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Please update/change the address & mobile number of my above mentioned policy

Existing /Old Address(I$w/<@re= 3):

New/Updated address/ g« &<sr:

Mobile/t=rzaT:

Mobile/w=rzst:

0O ToRIfefe g AfRER N ¢ N NF ARTET TR G T I A

Please update/change the Plan & Sum Assured of my above mentioned policy

s@re #fieem am(Old Plan) T~z A( New Plan)
R - cram (Term) -------- R —---o- cmw (Term) --------
s == (Sum assured): I =S (Sum assured):
Fr/Inward: </ Inward:

(M| fafirmms e stafs/Mode of payment : Monthly/ i (), Quarterly/ t@wies (), Half yearly/ s ()

Yearly /af%& (], single Payment / «&=ifem (]

STEEAA s @/ Rider Policy Add : ADB/ PDAB/ MDB50%/ MDB25%/ HI/ FIR
s 9 Afesrea=/ Rider Policy Cancel : ADB/ PDAB/ MDB50%/ MDB25%/ HI/ FIR
oI Afz@eq/ Occupation Change : ...............

T2 ARG/ Age Change : ...cevevevevecereceeneens

O00

TrwR #Af@eq/ Signature Change :

Existing Signature

New Signature

D SN/ OhEIS: ettt

SRR TR BT /AT TITTL..eeeeeeeeeeeeeeeee e eeeeeeeeeeeseseseseneseeaens
IR AN, oo OIS v eeeeseeeereseseesesesesesesesessessseseseesesesesessesesenssenes
.............................................................................. S RIS et

MODIIEATTETR oo

I AP TGS IR T

T PTG, (THBT AZT IS (T 13 @71 Fesicas I afsffy




2\

Delta Life

Insurance Company

)

(TET5T AT I (AT o e

PR PR ¢ TEo! IR BN, A6 T-99, (@€ T-50 , YT APA-2, BIP-DDR |

NIATN HE<TFRIS =200
Nominee information
oifa3
TG/ EIR2E T2E.veeeeeereeereeeeeerereeeseeesseeeaeesseeeseeenesane

1T/ ST G2 e o S/ s T A ey 1o /e enit e TS S |
IS/ SRS AT (@ (@I AN ST A ARTOCTN AKLFIF T P | SN/ @2 N0 T
RS W FAR @, S/ AT (OIS A @A of e a3 | S A0 Fa1 =T
T JrTr TRAFS O IR AT FRT ZCACR 0 00 T(F AR ST T (AT (AT WRT 2
Gl

TS Gife 711fFe w2/ Nominee’s Information

TP/ geiad/ DOB | =it/ Affix a color
Relation % Recent passport
TANrSCFF TN/ Nominee’s Name $ Size Photo-
A ﬁ OCR]
forem 91w / Father’s name $ TS 9N / Mother’s Name 8 TS OF
crz=/ Cells wror “ifase7@/ NID 8 I ABTCATS
/ / STzCe e 2
T/ Profession 8
G {31/ Present Address 3
913 {511/ Permanent Addresss
TEARTSF LG % 20T ASSRCEF w1/ If nominee is minor guardian name 3
@rresr/ Cell 8 EIISIE s|fasa7@/ NID ¢
TR R, ..o ss e st sesas e sesesennes R R B U | U
TR ATMG..vovevceveceeneesseeesessseesessesassasassssssssssasanns OIMTLE ettt esse s st ses et s s seens
.............................................................................. A BRI v
T S TGP AR G
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Declaration of Good Health (DGH)
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Delta Life

)

S, SRR s
2. WA TN BieeTaa 9w @ e

©.» fem &= «rr/Life Style Details:
F) AR o 7 Sfefie [Romeme o2&l SeAR [ @@ =S 4 31 s afes sieea? /Is your occupation | o &1/Yes o wi/No
associated with any specific hazard or do you take part in any hazardous job)?

