
F{xÿàÿH´æBÓú {sæLÿçH àÿæBüÿú BœÿúÓë¿ÀÿæœÿÓ Lÿ¸æœÿê àÿçþç{sxÿú  |  ¨ófêLÿÀÿ~ œÿó 147  |  CIN : U66010MH2009PLC197336

POLICY SERVICE REQUEST FORM
¨àÿÓç Óµÿ}Óú Aœÿë{Àÿæ™ üÿþö

Policy No. / ¨àÿçÓç œÿó:         Date / †ÿæÀÿçQ:

Name of the Policy Holder/ ¨àÿçÓç™æÀÿêZÿ œÿæþ: ___________________________________________ Tel. No. / {sàÿç{üÿæœÿú œÿºÀÿ: _____________________

Address / vÿçLÿ~æ:________________________________________________________________________________________________________

_______________________________________________________________________________________ Pin Code/ : ______________¨çœÿú {Lÿæxÿú

D D M M Y Y Y Y

        Life Assured / fê¯ÿœÿ¯ÿêþæ ™æÀÿê            Policy Holder / ¨àÿçÓç™æÀÿê  

Change in Name From / ¨Àÿç¯ÿˆÿöœÿ {Üÿ¯ÿæLÿë $#¯ÿæ ¨ëÀÿë~æ œÿæþ: ____________________________________________________________________________

  First Name / ¨÷$þ œÿæþ  Middle Name / þšþ œÿæþ L ast Name / {ÉÌ œÿæþ

Change in Name To / ¨Àÿç¯ÿˆÿö¯ÿ {Üÿ¯ÿæLÿë $#¯ÿæ œÿí†ÿœÿ œÿæþ: _______________________________________________________________________________

  First Name / ¨÷$þ œÿæþ  Middle Name / þšþ œÿæþ  L ast Name / {ÉÌ œÿæþ

New Address / œÿí†ÿœÿ vÿçLÿ~æ:________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

City / District / ÓÜÿÀÿ/fçàÿâæ: ________________________  State / Àÿæf¿: _______________________  Pin Code /   : __________________¨çœÿú {Lÿæxÿú

(Provide any of the following Address proofs along with this form) / (FÜÿç üÿþö ÓÜÿç†ÿ {¾{Lÿò~Óç {SæsçF œÿçþ§ ¨÷LÿæÀÿ vÿçLÿ~æ ¨÷þæ~ ¨†ÿ÷ ¨÷’ÿæœÿ LÿÀÿç¯ÿæ Aæ¯ÿÉ¿Lÿ>)

Change in Name / œÿæþ ¨Àÿç¯ÿˆÿöœÿ

Change in Correspondence Address / {¾æSæ{¾æS vÿçLÿ~æ{Àÿ ¨Àÿç¯ÿˆÿöœÿ

Change in Contact Details / Email ID / {¾æSæ{¾æS ¯ÿç¯ÿÀÿ~ê /B{þàÿú AæBxÿç{Àÿ ¨Àÿç¯ÿˆÿöœÿ

Change in Premium Payment Method / Billing Frequency / ¨ç÷þçßþ ¨Bvÿ ¨÷~æÁÿê / ¯ÿçàÿçó üÿç÷LÿëFœÿúÓç{Àÿ ¨Àÿç¯ÿˆÿöœÿ 

E

(BÓçFÓú ¨æBô ¾’ÿç ¯ÿdæ¾æB$æF {†ÿ{¯ÿ BFÓúFÓú þ¿æœÿ{xÿsú H ¯ÿæ†ÿçàÿú {ÜÿæB$#¯ÿæ {`ÿLÿú ¨÷’ÿæœÿ LÿÀÿç¯ÿæ D`ÿç†ÿú)
(ÓçÓçFÓúAæB ¨æBô ¾’ÿç ¯ÿdæ¾æB$æF {†ÿ{¯ÿ ÓçÓçFÓúAæB üÿþö F¯ÿó {Lÿ÷xÿçsú LÿæÝöÀÿ üÿ÷+ Lÿ¨ç ’ÿçAæ¾ç¯ÿæ Aæ¯ÿÉ¿Lÿ)

Signature of the Policy Holder / ¨àÿçÓç™æÀÿêZÿ Ó´æäÀÿ

· ¯ÿç¯ÿæÜÿç†ÿæ þÜÿçÁÿæ {¾DôþæœÿZÿÀÿ œÿæþ ¯ÿç¯ÿæÜÿ {Üÿ†ÿë ¨Àÿç¯ÿˆÿöœÿ LÿÀÿæ¾æDdç {Óþæ{œÿ FÜÿç üÿþö ÓÜÿç†ÿ ¯ÿç¯ÿæÜÿ ¨÷þæ~ ¨†ÿ÷ 
’ÿæQàÿ LÿÀÿç¯ÿæ Aæ¯ÿÉ¿Lÿ>

