any person who, with intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or 

files a claim containing a false or deceptive statement is guilty of insurance fraud.  

OKLAHOMA: Any person who knowingly and with intent to injure, defraud or deceive any insurer, makes any claim for the 

proceeds of an insurance policy containing any false, incomplete or misleading information is guilty of a felony.   

PENNSYLVANIA: Any person who knowingly and with intent to defraud an insurance company or other person files an application 

for insurance or statement of claim containing any materially false or deceptive 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.  

TENNESSEE: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the 

purpose of defrauding the company.  Penalties include imprisonment, fines and denial of insurance benefits.   

TEXAS: 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. 

VIRGINIA: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose 

of defrauding the company.  Penalties include imprisonment, fines and denial of insurance benefits.  

WASHINGTON: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the 

purpose of defrauding the company.  Penalties include imprisonment, fines and denial of insurance benefits.  

WEST VIRGINIA: 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. 

ALL OTHER STATES: Any person who knowingly and with intent to defraud an insurance company or other persons, 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, subject to criminal prosecution and/or civil penalties. 
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