<) S 3 @I comTE T S Fee?/Do you practice any professional sports? o/Yes o¥/No
©.3, Y @S eer/Health Questionnaire
) Sreifel 5 @4 59 378 2/ Are you in good health now? o/Yes o¥/No

) TS § JRCH W W geaw ooy ‘@R B2/ During last one year, did your weight change significantly? | o =1/Yes o =i/No
) AR 5 TR SES!, SR ST SRS GF NP SIGITAR AN &tare 2race?/ Have you ever consulted | o 251/Yes o «/No
a physician for illness or injury or operation?
) A [ FANe Y THRT  (ANH-GF-T, TSN, TG, (@I AW Tonf) I =T ofseTprame st/ Have | o &i/Yes o 7i/No
you ever undergone medical checkup or investigation (X-ray, ECG, Blood pressure recording etc.) for any
reason?
®) I8 fma uF 1 GIIfeF @ iR = fF2/ Have you ever suffered or currently suffering from any | o %1/Yes o i/No
diseases of the following?
S) I, WP, I ZRE e 91 9w == W= <71/ Epilepsy, fit, frequent headaches, giddiness neurological / | o &1/Yes o @i/No
mental disorder.
Q) TE-I e IF, 1o T, g, Fewnfwm ¢ wpreEs W @t i/ Blood spiting, persistent cough, | o %1/Yes o 7/No
Bronchitis, tuberculosis, pleurisy, pneumonia, or disorder of respiratory system.
©) SFCIRE IS BIA, TR (TH ATST A1 2AT), oG, Ierar == @ @ 1/ Hypertension, palpitation, any | o ¥1/Yes o si/No
disease of heart , rheumatic fever, or blood vessel.
8) WIAfEMEGT, saren a1 I& SR, WP, =, T, S, gt a1 sEw W @1/ Appendicitis, ulcer, | o ¥1/Yes o wi/No
Hernia, dysentery, piles, fistula, any disorder of gastrointestinal tract, liver or spleen.
@) A #RE, TF-TA0, 2 *RT0 I SR, 928, e A7 +red $#if3fs a1 aeeam ==y @@ @t 1/ Renal | o %1/Yes o i/No
stone, disorders of kidney, bladder, urinary tract, AIDS, Syphilis, Gonorrhea, Diabetes, presence of Sugar,
Albumin or Pus in urine.
b) G (@1 =T 1 wErelkS @ 1/ Any congenital disorder/disease? o/Yes o¥/No
Q) TR, B, (eme, @y ¢ Wiy, % 5% (o1, IF, I 8 AF= @ @1/ Cancer, Tumors, disorders of | o 2r/Yes o i/No
bones, joints and spine.
) SR 5 T SI2A0T Siero (@1 @ @, (@AGIRGT 7 31 71, «2penafe 1 samm “tefoe e » Have you ever | o 31/Yes o 7/No
been tested positive for viral diseases like Hepatitis B / C, HIV or Corona?
7) S RS ¢ I=@ THiea e FReRT =IO o7 @ TR Sreta ~R fcaces 2/ Within the last 5 years | o 27/Yes o wi/No
have you consulted a physician for any disease not mentioned above?
) SRR g 3T NS0 IS (B IRAEHNS @17 @HA- A0, CRIAD , T IS5, JART, S, T8/, 39, AP | 0 Zm/Yes o 51/No
Torifr wicg 2 / Is there any hereditary disease in you and your family such as Insanity, Epilepsy,
Rheumatism, Diabetes, Asthma, Hypertension, Tuberculosis, Cancer, Leprosy either on the paternal or
maternal side?
) ST R (@I RGNS @A L AT FACRA 4T 71 ¢ IR W PP Feacez/ Within the last 5 years have you | o &1/Yes o wi/No
lived or currently are you living with contagious patient?
@) S 5 @ @ T e T 7o wer?/ Are you addicted to any drug, alcohol etc.? o¥/Yes o¥/No
B) Sl 5 (ot Feam? 1 =0, elfseag o1e R Fee............... / o¥/Yes o9/No
Do you smoke? If yes, mention no. per day? ----------------
5) SRR R IS Sy (@I @1 I A G SEr F41 =f\2 Do you currently have any other diseases non | o %71/Yes o 7/No
guoted here-above?