· Aœÿ¿ ÓþÖZÿ ¨æBô {S{fsú {œÿæsçüÿç{LÿÓœÿÀÿ Aæ{s{Îxÿú Lÿ¨ç ¨÷’ÿæœÿ LÿÀÿç¯ÿæ Aæ¯ÿÉ¿Lÿ> 

Electricity Bill* /
B{àÿLÿúsç÷Óçsç ¯ÿçàÿú*

Telephone Bill* /
{sàÿç{üÿæœÿú ¯ÿçàÿú*

Passport /
¨æÓ{¨æsö

Bank Statement* / 
¯ÿ¿æZÿ ¯ÿç¯ÿÀÿ~ê*

Ration Card /
{ÀÿÓœÿú LÿæÝö 

Voter’s Card /
{µÿæsÀÿ LÿæÝö

Driving License / 
xÿ÷æBµÿçó àÿæB{ÓœÿúÓ

Others /  Aœÿ¿æœÿ¿ ____________________________________

(* B{àÿLÿúsç÷Óçsç ¯ÿçàÿú/ {sàÿç{üÿæœÿú ¯ÿçàÿú/ ¯ÿ¿æZÿ ¯ÿç¯ÿÀÿ~êsç 3 þæÓÀÿë A™#Lÿ ¨ëÀÿë~æ {ÜÿæBœÿ$#¯ÿ) Signature of the Policy Holder / ¨àÿçÓç™æÀÿêZÿ Ó´æäÀÿ

New Mobile No. + /
œÿíAæ {þæ¯ÿæBàÿú œÿó  +    

 -   Landline No. /
àÿ¿æƒ àÿæBœÿ œÿó

  -

Country Code /
{’ÿÉÀÿ {Lÿæxÿú 

Mobile Number / 
{þæ¯ÿæBàÿú œÿó 

Area Code /
FÀÿçAæ {Lÿæxÿú 

Tel. Number /
{sàÿç{üÿæœÿ œÿó

New Alternate Contact No./
œÿíAæ ¯ÿçLÿÅÿ {¾æSæ{¾æS œÿºÀÿ:  Area Code /

FÀÿçAæ {Lÿæxÿú 
Contact Number /
{¾æSæ{¾æS œÿó

New Email ID / œÿíAæ B{þàÿú AæBxÿç : ______________________________________________ Signature of the Policy Holder / ¨àÿçÓç™æÀÿêZÿ Ó´æäÀÿ

Signature of the Policy Holder / ¨àÿçÓç™æÀÿêZÿ Ó´æäÀÿ

Premium payment Method /¨ç÷þçßþ ¨Bvÿ ¨÷~æÁÿê: DIRECT BILL / xÿæB{ÀÿLÿu ¯ÿçàÿú ECS / BÓçFÓú CC Standing Instruction / ÓçÓç Îæƒçó BœÿúÎ÷LÿúÓœÿ

Billing Frequency Required /
Aæ¯ÿÉ¿Lÿ LÿÀÿë$#¯ÿæ ¯ÿçàÿçó üÿç÷LÿëFœÿúÓç:

Annual /
¯ÿæÌ}Lÿ

 Semi Annual /
 A•ö¯ÿæÌ}Lÿ   

Quarterly /
†ÿ÷ßþæÓçLÿ

 Monthly /
  þæÓçLÿ



Addition of Rider / ÀÿæBxÿÀÿÀÿ Óó{¾æSêLÿÀÿ~

Total Premium /
Óþë’ÿæß ¨ç÷þçßþ

Choice of Rider (Sum Assured in `) / ÀÿæBxÿÀÿÀÿ ¨Ó¢ÿ (¯ÿêþæ A$ö sZÿæ{Àÿ)

Critical Illness /
SëÀÿë†ÿÀÿ AÓë×†ÿæ

Accidental 
Death Benefit /

’ÿëWös~æfœÿç†ÿ
þõ†ÿë¿ àÿæµÿ

Accidental Total and
Permanent Disability / 

’ÿëWös~æ{Àÿ Óó¨í~ö †ÿ$æ
×æßê Aäþ†ÿæ

Hospital 
Cash Benefit /

ÜÿÓú¨çsæàÿú
Lÿ¿æÓ {¯ÿœÿçüÿçsú

Term /
sþö

  

