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=wer / Authorization : | hereby certify that the foregoing statements are full and true to the best of my knowledge and | hereby authorize all
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Signature of Insured Member with Date
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Signature of Plan Secretary

N.B. : Please send this from to Jamuna Life Insurance Company Llrmted by mail before or at the time of admission in a Hospital/Clinic

and mail original copy to our Head Office for necessary
* Direct settelment with the hospital is applicable in case of admission in the Designated Hospital of the Company (List Over-Leaf)
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