T) SR 99 Swel/Height T6/Ft__ 2fe/ Inch
) SR 99 wew/Weight Ares/lb__ we/Kg_

o) HAGFACTR [ @I BT S T
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©.© wgE NfEErerd e/ For female life only

) S 5 @ T@=-1112/ Are you pregnant at present? o/Yes o¥/No
%) IR & A I o1 20 2 (7 26 fwifas)/ o3/Yes o i/No
Were there any difficulty or abnormality during child birth? (if yes give details)
) s/ A2 How many children you have? .........ccococvvvrnnne,

) T eIa o wifsd/ Date of birth of last child ..........cc.........

®) ST M sifd / Last date of ministration ............c..c........

) ST U (FE S AR NS 20aced w412/ Have you ever suffered from any disease of gynecology? | o &1/Yes o «i/No
(if yes give details)
TARIS A0 QI i TSR Gy QT IREFCH 2% 7R Bead Feq #14d/For any ‘YES® answer of the above questions, write briefly
here with mentioning the Question No

8.00 &%= &fe=™ ( Family History)

Gife ™

e SR R TEN * 9 7T JQIPIC T TG PR T I
forer
et
o3
[SiE]
i/
CREET
wa

zgrFa/Declaration

I3 eRIfqe G ares T g fore ¢ Wers qearr e TR @, T Srafie e w1y SIfi Taees ey 0 fpt S @ Tk fyfers
GBI STSF (AN AT | ST 9T (eI e SRS FME S SINE A (@ @wife Smar pies fofs o oea e | s smwes @
T TPTHRICTR AT ZCET O T R, AT BT, IPIATSI AT (I ST TG @ AfSH TR AR TF S WZ, A AR
SR R AR FES (@ @ O GBI Shs @ | NN A7 (@rEel TR @, RIS SEs SARACS (1 O SpTey I ASRAF
0 emifers 2T, Frphes Afee uar ave fRifSE e T4 72 @ENE @ @ s G e qr4y 2469 |

Jrr erre @ @ Wi /(Signature of proposer)

SR AT ¢ iRy

SIRTE T+ oS 7 ¢ wifed / Signature of guardian for minor proposer
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IRF ¢S (AN evicyT AFIS vl A
Auto debit Instruction from Bank A/C

s Aeia /2@ 7R (Policy /PropOSer NUMBET 8. ..vvvveevenrerrereererererereeseeseneenees

AT/ NAME )8 eeneeeeeeeeee e eeceee e rrre e e rre e e rrae e eesaaeeensaeens

The Branch Manager/Incharge

.......................................... Branch

Subject: Application for debit my account with your bank for Insurance Premium.

Please issue following Insurance Policy

Basic Plan E Rider
]

Additional Premium

Whois/are my.........covvviiiiiiiiinn.. in relation .

Please arrange to debit Tk..............coooviiiiiiinnin (Taka In word).........oooiiiiiii i

.................................................. only) from my /our A/C

Signature of Account holder

Bank Use Only

Branch/Sales Center Recommendation :

Signature & seal of BM/CSM/OM/Incharge

Maker Checker
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JUVENILE QUESTIONNAIRE
PERSONAL DETAILS of Life Assured

Name of the child in full:

e/ AafEerRR A A

Gender: Male [ Female [ Date of Birth:

Height of the Child (in Centimeter’s) Weight Of the Child (in Kilograms))

Immunization Status (as per National immunization Program — Bangladesh)
Age Vaccine Dose Please tick (V)

0 months (At birth) — 4 weeks BCG, Pentavalent, PCV OPV 0 dose YesoNo o
On completion of 2" Month DPT, OPV, Hib & HBV 1stdose YesoNoo
On completion of 4" Month DPT, OPV, Hib & HBV 2" dose Yes o No o
On completion of 61" Month DPT, OPV, Hib & HBV 3 dose Yes o No o
On completion of 9" Month Measles 1stdose YesoNoo
On completion of 18" Month DTP & OPV 4t dose Yes o No o
On completion of 36™ Month Measles and Rubella (MR) One dose Yes o No o
On completion of 5 years OPV & DT 5t Dose YesoNoo
On completion of 13 years ATd (Adult Tetanus and Diphtheria) One dose Yes o No o
On completion of 14 years Rubella One dose YesoNoo

Education Status

State which class the child is studying

State the Name and Address of the School

Is the attendance lessthan90%: Yes [ ] No[]

