
I authorise any licensed physician, medical practitioner, hospital, clinic, medically related facility, insurance company, medical information 
bureau and any other organization, institution, or person that has any records or knowledge of my health, to release any such information to Sagicor 
Life Inc ("Sagicor") and its Reinsurers.

Name of Association/Board/Company/Council/Entity: Occupation: Male Female Mr. Mrs. Ms. 

Last Name First Name  Middle Name 

Address: 

Telephone No: (xxx)-(xxx)-(xxxx) 
Home: 

Work: 

Cell: 

E-mail Address:
Date of Birth: 

 Day   I  Month I  Year 

Marital Status: 
Single Divorced 

Married Maiden Name 

Separated Widow(er) Common Law 

Do you wish to cover 
your dependants?

Yes No 

No. of dependants including spouse:

DEPENDANTS TO BE INSURED 
1 = Spouse 2 = Common Law Spouse 3 = Son 4 = Daughter 5 = Stepson 6 = Stepdaughter 

Name Date of Birth Relationship Address 

Day I Month I  Year 

Day I Month I  Year 

Day I Month I  Year 

Day I Month I   Year 

PLAN PARTICULARS 
Under Age 65 Please tick 1, 2 , 3, 4OR 5 Life AD&D C.I.

Level 1 package   100,000   100,000 50,000

Level 2 package 150,000 150,000 75,000

Level 3 package 250,000 250,000  100,000

Age 65 -75 Please tick 1, 2 , 3,4 OR 5

Level 1 package  50,000  50,000  25,000

Level 2 package  75,000  75,000 37,500

Level 3 package 125,000  125,000 50,000

BENEFICIARY DESIGNATION 

Name of Beneficiary Relationship to Employee 
National ID# / Driver's License 
/ Passport No. 

Date of Birth: % (100) 

BENEFICIARY - Complete the section below. You will be the beneficiary for your spouse and child(ren) unless you specify otherwise. 

Name of Dependant Beneficiary Relationship Date of Birth: % (100) 

I reserve the right to change the beneficiary designated above, subject to any statutory requirement. 

EMPLOYMENT HISTORY ALL ITEMS IN THIS SECTION TO BE THOROUGHLY COMPLETED 

First Employed This employee/member has been actively at work on a
continuous basis employed since the stated date of employment and 
is currently working on a full-time basis for a minimum of 30 hours each 
week. 

Date Appointed

Day I Month   I Year 
End of Waiting Period

Day I Month   I Year 
Effective Date of Insurance 

Day I Month   I Year 

Signature of Employee/Member Signature of Witness  

Name of Witness 

Date 

Life AD&D C.I.

Employer's Stamp & Administrator's Signature

Day I Month   I Year 

EARNINGS

Weekly

Monthly

Annually

Salary ___________________

Level 4 package

Level 5 package

Level 4 package

Level 5 package

1,000,000

500,000 500,000

1,000,000  300,000

 150,000

500,000

250,000 250,000

500,000 150,000

75,000

Agent / Broker No.Agent / Broker  Name (PRINT)
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