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Personal Related

|:| Address
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| hereby request that the above Policy be changed in the
following marked particulars:
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What is your preferred language for correspondence?
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Payment Related

Important note: When completing any of the sections below, a new
Payment Mandate needs to be completed and attached to this request.
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|:| Method of Payment

(Note: If this will result in changing account number please complete below section)
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Account Details
(Note: If this will result in changing account number please complete below section)

el il |:|

(3350 Alen /Jalor @by tpotodl sl (19S5 O cmy + Ak Ska )

New Account No.

szl Gl ] @35

Bank Name

il @l

Expiry Date 43l gl 20l | Credit Card No.

oLy Blias )

Contribution Related

[ ] Increase/Decrease Contribution
(Note: The increase of Contribution will not increase the Benefit Amount

unless specifically requested by the Policyholder in Policy Related section)
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Accidental death benefit il e Loalil 3lagll Aedie
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DECLARATION o3

1) 1, the undersigned, under the policy mentioned above, e g1 1l o BT Ba831 51 ey s so3hel 3558301 Ll Compas coliol bl Ui 31 (1
hereby declare that since t_he original pqllcy was |ssu§d Q;Lgipj?u\ﬂ‘auL._nfﬂ@éiﬂuug%—al)ﬁnygujz%wg;pjé@ggs
there has been no change in my occupation; that | am in ALY A58l en) e 55 6l Cyn ok 99800 51 rctaus Bl 51 sy 81 (e

good health free from all diseases, deformities and
temperate habits; that | have not suffered from any illness,
bodily injury or physical impairment of any kind from the
date the original policy was issued.

2) Request for copy of the Policy: | hereby declare that the (o) Al o Al 5 35300 o3kel Lgady 558301 A8l L 7 pusl ARSSM (po B s (2
above numbered policy was lost or destroyed. This policy is S8 a5l I3 ol <Lgie J3LEl

not now assigned, nor has it been otherwise transferred or
encumbered in any manner. No person, company, or
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this policy. 7
. ) . A5k b s can
| agree that should the original policy be found or in any way
come into my possession, | will return the duplicate policy to
the company.
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