Payor Waiver 
Benefit* /
{¨ßÀÿ {H´µÿÀÿ

{¯ÿœÿçüÿçsú*

Waiver of 
Premium /

¨ç÷þçßþÀÿ
dæÝ
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1
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Top-Up Premium / s¨ú A¨ú ¨ç÷þçßþ

Lÿ. Aæ¨~ZÿÀÿ s¨ú A¨ú ¨ç÷þçßþÀÿ üÿƒ Aæ¯ÿ+œÿ ¨íÀÿ~ LÿÀÿ;ÿë 

Name of the Fund / üÿƒÀÿ œÿæþ  Amount (₹) /¨Àÿçþæ~(₹)

Equity Large Cap Fund / BLÿë¿sç àÿæfö Lÿ¿æ¨ú üÿƒ
(SFIN:ULIF00118/08/11EQLARGECAP147)

Equity Top 250 Fund / BLÿë¿sç s¨ú 250 üÿƒ
(SFIN:ULIF0027/07/11EQTOP250147)

Bond Fund / ¯ÿƒú üÿƒ
(SFIN:ULIF00317/08/11BONDFUND147)

Money Market Fund / þœÿç þæ{Lÿösú üÿƒ
(SFIN:ULIF00425/08/11MONEYMARKET147)

Price Earning Based Fund / ¨÷æBÓú A~}ó {¯ÿÓúxÿú üÿƒ$
(SFIN:ULIF00526/08/11PEBASED147)

Managed Fund / þ¿æ{œÿfúxÿú üÿƒ
(SFIN:ULIF00618/08/11MANAGED147)

 
  
TOTAL / Óþë’ÿæß

· FÜÿç ¨àÿçÓçÀÿ Óˆÿö H ¯ÿ¿¯ÿ×æ¯ÿÁÿê Aœÿë¾æßê s¨ú A¨ú ¨ç÷þçßþ œÿçµÿöÀÿ Lÿ{Àÿ>

·  BœÿúÓë¿Àÿæ¯ÿçàÿçsçÀÿ ¯ÿç™#¯ÿ• µÿæ¯ÿ{Àÿ ¨ëÀÿ~ {ÜÿæB$#¯ÿæ ¨÷þæ~ ¨†ÿ÷ ’ÿæQàÿ LÿÀÿæ¾ç¯ÿæ 
¯ÿæš†ÿæþíÁÿLÿ F¯ÿó †ÿæÜÿæ AƒÀÿÀÿæBsçó œÿçßþ Aœÿë¾æßê {Üÿ¯ÿæ Aæ¯ÿÉ¿Lÿ> 

·  ¾’ÿç s¨ú A¨ú ¨Àÿçþæ~ `1,00,000 vÿæÀÿë A™#Lÿ {ÜÿæB$æF {†ÿ{¯ÿ Aæß 
¨÷þæ~¨†ÿ÷>

·  ¨÷Öæ¯ÿLÿZÿ ¯ÿ¿†ÿê†ÿ ¾’ÿç Aœÿ¿ {Lÿò~Óç ¯ÿ¿NÿçZÿ ’ÿ´æÀÿæ s¨ú A¨ú ¨÷’ÿæœÿ 
LÿÀÿæ¾æD$æF {†ÿ{¯ÿ œÿçþ§¨÷LÿæÀÿ œÿ$#¨†ÿ÷ ÀÿÜÿç¯ÿæ Aæ¯ÿÉ¿Lÿ>

 -  ¨÷’ÿæ†ÿæZÿÀÿ AæBxÿç H vÿçLÿ~æ ¨÷þæ~ ¨†ÿ÷

 -  ¨÷’ÿæ†ÿæZÿÀÿ Aæß ¨÷þæ~ ¨†ÿ÷

 -  $æxÿö ¨æsçö {¨{þ+ ¨æBô {WæÌ~æœÿæþæ 

From ` /vÿæÀÿë ` : Required ` / Aæ¯ÿÉ¿Lÿ `:

’ÿ÷Î¯ÿ¿ : ¯ÿêþæ A$öÀÿ ¨Àÿç¯ÿˆÿöœÿ ¯ÿçÌßsç ¨àÿçÓçÀÿ Óˆÿö H ¯ÿ¿¯ÿ×æ¯ÿÁÿê D¨{Àÿ œÿçµÿöÀÿ LÿÀÿç¯ÿ Lÿçºæ AƒÀÿÀÿæBsçó
SæBxÿú àÿæBœÿúÓ{Àÿ Lÿ¸æœÿê Aœÿë¾æßê BœÿúÓë¿Àÿæ¯ÿçàÿçsç ¨÷þæ~ D¨{Àÿ {Üÿ¯ÿ> 

