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With you for life
APP. NO..........
Please
] ] ] R ] mgg’:ﬁ&% Affix 2 Passport
An insurance agent who assists an applicant to complete an application or proposal form for insurance shall Photograph
be deemed to have done so as the agent of the applicant.
m [T
This proposal should be completed in proposer’s Handwriting in BLOCK LETTERS. | | | | |
PLEASE ANSWER EACH QUESTION FULLY. Proposal No
SURNAME OTHER NAMES MAIDEN NAMES (if married)
RESIDENTIAL ADDRESS
EMPLOYER'S NAME OFFICE ADDRESS
POSTAL ADDRESS MARRIED ] SINGLE ] WIDOW(ER)[]
Valid Means of I.D.(e.g Drivers License National I. D Card Int. Passport or Voters Card) Please attach a copy
PRECISE OCCUPATION (PLEASE GIVE FULL DETAILS), SOURCE OF FINANCE/INCOME
AGE NEXTBIRTHDAY [T [T T TTTTTT] YEARS [T 1] DATEOFBIRTH [ [T TTTTTTT]
TELLIT T TTTTTTTT] gsm: LT TTTTTTTT) eMAalL [TTTTTTTTTTITTITTTITITITIETT
PROPOSED SUM ASSURED Class of Assurance with profits
DURATION OF ASSURANCE YEARS, COMMENCEMENT DATE OF ASSURANCE
IS THE PREMIUM TO BE PAID YEARLY, HALF-YEARLY, QUARTERLY OR MONTHLY.
BENEFICIARY (PRINT) INCLUDE ADDRESS IF NOT SAME AS 1 ABOVE,
SURNAME OTHER NAMES MAIDEN NAMES (if married)
RESIDENTIAL ADDRESS
TELLCLITTTTTITTTIT] AGE RELATIONSHIP EMAIL CT T T T T T T I T T T T I TITITIT]
Primary. CONTINGENT

Except as otherwise directed: (A) the proceeds are to be divided equally among all persons who are named as primary beneficiary and who
survive the insured. But if none survive, the proceed are to be shared equally among all persons who are named as contingent beneficiary

and who survive the insured and (B) the right to change the beneficiary is reserved.

DO YOU DESIRE ANY ADDITIONAL BENEFIT?

Double IndemnityD Disability Waiver of Premium|:| Family Income Benefit |:| (What percentage?) m Tick appropriate one
ARE THERE ANY CIRCUMSTANCES, Particularly Occupational which involve an additional risk of death by accident?
FOR AIIP ONLY

A. REGULAR PREMIUM B. Premium payable C. Guaranteed Death Benefit
Annually_]  Semi - Annually[_]  Monthly []
DECLARATION

I, the undersigned, whose life is proposed for assurance, do hereby declare that the statements in this proposal are true and complete and hereby consent to the
Company seeking any information it deems necessary from any hospital, clinic or doctor who has at any time attended to me seeking information from my
bankers and employers and from any insurance to which a proposal for the assurance of my life has been made and | authorize the giving of such information.

| further agree that this proposal and Declaration and the statements made above or to the Medical Examiner acting for the Company shall be the basis of the
proposed contract between the Company and myself, that if anything contrary to the truth be stated or if any information which ought to be made known to the
Company with reference to the Proposed Assurance to be withheld or, concealed and policy which may be granted in pursuance of this proposal Shall be null
and void.

FOR OFFICIAL USE ONLY (CUSTOMER DUE DILIGENCE) PROPOSER SIGN:
AGENT NAME; AGENT CODE; AGENCY
SENIOR MANAGEMENT REMARK:  APPROVED:[] UNAPPROVED [J SIGN & DATE

NAME: AGENCY MANAGER SIGN & DATE