If yes. please give the reason for attendance less than
90%

Child’s Family Record:

Living Deceased
Age Health Age at Death Year of Death Cause of Death
Father
Mother
Brothers
Sisters

Family Insurance Details in BDT :

Family Member Age Total Life Insurance (BDT)
Father

Mother
Brothers
Sisters

T PTG, (THBT AZT IS (T 13 @71 Fesicas I afsffy
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Please tick the appropriate box for each question. If any of the answers is “YES”. please give the details in the
space provided at the end of the table and attach all the reports available:

Health history
(If any of the answers are “yes” please provide details in the box below)

Is the child having any congenital abnormalities? Yes [] No []
Is the child affected by polio / or any Physical deformity? Yes [] No []
Has the child been hospitalized in the last 2 years? Yes [] No []
Is the child currently on any treatment? Yes [] No []
Does the child have any learning difficulties? Yes [] No []
Has anyone in the family had any disease in the past three months? If so Yes [J No []
please give details

Has the child ever had any accident or operation or is any operation been Yes [] No []
suggested by the doctor

Has the child undergone or had been suggested by the doctor to undergo Yes [] No [
X-ray, Urine test, CT Scan or any other investigations?

Has the child’s weight reduced in the past two years? Yes [] No [J
In case of female :

1. Is she pregnant at present? Yes [] No []
2. Mention her last date of menstruation
3. Has she ever suffered from any diseases of the breast or the ovary or the uterus? Yes [] No [

Has the child ever suffered or is suffering from any of the following:

Diseases or disorders of the heart, arteries or veins? Yes [] No []
Asthma or any other diseases or disorders of the respiratory system? Yes [] No []
Diseases or disorders of the stomach, intestines, liver and gall bladder? Yes [] No [
Diseases or disorders of the kidney, bladder or genital organs? Yes [] No []
Paralysis, coma, fits or any other diseases or disorders of the nervous system? Yes [] No []
Diseases or disorders of the eyes, ears, nose or throat? Yes [] No []
Diseases or disorders of the skin, muscles, bones or joints? Yes [] No []
Any tumor or cancer? Yes [ No []

Declaration :

I, the proposer of the life to be insured/payor of premium hereby declare that all the information stated above about
the proposed child life to be insured is true and correct to the best of my knowledge and no material fact, which may
be relevant has been withheld or not disclosed. At present he/she is healthy. | also declare that | hereby give my consent
to Delta life Insurance Company Ltd. to consider the aforesaid information for purpose of insurance with them.| further
agree and confirm that in case of any of the information is found false or incorrect during the verification at a later
date, the company shall have the right to cancel the policy and paid premium amount shall be forfeited.

Proposer (Father/Mother/Guardian) Signature: Signature of the witness:
Name: Name:
Place: Date
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Delta Life
(L i m it e d}
AVIATION QUESTIONNIRE
Addendum to proposal Date:.................ccoeiiinnnn, Onthelife of ...
Schedule of Flying time
Hours flown as Pilot, Co-Pilor, Student Pilot, Crew member Hours flown as passenger
1.Commerical Flying Total To Last 12 months Estimate next 12 Last 12 months Estimate next 12
date months months

1.1Scheduled airlines:

1.2Non Scheduled airlines , air-
taxi, charter flight
(passenger/freight)
1.3Company-Owned aircraft

1.4 Other Flying ,see below

Underline appropriate category: sightseeing, rescue work, crop dusting , spraying, seed sewing, fish and game control, forestry
control,fire fighting, inspection, pipe line, telephone-line, control, instruction, power, mapping, photography, racing, acrobatiess,
testing (new and prototype). State type of aircraft flown.

2. Non- Commercial Flying:
2.1 Privately owned aircraft
(Pleasure or private
transport)

2.2 Other non-commercial
flying, see below

3.Military aviation
3.1 Fighter
3.2Bomber

3.3. Transporter
3.4 holicopter

4. If you have overflown as a pilot state:
4.1. what type of license you hold (student pilotes, private pilot’s any types of commercial license).
4.2 Date of issue and date of last renewal:
4.3. name of employer, if any:

It is hereby declared that the particulars given above are true and complete and toghter with the life assurance Proposal

At shall be he basis of the contract of assurance.

