
 
                      

                                                               
                        
 
 
                                  
 

1. (a) NAME OF ORGANISATION :  

(b)  ADDRESS:   

                                                                 Tel:     Mobile: 

                                         Fax:                                 E-mail:     Website:                                                                                                                                              

 
2.    NATURE OF BUSINESS:                                                                              

  
3. DESCRIPTION OF OCCUPATIONS & NUMBER OF EMPLOYEES IN EACH OF THE CATEGORIES :  

               Occupation                                    No.                                                      Occupation                       No._____ 
       (a) __________________              __________                                       (e) _______________       ___________ 
       (b) __________________              __________                                       (f) _______________        ___________ 
       (c) __________________              __________                                       (g)  _______________       ___________ 
       (d) __________________              __________         (h) _______________        ___________  

 
4. PROPOSED EFFECTIVE DATE OF GROUP PLAN :                                      5. MAX. AGE LIMIT:  

 

6. EMPLOYEES TO BE COVERED (Tick ‘’ Below) : 

( ) All full - time and permanent salaried employees. 
( ) All full - time and permanent employees with more than three months service. 
( )  
 

NOTE : TEMPORARY OR PART – TIME EMPLOYEES OR THOSE ON RETAINER BASIS SHOULD NOT BE INCLUDED :

  

 
7. PREMIUM PAYABLE :                                                                                  

 (Tick  ‘’)                                  Annual  Semi-Annual      Quarterly              Monthly 

 

8. EMPLOYER’S CONTRIBUTION TOWARDS PREMIUM – (Tick ‘’) 

    
              100%                                                               50%                                                                            % 

   (IN CONTRIBUTORY PLANS A MINIMUM PARTICIPATION OF 75% TO 100% IS REQUIRED DEPENDING UPON SIZE OF GROUP) 

9. DESCRIPTION OF BASIS FOR AMOUNT OF INSURANCE (Yearly Renewable Term Insurance). DO YOU APPROVE   

 THE STANDARD BASIS : ____________ IF NOT WRITE THE BASIS DESIRED. 

   

                               STANDARD BASIS                                                                                      BASIS DESIRED 

 Number of            Minimum                                                                                                                      No. of 

 Employees            Sum Assured            Description                   Amount of Insurance              Empl 

 15 to 24            Rs. 60,000       (a)     ______________         ______________________        ________ 

 25 to 49            Rs. 50,000       (b)     ______________         ______________________        ________ 

      50 to 99            Rs. 40,000       (c)     ______________         ______________________        ________  

    100 to 199            Rs. 30,000       (d)     ______________         ______________________        ________ 

    200 to more           Rs. 20,000       (e)     ______________         ______________________        ________ 

                           (f)      ______________         ______________________        ________ 

                                                                                                 (g)     ______________         ______________________        ________ 

10.   SUPPLEMENTARY/RIDER COVERAGE (s) DESIRED (Tick ’’)  

   
                 Accidental Death Only (AD)                Permanent Total Disability (PTD)         Permanent Partial Disability (PPD)           Critical Illness (CI)  
                                                                                                                                
                  Group Personal Accident (GPA)        Comprehensive Major Medical (CMM)         Other (Specify, if any) …………………………………..…       
 

11.  HAVE YOU ATTACHED COMPLETE LIST OF EMPLOYEES SHOWING DATES OF BIRTH, AMOUNTS OF INSURANCE, 
        SALARY/STATUS AND DATES OF EMPLOYMENT? IF NOT EXPLAIN IN REMARKS SECTION. 

 
12. BENEFICIARY:      Individual                                                        Employer 

 
13.  NAME AND CODE NO. OF AGENTS: 

 

14.   REMARKS:  

  

  COMPLETED BY:                                               

  DESIGNATION:                                                                 

 DATE:  

 COMPANY SEAL: 

 
                                   SIGNATURE OF EMPLOYER  
 

 

REQUEST FOR PROPOSAL AND 

RATES ON GROUP INSURANCE (RFP) American Life Insurance Company 
(Incorporated in USA, Nepal Regn. No. 6/062/063) 
Narayani Complex, Pulchowk 
G.P.O Box: 11590, Kathmandu, Nepal 
Tel: (977-1) 5555166, Fax: (977-1) 5555173 
E-Mail: service-nepal@metlife.com.np 



 

                                                                                                                                
                                      
                                                      

                           
                                                                                  

 
 !_    -s_ ;+:yfsf] gfd M  

 -v_ 7]ufgf M 

                                           6]lnkmf]g g+= M–    df]afO{n g+= M– 

                        km\ofS; M–                 O{–d]n M–     j]a ;fO{8 M– 

 @_      Joj;fosf] k|s[lt :                

 

 #_       k|To]s ;d"x÷ju{ sf sd{rf/Lx?sf] ;+Vof tyf d'Vo sfdsf] ljj/0f M  
        d'Vo sfd                                        ;+Vof                                              d'Vo sfd                      ;+Vof         
       -s_ __________________              __________                                      -ª_ _______________       ___________ 