Signature of the Policy Holder / ¨àÿçÓç™æÀÿêZÿ Ó´æäÀÿ

B.  Top-Up Amount /                      Minimum /           Maximum /
Q. s¨ú A¨ú ¨Àÿçþæ~                         Ó¯ÿöœÿçþ§                  Ó¯ÿöæ™#Lÿ

Changes in Sum Assured / ¯ÿêþæ A$ö{Àÿ ¨Àÿç¯ÿˆÿöœÿ

Signature of the Policy Holder / ¨àÿçÓç™æÀÿêZÿ Ó´æäÀÿ

Increase / ¯ÿõ•ç Decrease/ Üÿ÷æÓ

 On Death, CI or ATPD /
þõ†ÿë¿ {ä†ÿ÷{Àÿ, ÓçAæB ¯ÿæ Fsç¨çxÿç

On CI or ATPD /
ÓçAæB ¯ÿæ Fsç¨çxÿç {ä†ÿ÷{Àÿ

 On Death /
 þõ†ÿë¿ {ä†ÿ÷{Àÿ 

* Payor Waiver Benefit Rider /
* {¨ßÀÿ {H´µÿÀÿ {¯ÿœÿçüÿçsú ÀÿæBxÿÀÿ:

Signature of the Policy Holder / ¨àÿçÓç™æÀÿêZÿ Ó´æäÀÿ({¾{†ÿ{¯ÿ{Áÿ ¯ÿêþæ™æÀÿLÿ H ¨÷Öæ¯ÿLÿ µÿçŸ µÿçŸ {ÜÿæB$#{¯ÿ {Ó{†ÿ{¯ÿ{Áÿ {Lÿ¯ÿÁÿ FÜÿæ ¨÷¾ëf¿ {Üÿ¯ÿ)

{WæÌ~æœÿæþæ: D¨{ÀÿæNÿ Aœÿë{Àÿæ™{Àÿ Ó´æäÀÿ þë†ÿæ¯ÿLÿ þëô ¨àÿçÓç™æÀÿê F†ÿ’ÿú’ÿ´æÀÿæ {WæÌ~æ LÿÀÿëAdç {¾ D¨{ÀÿæNÿ þ{†ÿ ¨÷’ÿæœÿ LÿÀÿæ¾æB$#¯ÿæ ÓþÖ Óí`ÿœÿæSëÝçLÿ Ó†ÿ¿ H œÿçµÿöëàÿú A{s F¯ÿó þëô F$#{Àÿ $#¯ÿæ 
ÓþÖ Óˆÿö H ¯ÿ¿¯ÿ×æ¯ÿÁÿêSëÝçLÿë ¨æÁÿœÿ LÿÀÿç¯ÿæ ¨æBô ¨÷†ÿçÉõ†ÿç ¨÷’ÿæœÿ LÿÀÿëdç> 

D D M M Y Y Y YDate / †ÿæÀÿçQ:                                                               Place / ×æœÿ:________________

Signature of the Policy Holder / ¨àÿçÓç™æÀÿêZÿ Ó´æäÀÿ

¨÷æ©çÓ´êLÿæÀÿ Óâç¨ú

ÉæQæÀÿ Îæ¸/ Óçàÿú

¨àÿçÓç œÿºÀÿ ____________________¨æBô D D M M Y Y Y Y  _________ WsçLÿæ Óþß ¨í¯ÿöæÜÿ§/A¨ÀÿæÜÿ§{Àÿ ____________________ ¨æBô FLÿ Aœÿë{Àÿæ™ S÷Üÿ~ LÿÀÿæ¾æBdç> 

For Branch Office Use / ÉæQæ Lÿæ¾ö¿æÁÿßÀÿ ¯ÿ¿¯ÿÜÿæÀÿ œÿçþ{;ÿ 
Branch Name / ÉæQæÀÿ œÿæþ:__________________________
Staff Name / Lÿþö`ÿæÀÿêZÿ œÿæþ:__________________________
Staff Sign / Lÿþö`ÿæÀÿêZÿ Ó´æäÀÿ:__________________________
Date / †ÿæÀÿçQ: _____________ Time /Óþß: _____________                                                                                                                      
 a.m./p.m. / ¨í¯ÿöæÜÿ§/A¨ÀÿæÜÿ§ 
Place /  ×æœÿ: _____________  

F{xÿàÿH´æBÓú {sæLÿçH àÿæBüÿú BœÿúÓë¿ÀÿæœÿúÓ {Lÿæ.àÿç.

Email:  | www.edelweisstokio.in care@edelweisstokio.in