Date:...coooiiiiii Signature........c.cooveiiiiiiiiiiiin.,
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Financial Questionnaire

Proposal Number: Name of life assured:

Purpose of Insurance:
[ Protection for dependents [ Protection for Mortgage Loan [ For Education Fund
[0 Personal Financial Planning

1. Documents verified for life assured for above proposal number:
Income tax return Salary slips Audited profit and loss accounts
Audited balance sheet Bank statements C.A. Valuation report
Asset Ownership Papers Any other documents(Specify below)

Specify the list of other documents verified:

2. Source of income (For latest 3 Assessment years):

Heads of Income (Currency-BDT) Assessment Year
20 -20 | 20_-20 |20 -20 _

Salary

Rent (Housing/Commercial Property)
Business, Trade, VVocation or Profession
Dividends/Capital gains ( Short or long term)
Interest

Commission income, annuities, royalties etc
Other sources

Gross Total Income=

Agricultural income
Income claimed to be exempt from income tax (please specify the source of
income)

3. Details as per latest 3 years’ audited profit and loss account:

Name of Company:_

Share holding or profit sharing percentage for life assured:

Name of Auditor: CA Membership no:
Particulars Balances for the year ending 31 March
20 20 20
Net Sales

Gross Profit
Depreciation
Net profit before tax

5. Details as per latest 3 vears’ Audited Balance Sheet:

Particulars Balances for the year ending 31 March
20 20 20

Net Sales

Gross Profit
Depreciation

Net profit before tax

T PTG, (THBT AZT IS (T 13 @71 Fesicas I afsffy
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6. Details of various investments made by the customer:

Type of Investments Frequency of Investments Lock-in Period Amount (BDT)
Mutual Funds
Shares, Debentures, etc
Fixed deposit/ Sanchapatra /
Deposit  Pension  Scheme
(DPS)
Government bond/ corporate
bond any other savings

7. Please justify the premium paying capacity of the customer for the entire policy term:

Declaration by the life to be insured and proposer:

I/'we here by declared that all the information furnished above is true and correct to the best of my knowledge and no mater
information , which may be relevant has been withheld or not disclosed. I/we also declared that here by give my consent to Delta
life insurance Company limited to consider the aforesaid information for purpose of insurance with them. | further agreed and
confirm that in case any of the above information is found false or incorrect during the verification at a later date, the company
shall have the right to cancel the policy and premium amount paid shall be forfeited.

Signature of the life to be insured Signature of proposer
Name: Name:

Date: Date:

Signature of the branch Manager Signature of the witness
Name: Name:

Date: Date:
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Insurance Enrollment Form

For Delta life insurance coverage of All loan customer of Jamuna Bank PLC

Date: ..o
Customer ID:. ..o, Loan Account NUMbBEr:. ..o,
Borrower/Applicant Details
Name of Borrower:
Date of Birth: Gender: | NID No:
Professional Address:
Email ID: ‘ Contact No:
Loan Details

Loan Product Name:
Loan Amount: Loan Tenure: Date of Loan dishursement:

Insurance Details

Sum Assured/Insurable Amount: | Date of Commencement:

Note: i) Maximum insurance benefit on any one life shall not exceed tk 50,00,000.00 (fifty lac) respective of the number of
loan account held by a single borrower.

ii) Amount of payable is sum assured shall be the loan amount .

iii) Insurance coverage shall be offered to first applicant only in case there are more than one individual for a single loan.

Debit Instruction

I/we the undersigned hereby instruct the Jamuna Bank PLC to debit Tk................. /- only from my/our account
1T F P at Jamuna Bank PLC , toward payment of insurance premium to Delta

Life Insurance Company Itd for this loan.

