[Company Logo]   [Company Name]
DEPENDENT INSURANCE ENROLLMENT FORM
	Company:
	[Company Name]

	Policy:
	Group Mediclaim, No. [Policy Number]

	Enrollment Window:
	[DD/MM/YYYY] to [DD/MM/YYYY]

	Date:
	[Date]



Employee Details
	Employee Name
	 

	Employee ID
	 

	Department
	 

	Mobile Number
	 

	Current Coverage: Self only / Self + Family
	 



Eligibility Summary (from policy)
1. Spouse: legally wedded spouse, one at a time.
1. Children: up to [Number] children, up to age [Age] years.
1. Parents / Parents-in-law: either set, subject to premium of ₹[Amount] per person per year.
1. Dependants may be added at joining, within [Number] days of a life event, or at renewal.
Dependants to be Enrolled
	Name
	Relationship
	Date of Birth
	Gender
	Proof Attached
	Premium (₹)

	[Dependant Name]
	[Relationship]
	[DD/MM/YYYY]
	[M/F]
	[Document]
	[Amount]

	[Dependant Name]
	[Relationship]
	[DD/MM/YYYY]
	[M/F]
	[Document]
	[Amount]

	[Dependant Name]
	[Relationship]
	[DD/MM/YYYY]
	[M/F]
	[Document]
	[Amount]



Proof Checklist
  Marriage certificate or spouse ID showing relationship
  Birth certificate of child
  Parent ID proof with date of birth
  Masked Aadhaar copies (last 4 digits visible)
Premium Consent and Declaration
I request enrollment of the dependants listed above. I authorise [Company Name] to deduct the employee share of premium of ₹[Amount] from my salary. I confirm that the persons listed are my dependants as defined in the policy and that the details and documents provided are genuine.

	______________________________
Employee
[Employee Name]
Date: [Date]
	______________________________
HR / Benefits
[HR Name]
Endorsement Requested: [Date]


Page    ·   Free HR template by BetterJobs.in — hire top talent: betterjobs.in
