


EDUCATION INVESTMENT PLAN APPLICATION FORM    Continued

(PLEASE COMPLETE ALL SECTIONS IN CAPITAL LETTERS).

DECLARATION

Are there any additional facts affecting the risk of assurance on your life of which the company should be made aware? 

If yes, please give details

I,                                                                the Life assured, do hereby declare that all the 

foregoing answers are true, that I have not concealed nor ithheld anything with which the assurer should be acquainted with in 

order to assess my eligibility for assurance. I agree that these and all statements I have made or shall make to the assurer or to its 

medical examiner(s) in connection with this or previous proposal(s) shall be the basis of this contract.

I declare that I have not suffered from, undergone surgery nor been hospitalized for any specialized treatment for any life I declare that I have not suffered from, undergone surgery nor been hospitalized for any specialized treatment for any life 

threatening medical conditions e.g. heart problems, high blood pressure, diabetes, lung disease in, the two years preceding the 

commencement of this policy.

I, my spouse or partner, have never tested positive or received medical advice, counseling or treatment in connection with AIDS 

related conditions.

I irrevocably authorize and request any doctor or other person who may be in possession of, or hereafter acquire, any information I irrevocably authorize and request any doctor or other person who may be in possession of, or hereafter acquire, any information 

concerning my health up to the present time and to disclose such information to the assurer. I agree that this authority and 

request shall remain in force after my death as well as prior thereto.

It is agreed and expressly understood that should the death of the Life Assured occur directly or indirectly from and his/her 

engaging in or taking part in riot, strike, civil commotion, mutiny, insurrection, war (whether war be declared or not), or any act 

incidental thereto, the total amount payable under this policy shall be limited to the amount of premium paid.

Signature of person whose life is to be assured                                      Date Signature of person whose life is to be assured                                      Date 

Name of witness                                 Signature of witness

Address of witness                                     Date

Name of proposed insured                               The following financial disclosures are 

made for the purpose of establishing insurability in connection with the pending Life Assurance Application on my life. They are 

furnished as a true and accurate statement of my financial condition on                  and I agree that this shall 

form basis of the contract between the company and myself.

RESTRICTIONS, WAR AND KINDRED RISKS

CONFIDENTIAL FINANCIAL STATEMENT



EIP SUBSCRIPTION/WEALTHBEING STANDING INSTRUCTION 

(PLEASE COMPLETE ALL SECTIONS IN CAPITAL LETTERS). NOTE: ALL ITEMS MARKED WITH RED ASTERISK(*) ARE COMPULSORY 

Date (DD/MM/YYYY) 

□ EIP Subscription SI □ WealthBeing SI

Name of Customer* 

Mobile Number* 

Product Code * 

Account Number * 

Name & A/C No of Beneficiary 1 * 

Email Address (Please Fill in CAPITAL LET TERS) 

Duration of Standing Order (Tick as applicable) * 

� --�I Months �I _ __ I Years D Perpetual until terminator 

For El P Subscription Standing Instruction Only 

Land-line Number 

Policy Number 

Amount* 

Frequency of Order * 

□ Monthly D Quaterly D Yearly 

Due Date (DD/MM/YYYY) 

Is Insurance Required? Customer's Account To Debit If Not The Same As Above 
For Bank Use Only 

D Yes □ No 

Premium Due Date (DD/MM/YYYY) 

Frequency of Order □ Monthly D Quaterly 

Product Code * 

Policy Number * 

Insurance Benericiary A/C Nos 

1. 

2. 
:========

□ 

� - - -� □ 

Customer's Signature* 

D Yearly 

VERIFICATION 

Originating SOL 

FP Code 

Documentation Complete 

D Yes □ No 

Scanned by 

Signature 

Authorised by 

Signature 
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