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(POR PERSONS UNDERAGE 16)

TO BE COMPLETED AND SIGNED BY THE APPLICANT.
PLEASE PRINT ALL ANSWERS.

NAME OF CHILD

ADDRESS

SEX WEIGHTDATE OF BIRTH HEIGHT

dd mm yy

HAS THE CHILD: Please give DETAILS of all YES answers.
Include diagnosis. dates of treatment

I of illness, duration of illness, names &
I addresses of all attending physicians
and medical facilities.

I DECLARE THAT I HAVE READ THE ABOVE QUESTIONS CAREFUllY and that the answers to the said questions
regarding the child are complete and true and are in continuation of and form part of an application for insurance to
MARITIME LIFE (CARIBBEAN) LIMITED.

DATE SIGNATURE OF APPLICANT.

DATE WITNESS

AUTHORIZATION

MARITIME LIFE (CARIBBEAN) LIMITED is considering an application for insurance for my child and Ihereby authorize
any physician, surgeon or other person in your employ or connected or associated with you in any way, to give the
Medical Director of such Company, or his authorized representative any information including any prior medical history
Noch he may desire and which you may have acquired attending to me or my child in a professional capacity. A
Jhotocopy of this authorization shall be as valid as the original.

SIGNATURE OF APPLICANT-

ATE WITNESS


