[Company Logo]   [Company Name]
DEPENDENTS DECLARATION FORM
	Employee Name:
	[Employee Name]

	Employee ID:
	[Employee ID]

	Policy Year:
	[YYYY-YY]

	Action:
	New enrolment / Addition / Deletion



1. Benefits Covered by This Declaration
  Group medical insurance
  Group personal accident (family floater, if any)
  Other dependant benefit: [Specify]
2. Dependant Details
	Name
	Relationship
	Date of Birth
	Gender
	Financially Dependent (Yes / No)
	Other Health Cover (Yes / No)

	[Name]
	Spouse
	[DD/MM/YYYY]
	[Gender]
	[Yes / No]
	[Yes / No]

	[Name]
	Child
	[DD/MM/YYYY]
	[Gender]
	[Yes / No]
	[Yes / No]

	[Name]
	Child
	[DD/MM/YYYY]
	[Gender]
	[Yes / No]
	[Yes / No]

	[Name]
	Parent / Parent-in-law
	[DD/MM/YYYY]
	[Gender]
	[Yes / No]
	[Yes / No]



3. Mid-Year Change (if applicable)
	Event (marriage / birth / death / over-age / other)
	 

	Date of Event
	 

	Dependant to be added or deleted
	 



4. Proofs Attached
  Marriage certificate or spouse ID
  Birth certificate of child
  ID proof of parents
  Other: [Specify]
Declaration
I declare that the persons listed are my dependants as defined in the company's benefit policy and that the details are correct. I understand that wrong information may lead to rejection of claims and recovery of amounts paid.

	______________________________
Signature of Employee
[Employee Name]
Date: [Date]
Place: [Work Location]
	______________________________
Benefits Desk
[HR Name]
Sent to insurer on: [Date]
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