[Company Logo]   [Company Name]
EMPLOYEE INSURANCE DETAILS FORM
	Company:
	[Company Name]

	Record Date:
	[Date]

	Last Updated:
	[DD/MM/YYYY]



Employee Information
	Employee Name
	 

	Employee ID
	 

	Designation
	 

	Department
	 

	Work Location
	 

	Date of Joining
	 

	Mobile Number
	 



Coverage Summary
	Cover
	Insurer
	Policy No.
	Member / E-card ID
	Sum Insured (₹)
	Valid Till

	Group Mediclaim
	[Insurer Name]
	[Policy Number]
	[Member ID]
	[Amount]
	[DD/MM/YYYY]

	Group Term Life
	[Insurer Name]
	[Policy Number]
	[Member ID]
	[Amount]
	[DD/MM/YYYY]

	Group Personal Accident
	[Insurer Name]
	[Policy Number]
	[Member ID]
	[Amount]
	[DD/MM/YYYY]

	Voluntary Top-up
	[Insurer Name]
	[Policy Number]
	[Member ID]
	[Amount]
	[DD/MM/YYYY]



Statutory Coverage
	ESI Applicable: Yes / No
	 

	ESI IP Number
	 

	Dispensary / Branch Office
	 

	UAN
	 



Covered Dependants
	Name
	Relationship
	Date of Birth
	Member ID

	[Dependant Name]
	[Relationship]
	[DD/MM/YYYY]
	[Member ID]

	[Dependant Name]
	[Relationship]
	[DD/MM/YYYY]
	[Member ID]

	[Dependant Name]
	[Relationship]
	[DD/MM/YYYY]
	[Member ID]



Nominee and Emergency Contact
	Nomination form on file dated
	 

	Primary Nominee Name
	 

	Emergency Contact Name and Relationship
	 

	Emergency Contact Mobile
	 



Declaration
I have reviewed the details above and confirm they are correct. I will inform HR of any change in my dependants, nominees or contact details.

	______________________________
Employee
[Employee Name]
Date: [Date]
	______________________________
Verified by
[HR Name]
Human Resources
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