Medical Insurance Nominee Form

Name: SHQ‘ ) TT K NE&HHQ&‘/HM EH/)J/[’M

ICICT Account No.(if you have)

[ ALAPCa 2 A

Your Date of Birth: 2_2 / 03 /Q 001
Nominee: 5 HILE E NEQH&SH\/})M C}) oM ox)

Relationship with nominee: dn—d }) en

Marital Status (Single/Married): 5 AN (L E

If married please mention the below mentioned details:

Wife/Husband’s Name:

Date of Birth:

Age:

Gender:

Child1’s Name;:

Date of Birth:

Age:

Gender:

Child2’s Name:

Date of Birth:

Age:

Gender:




