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bearing

7 SUPey VIS oy hereby
' peréoﬁ‘_s;; mentioned below who is/ are member ()
beneficiary(ies) to receive the death Insurance amount (sum assur ed) i

<

of my family as
In the event of my death.

(Flrst choice)

Name of N Ominee/
Nominees .

Bbaul g vy J;%Le/ | Sox 0335 9373 6l/§ |

\l/

| R Ly (Lat; 7&/&@4 A

Name of Nominee/
Nominees

Contact N umber

Thereby certified that the ¢ above no’ced member(

s) of my farruly mentLoned are Wholly dependent upon
me. o ’ :

The earlier non;nination made by me (1f any) méy kindly be treated as cancelled and of no effect

SIGN ATURE OR THUMB IMPRESSION OF
. THE EMPLOYEE