Borrower Signature with Date

Health Questionnaire

a) Currently, are you in good health? 1Yes [JNo
b)  Within the last three years, did you consult a physician or were confined to hospital for illness/injury ? JYes [JNo
c) Atany time in the past, did you suffer from or currently, are your suffering from tuberculosis, diabetes, asthma, [1Yes [INo

rheumatic fever, heart-disease, hypertension, liver or lung disorder, blood disorder, neurological disorder, epilepsy,
kidney-disease, cancer, mental illness, hernia, permanent disability, AIDS or HIV disease or any other disease or
recurring nature or any chronic illness?

d) For females: are you pregnant now or had you any complication during previous pregnancy? JYes [JNo

e) Inyour family (Paternal or Maternal side) is there any hereditary, familial disorder like asthma, diabetes, mental 7Yes [JNo
disorder, bleeding disorders etc?

If answer to any of the question above (except “a”) is “YES” please give details here:

Nomination of Beneficiary

I assign the Jamuna Bank PLC as the irrevocable beneficiary of the full(100%) benefit amount for being my loan sanctioning authority.
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Summery of Insurance Coverage
Delta life insurance company limited agrees to offer insurance coverage to the insured Loan borrower of Jamuna Bank PLC under a
Bancassurance Life insurance contract signed between the Jamuna Bank PLC and Delta Life Insurance Company Limited . The insurance is
optional for the borrowers and a summery of payable insurance benefit under the policy is as follows:

Insurance Benefit:

Coverage Risk :
Death(Natural & Accidental Death) & Permanent & Total Disability (PTD) of the insured loan borrower due to any reason (except those

mentioned under exclusions) during the period of insurance coverage .

Amount of Payable Benefit:

A) Death: (Natural/Accidental Only) :

The scheme shall cover the risk of death of an insured “Loan Borrower” whether natural /accidental occurring anywhere in the world due to
any reason except those mentioned under “Exclusions from Insurance Coverage” for an amount as mentioned under summary of benefits, i.e.
the said amount shall be payable on happening of the above risk.

B) Permanent & Total Disability (PTD):

In case of permanent and total disability resulting from bodily injury caused directly by an accident within 90 days of incident which prevents
the insured employee from engaging in any business, occupation or work whatsoever for remuneration or profit and which disability has
continued uninterruptedly for a period of at least 06 (six) months and has been certified to be incurable by a physician approved by the company,
then subject to provisions of this contract, the company shall pay an amount equal to GT Sum Assured of an employee stated in the schedule
and the insurance for the said employee shall be determined.

Nominated Beneficiary :
The Jamuna Bank PLC shall be the assigned irrevocable beneficiary of the full (100%) benefit amount by virtue of being loan sanctioning
authority.

Mode of Claim Settlement:
The company shall settle claim on recipt of requisite documents, through A/C payee cheque in favor of Jamuna Bank PIC .

Other Terms and Condition of Insurance Coverage:

e Insurance coverage of an eligible accountholder shall commence from the date of loan disbursement.
e Insurance coverage of an insured shall be terminated on reaching the age of 64 years or closure of the account due to any reason.
e Non discloser of material facts that affect risk assessment by insurance company would invalidate insurance protection and claim.

Exclusion Form Insurance Coverage:

Insurance benefit under the contract shall not be payable in case of death due to following reasons and circumstances:

e AIDS and HIV related disease.

e Suicide or intentionally self-inflicted injury , while sane or insane.

e  Military or naval service in time of declared or undeclared war or while under orders for war like operations,

e making an arrest as an officer of the law or restoration of public order,

e  Assault while committing a felony or while participation in brawl,

e  Racking on wheel,

e  Service, travel or flight in or descent from any kind of aircraft, except as a passenger in an aircraft operated by a commercial airlines on
a scheduled flight over an established passenger route.

Declaration
I here by declare that the statements made by me in this Enrollment Form are true and complete to the best of my knowledge & belief and I did
not conceal any Material Fact* which may affect the insurance. This declaration and statement made by me shall be the basis of my insurance.
I also understands made or particulars furnished in this form, if found incorrect or untrue or there is non-disclosure of material fact, then the
insurance shall stand void and the premiums paid shall be forfeited by Delta Life Insurance Company limited. | have read ., understood and
agree with the terms and conditions of the above mentioned summery of insurance coverage . | also agree with all the terms conditions of the
insurance contract signed between Delta Life Insurance Company limited & Jamuna Bank PLC.

Signature of the Loan Borrower Signature & Seal of (Jamuna Bank PLC official)
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