       -v_ __________________              __________                                      -r_ _______________       ___________ 

       -u_ __________________              __________                                      -5_ _______________       ___________ 

       -3_ __________________              __________                     -h_ _______________       ___________  

 

 $_      ;fd'lxs aLdf of]hgf k|f/Dex'g] ldlt :                                                %_ pd]/sf] clwstd xb : 

 

 ^_       aLdfsf nflu k|:tfljt sd{rf/Lx? - tn  lrGx nufpg'xf]nf _  
 - _ ;a} :yfoL tyf k"0f{ sflns tnaL sd{rf/Lx? 
 - _ tLg dlxgf eGbf a9L ;]jf u/]sf] ;a} :yfoL tyf k"0f{ sflns tnaL sd{rf/Lx?  
 - _ 
  gf]6 M cf+lzs ;do sfd ug]{ tyf c:yfoL jf s/f/ ;]jfsf sd{rf/LnfO{ ;dfj]z gug{'xf]nf .

 
 

 

 &_       aLdfz'Ns e'QmfgLsf] tl/sf :                                                                                  
 - lrGx nufpg'xf]nf _                             jflif{s                       cw{–jflif{s              q}dfl;s          dfl;s 

 

 *_      aLdfz'Nsdf /f]huf/bftfn] ug]{ of]ubfg - s[kof   lrGx nufpg'xf]nf _      
    

             !))∞                                                           %)∞                                          ∞ 

   - of]ubfg ug{'kg]{ aLdf of]hgfdf ;d"x÷ju{sf] cfsf/ cg';f/ &%%  b]lv !)) % ;Ddsf] Go"gtd ;xefuLtf cfjZos 5 ._ 
(_   aLdf+ssf] cfwf/sf] lj:t[t ljj/0f -jflif{s gjLs/0f ug{'kg{] cfjlws aLdf_ . ;fdfGo cfwf/ (Standard Basis) df tkfO{ ;xdtL 
  JoQm ug{'x'G5 <  _________ , xf]Og eg] OR5fPsf] cfwf/ pNn]v ug{'xf];\ . 

   ;fdfGo cfwf/                                                                OR5fPsf] cfwf/ 

      sd{rf/Lsf]      Go'gtd                                                                                                                            sd{rf/L 
      ;+Vof       aLdf+s                                   ljj/0f                    aLdf+s                          ;+Vof 
       !% b]lv @$  ? ^),)))                     -s_     ______________         ______________________           ________ 

        @% b]lv $(   ? %),)))                    -v_     ______________         ______________________           ________ 

       %) b]lv ((  ? $),)))                     -u_     ______________         ______________________           ________  

       !)) b]lv !((  ? #),)))                     -3_     ______________         ______________________           ________ 

        @)) b]lv dfyL  ? @),)))                     -ª_     ______________         ______________________           ________ 

                               -r_      ______________         ______________________          ________ 

                                                                                                       -5_     ______________         ______________________           ________ 

 !)_ OR5fPsf]  cltl/Qm s/f/-x?_ - lrGx nufpg'xf]nf _
  

 

                b'3{6gf d[To'  (AD)                                   :yfoL k"0f{ c;Qmtf  (PTD)               :yfoL cf+lzs c;Qmtf  (PPD)           3fts ladf/L (CI) 

                ;fd'lxs Joltmut b'3{6gf (GPA)           k|d'v cf}ifwf]krf/ lj:t[t ladf (CMM)          cGo -obL eP v'nfpg'xf];\_============================== 
                           

 !!_  tkfO{n] sd{rf/Lx?sf] hGdldlt, aLdf+s, tna tyf hflu/ z'? u/]sf] ldlt ;DaGwL lj:t[t ;"rL ;+nUg ug{' ePsf] 5 < 5}g eg] s}lkmotdf 
ljj/0f lbg'xf]; . 

  

 !@_  OR5fPsf] JolQm M     JolQm                                                      ;+:yf 
 

 !#_  clestf{-x?_ sf] gfd tyf sf]8 g+=: 
 

 !$_   s}lkmot :    

  kmf/d eg]{ Joltmsf] gfdM                                  

 kbM                      

  ldltM 

 /f]huf/bftf ;+:yfsf] 5fkM         /f]huf/bftfsf] x:tfIf/   

;fd'lxs aLdf / aLdfz'Ns b/ k|:tfj sf] nfuL 
cg'/f]w kq American Life Insurance Company 

(Incorporated in USA, Nepal Regn. No. 6/062/063) 
Narayani Complex, Pulchowk 
G.P.O Box: 11590, Kathmandu, Nepal 
Tel: (977-1) 5555166, Fax: (977-1) 5555173 

E-Mail: service-nepal@metlife.com.np 


