
S OUT HE R N P IONE E R  LIF E  INS UR ANC E  C OMP ANY  

T E LE P HONE  1-800-482-9260 
======================================================================

====
C R E DIT  LIF E  INS UR ANC E  – DE AT H C LAIM F OR M

Instructions : (1) P art 1 is to be completed by  the F inancial  Institution (C reditor).
(2) P art 2 is to be completed by the R epresentative of  the  E state.
(3) R eturn the  form, completed  in its  entirety,  to the address  above.
(4) AT T AC H A  C E R T IF IE D DE AT H  C E R T IF IC AT E .

======================================================================

P AR T  1:  C R E DIT OR : F inancial Institution of the Loan: C omplete  T his  S ection.
Customer Name: Certificate Number: Loan Number: Effective Date: Loan APR: Term of Insurance:

(1) Attach each of the following to this form: a copy of the Application for Insurance; a copy of the 
Certi�cate of Insurance; a copy of the Truth in Lending Disclosure for this loan; a copy of this loan’s 
history for the one-year period prior to and up to the date of death; and the interest per diem on this 
loan as of the date of death.

(2) Please reference the Application for Insurance and/or the Certificate of Insurance.  Determine 
which type of credit life insurance was  purchased for this  loan (Net,  G ross ,  OR  R evolving  
Open-E nd).   Then, please complete the corresponding section below.

 NE T  P AY OF F : R E V OLV ING  OP E N-E ND:
Original amount of insurance: $___________________ Outstanding Balance Due at Date of Death:
Interest Per Diem at date of death: $___________________ $______________________________
Total $ Amount of Payments Made   (Include Principal and Earned Interest)
After Date of Death: $___________________

(1)  Unpaid  B alance  at Date of  Death: $___________________
-P LUS -

(2)  E arned Interest at  Date of Death: (+)  $__________________
-E QUALS -

(3)  Amount Due to  F irs t B eneficiary:  (=) $__________________

G R OS S  P AY OF F :
(1) Original amount of insurance:

$______________________________
(2) Amount of decrease in coverage (please complete the following formulas) :

(a) $____________________ ÷   �_______________ =$ __________________;
    (Original amount of insurance)          (Term of Insurance)                 (Monthly Benefit)

(b) $_____________________ x   ______________________=                (-) $______________________________

        (Monthly Benefit)                   (# of months insurance was             (Amount of Decrease)
   in effect at Date of Death)

(3) Amount of Insurance Coverage at Date of Death (Line 1 Minus Amount of Decrease): 
$______________________________

(4) Amount of Insurance Payable to Creditor:
$______________________________

(5) Balance Payable to Second Beneficiary (Estate):
$______________________________

C

S

SOUTHERN PIONEER LIFE INSURANCE COMPANY 
PO BOX 64270, ST. PAUL, MN 55164-0270  

 PHONE 1-800-482-9260  FAX 1-800-604-7819 

(*Please list the address to which potential credit insurance benefi ts should be mailed.)

CREDITOR NAME:_________________________________________________________________

STREET:____________________________________CITY:__________________STATE: _______

ZIP:______________

I represent the above referenced creditor, and hereby certify that the above information is complete and true.

YOUR SIGNATURE:_______________________________________DATE:___________________

Print Your Name:___________________Title:__________________ Telephone:____________

SPL-LCF 342a (10-06)                                                   SP1 




