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GROUP LIFE AND HEALTH APPLICATION FORM

Applicant's Name (Mr.,Mrs.,Miss)
(Surname first) PRINT in Capital
Letters

DOB

Marital Status

Applicant's

Residence (S,\j))( (SFe)x |:| S I:, M |:| w I:, D

Beneficiary(ies) Country of
Residence

Name(s) of
Beneficiary(ies)

Relationship of Beneficiary(ies)
Address to Applicant

| wish to ensure eligible dependants
If 'yes', please provide details below. I:’ YES D NO

LIST OF DEPENDENTS TO BE COVERED

Relationship Date of Birth Effective date of cover

Employer/Association Applicant's Occ:upat|on or
Profession

How Payable? I:’ Hourly I:l Weekly I:’ Monthly I:l Annually

Date Employed or Date Joined

Association (Mth. Day Yr) Earnings

| hereby apply for the Registration as a Member of the Group Plan of the above Establishment and authorise the deductions of th e contributions required to be paid by me, if any, in accordance with
the terms and conditions of the Plan. | nominate the person(s) named above as beneficiary(ies) to receive any amount(s) which may be payable in the event of my death. | am familiar with the terms
and conditions of the Plan and agree to be bound thereby.

Signed Date
Witness

(1) Date
Witness

(2) Date

OFFICIAL USE ONLY

Policy No. (LIFE) Certificate No. Policy No. (HEALTH) Certificate No.

Effective Date of Insurance Amt. of AD & D Insurance Amt. of Life Insurance

Rate Effective Date Date Enrolled (Mth. Day Yr) Date Last Medical (Mth. Day Yr)

™ Trademark of the Insurance Corporation of Barbados Limited
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