RULES-GSLI

FORM V

LIFE INSURANCE CORPORATION OF INDIA

CLAIM FORM  

For
(CLAIMING BENEFITS PAYABLE UNDER THE GROUP SAVINGS LINKED INSURANCE SCHEME)

(To be completed by the Grantees)

1.  Name of the Institution


:      
2.  Master Policy Number


:     
3.  (a) Name of the Insured Member

:     
     (b) Scheme Serial Number


:     
4.  Date of Birth



:      
5.  Date of Joining the Scheme

:      
    
6.  Amount of monthly contribution

:       
     paid for the Insured Member

   

7.  If there has been a change in the

:       
     monthly contribution during his                    
     membership indicate date of                           
     change and the revised contribution
            

8.  Due date for payment of the first   
:        
     contribution and date of payment

     (indicate day, month and year)

      to Corporation

9.  Date of exit from Scheme


:         
10. Due date for payment of the last

:          
      Contribution (indicate day, month

       and year)

11. The date on which the last 

:          
      Contribution was paid to 

       the Corporation 

...2

-2-
12. Mode of exit, (Death, retirement

:               

      Resignation  termination of 

      service, etc.,)

13. Cause of death(in case of exit

:         
       by death)

14. Name of Beneficiary and relationship
:         

      to the member(in case of death)

15. Nature of proof of death(please

:          
      enclose original Death Certificate)

16. Whether any premium remains 

:                

       unpaid during Membership. If so, 

       give details


We declare that the above particulars are true and correct and the above member was an Insured Member covered under the Scheme on the date of his exit and that all premiums have been paid to the Corporation on his behalf.


We confirm that the beneficiary mentioned above is the person appointed by the Member to receive the benefit under the Scheme.

Dated at__________________ this       _______________   day of    ____________.

               SIGNATURE   OF     THE 

             MASTER   POLICY HOLDER

WITNESS
:                                                                                                        OFFICIAL SEAL 

SIGNATURE
:

NAME

:

ADDRESS
:

