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APPLICATION FORM FOR GROUP MEDICAL INSURANCE

IMPORTANT NOTE

Under Section 25(5) of the Insurance Act Cap 142 or any subsequent amendment thereof, you are to disclose in this Application form, fully and faithfully, all the facts which you know or ought to know, otherwise the policy issued may be void. 

PART I.  COMPANY PARTICULARS

1. Company Name: ______________________________________________________________________________________

2. Registered Address: ____________________________________________________________________________________

3. Name of Subsidiary Company (if applicable): _______________________________________________________________

4. Address of Subsidiary Company (if Subsidiary policy to be billed to Subsidiary Company):___________________________

_____________________________________________________________________________________________________

PART II.  DETAILS OF INSURANCE REQUIRED (Please tick where applicable)
1. Period of Insurance: From _________________(dd/mm/yyyy) to  __________________(dd/mm/yyyy)

2. (a) Participation by employees: 
( Compulsory    ( Voluntary (at least 75% of the total no. of employees)

(b) Participation by dependants:
( Compulsory    ( Voluntary (at least 75% of the total no. of dependants)

3. Type of Insurance Required: 

( Group SmartCare Entrepreneur   
( Group SmartCare Executive   



( Group SmartCare Optimum  
( U.Care / Medismart

4. Classification of Benefits:

Plan 
Category (e.g. Management, Executives, All Staff)

Plan (e.g. Classic, Plan A, R&B S$110)
Code


001

International Students Headcount      ___________

______________________________________


002

Full Time Local Students Headcount____________

______________________________________


003

________________________________________

______________________________________


004

________________________________________

______________________________________

PART III.   INFORMATION REQUIRED FOR ISSUANCE OF POLICY

1. Name List of all employees/dependants to be insured with the following details: Fullname, NRIC No./FIN, DOB, Category/Plan, Relationship to Company/Employee (e.g. Employee/Spouse/Child)

2. If required, all applicants must complete and submit the Personal Health Declaration Form.

3. For take-over policy, please attach a copy of the existing policy, wordings, renewal terms and conditions.

PART IV.  DECLARATION

We declare that the above information given are full, complete and true and agree that they, together with the information declared in the Group Fact Find Form shall form the basis of the contract of insurance. We also declare that there are no outstanding claims with the previous insurer that we have not informed AXA Insurance Singapore Pte Ltd. We understand that this Policy shall only be effective following full annual premium payment and subject to the acceptance and approval of this application by AXA Insurance Singapore Pte Ltd.

___________________________
_____________________________

Signature of Authorised Officer
Signature of Broker / Agent


(if any as appropriate) as a witness

Name:
Name:  EVAN CHNG
Designation:
Agent Code: 03798
Company Stamp:
Company Stamp (if applicable): AEGIS INSURANCE SERVICES PTE LTD
Date:
Date:







AXA Insurance Singapore Pte Ltd

143 Cecil Street #01-01 GB Building Singapore 069542

