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CERT. NO.                                              ENROLLMENT CARD FOR GROUP INSURANCE        POLICY NO.                                                                                                                                                                                    

Sex                Date of Birth 

 

             LAST NAME OF APPLICANT                                FIRST NAME (in full)                    MIDDLE INITIAL                              

   
HOME ADDRESS                                                 

                                   
                                           
                 NO. AND STREET                                                           CITY                                                         DIST 

EMPLOYER :                                                                                                                                                           Date Employed 

DESIGNATION :_______________________GRADE_______________ BASIC SALARY Rs.________________  PER_________       Mo.       Day     Year 

 
 
 
 
                  NAME  OF BENEFICIARY                    AGE (Yr)           RELATIONSHIP                                                     ADDRESS 

 I hereby (1) enroll for group insurance, and (2) certify that the beneficiary designation is true and correct. 
 

 Initial Deduction Rs.  ___________________                                                               Payroll or identification No. ____________________ 
 
 

   
Date Signed:  ___________________                                                            __________________________________________ 
                                                                                                                                                                    Signature of Employee 
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