                                                                                                                                                                                                  Annexure-A
Form cum Consent for Inclusion under Retirees’ Group Medical Insurance Policy – for the month of October only
To
The Assistant General Manager (HRM)
Dena Bank- Now Bank of Baroda

[bookmark: _GoBack]Re.: Inclusion under Retirees’ Group Medical Insurance Policy- Domiciliary/ Without Domiciliary/ Super Top-Up Cover.

Dear Sir,
1. PF/ Empl. No.: …………………………………………………………….      
2. Full Name: …………………………………………………………………………………………..
3. Cadre at the time of Retirement/ Cessation of service:-  Officer/ Clerk/ Subordinate Staff
4. Account No.:-…………………………………………………………..
5. IFSC Code:- …………………………………………                            Branch Name: …………………………………………………………
6. Contact No.: ……………………………………………………………………………………
7. Email Id: ………………………………………………………………………………………….
8. Communication Address:     ………………………………………………………………………………………………………………………………..
                                                  …………………………………………………………………………………………………………………………………
                                                   ……………………………………………………………………….. Pin………………………………………………..
9. Option for Retiree:-

Option I:-  Normal Renewal on “as is basis- Without Domiciliary Cover” (   )
Option II:- Renewal with sub limit of 10% of the sum insured- “Domiciliary Cover” (   )

I hereby give my consent for inclusion under Retirees’ Group Medical Insurance Policy for cover with domiciliary/ without domiciliary option and authorize the bank to recover the insurance premium for the month of October 2019, i.e. 01st Oct 2019 to 30th Oct 2019 as decided by the Insurance Company, by debiting my above account. 
I agree and abide by the terms & conditions of inclusion under policy.
I am furnishing the details of myself and my spouse hereunder:
	Particulars
	Full Name
	Date of Birth (DDMMYYYY)
	Gender 
(M/ F)
	Premium Amt.
(Domi/ Without Domi)
	Photograph

	
Self
	
	
	
	
	

	
Spouse

	
	
	
	
	




Place:                                                                                                       Signature:
Date:                                                                                                         Name of the Retiree:
