
Additional information required for Guarantly Trust Assurance package proposal

Note: 'An insurance agent who assists an applicant to complete application or proposal form for insurance shall be 
deemed to have done so as the agent of the applicant.'

1   How much life insurance is currently in force on your life? _______________________________________

Who are the Assurers? _______________________________________________________________________

Has any insurance proposal on your life ever been declined, postponed, deferred, withdrawn or accepted on 
special terms? (Yes/No) If Yes, give details ____________________________________________________

2.    Do you have any physical disability?-   YES              NO                 If yes, give details

___________________________________________________________________________________________

___________________________________________________________________________________________

3.   Have you applied for service or do you currently serve in the Armed Forces, Police, Customs, or 

State Security Service? _______________________________________________________________________

If you have served with them, what was your medical grade on discharge? ___________________________

4.   Are there any additional facts* affecting the risk of Insurance on your life of which the company
 
should be made aware? (Yes/No) _______________________________________________________________

*Please refer for further information to the specific insurance exclusions within the brochure.

State beneficiary of Insurance if different from designated Next of Kin above:

DECLARATION:

I, _______________________________________________ the Life to be insured, do hereby declare that all the 
foregoing answers are true, that I have not concealed or withheld anything with which the directors ought to be made 
acquainted in order to assess my eligibility for insurance and that I am willing to be medically examined if required.

I agree that these and all statements I have made or shall make to the Company or to its medical examiner/s in 
connection with this or previous proposal/s shall be the basis of the contract or assurance.

I irrevocably authorise and request any doctor or other person who may be in possession of, or hereafter acquire, 
any information concerning my health up to the present time to disclose such information to the Company, and 
agree that this authority and request shall remain in force after my death as well as prior thereto.

RESTRICTIONS  
It is agreed and expressly understood that should the death of the Policyholder occur directly or indirectly from his/her 
engaging in or taking part in (any naval, military, or air-force operations or services, or like services of a national 
character) any war, invasion or warlike operations (whether war be declared or not) insurrection, civil commotion, 
military or usurped power, martial law, riot or criminal act, that total amount payable under the policy shall be limited to 
the amount of the premium paid in the year of death.

'I have read and understood the clause RESTRICTIONS  and agreed that this clause will form an integral part of 
my basic insurance contract'.

Signature of Person whose life is to be Insured: _________________________________ Date: _______________

Witness Name: ____________________________ Signature: _________________________________________

Witness's Address: __________________________________________________________________________

Telephone No: ____________________________



  

HYGEIA NIGERIA LIMITED, 11A IDEJO  ST., OFF ADEOLA ODEKU ST., V.I., LAGOS 

 
 

COVER TYPE:

 

SELF ONLY

  

SELF + SPOUSE

  

SELF, SPOUSE + DEPENDANTS

 

(Please select by ticking the appropriate box)

 
 

APPLICANT DETAILS

 

 

Nationality------------------------------------------ 

Home Address---------------------------------------------------- Town-------------------------State------------
 

 

Phone No (Home)---------------------------------Mobile----------------------------Office------------------------

 
 

Email

 

------------------------------------------

 
 

Office Address-----------------------------------------------------

 

Town ---------------- State ------------------

 

 

Designated Next of Kin-------------------------------Contact Address--------------------------------------------

 

  

DETAILS OF DEPENDANTS (Age to be less than 18 year s)

 

    

 S/NO SURNAME OTHER NAMES SEX
DATE OF BIRTH

DD/MM/YY

 

PROVIDER OF 

  
   

 

NB: If you wish to include more than 4 dependants, please ask for an additional application form which you 
      should submit together with this form, along relevant photos and additional payments.

 
 

   

  

 

 

Attach 
Photograph 3 

here

 
 Attach 

Photograph 2 
here

 

 

  

Attach     * 
Photograph 

 

here
 

APPLICATION FORM

SURNAME OTHER NAMES

 

SEX

 
DATE OF BIRTH
     DD/MM/ YY

PROVIDER 
OF CHOICE

MARITAL 
STATUS

    

CHOICE

Telephone No ---------------------------------------

DETAILS OF SPOUSE
 

    

Office Address---------------------------------------------Town--------------------------------State ----------------

 

Phone No (Mobile) ------------------------

 

-------------

   

Office---------------------------

 
 

Email

 

----------------------------

 
 

 

 

Attach       *
Photograph 

 

here

 

 
SURNAME OTHER NAMES  SEX

 
DATE OF BIRTH
     DD/MM/ YY    

PROVIDER 
OF CHOICE

1

2

3

4

*Write their name on the reverse of their photo

 

Attach 
Photograph 4

here

 

 

      
        

FOR OFFICIAL USE ONLY (Do not fill)
 

  

Marketing Unit/Agent

Location/Branch

Amount Paid

Mode of Payment

Remarks

Date Received

Attach 
            Photograph 1 
here
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