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DIRECTORS’ FUNDING SOURCE 
Request for Funding 

 
Date Requested  _____________________ Funeral Home Contact ______________________________ 

 

Funeral Home _________________________________________________________________________ 

 

Name of Deceased _____________________________ SSN of Deceased ______________________ 

 

Last address of deceased ________________________________________________________________ 

 

Date of Birth _________________________ Date of Death: ______________________________ 

Cause of death:   Natural   ����   Accident   ����    Suicide  ����    Homicide  ����    Pending 

 

Group    Yes  �    No  �     If Yes, Provide the name and phone number of the company contact 

_____________________________________________________________________________________

Name and security number of Employee_____________________________________________ 

Other Information or Comments __________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

      Assignment Amount      ______________  ACH   ����    Wire    ����   Cashiers Check   ����  

 

Insurance Company/ Contact Name and Phone number, if available                         Policy # 

______________________________________________________________         ______________ 
 

Beneficiary’s Name                         SSN                              Phone                         Amount  Assigned 

__________________     ____________       ______________          ______________ 

 

Insurance Company/ Contact Name and Phone number, if available                         Policy # 

______________________________________________________________         ______________ 
 

Beneficiary’s Name                         SSN                              Phone                         Amount  Assigned 

__________________     ____________       ______________          ______________ 

Insurance Company/ Contact Name and Phone number, if available                         Policy # 

______________________________________________________________         ______________ 
 

Beneficiary’s Name                         SSN                              Phone                         Amount  Assigned 

__________________     ____________       ______________          ______________ 


