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Name: 

(Please PRINT)                                              FAMILY NAME                                                FIRST NAME                                                MIDDLE NAME

Birth Date (mm/dd/yyyy): ____/_____/_______​​_       Age: ________ 

Civil Status:       Single         Married        Widowed        Separated          Sex:        Male         Female
Occupation: _______________________________  Monthly Income: 

Company:

Address (Please check box for preferred mailing address) :              Home Address             Office Address
Home  Address: 
                                                                                                  Postal Code:
Home Tel. No./ Fax No. /Mobile No.:  ​​​​​​​​​​
Office Address: 

                                                                                                  Postal Code:

Office Tel. No./ Fax No. /Mobile No.:  ​​​​​​​​​​
Email Address________________________________________________

Plan:
PLAN 200 (P200,000 coverage)  
        
                PLAN 500 (P500,000 coverage)
        


                PLAN 1,000 (P1,000,000 coverage)
                 
Others        

Mode of Payment:          Annual                  Semi-Annual                Quarterly               Monthly 
Beneficiary’s Name:

Relation to Proposed Insured:

Birth Date (mm/dd/yyyy): ______/______/_________​​_  

                                                                                                                                     

          

                                                                                                           
IMPORTANT

If you answered “YES” to any of the questions above, please give full details.  For Q1 and Q2, state the ailment / impairment; name of doctor and hospital; and date and result of consultation.  Use separate sheet if necessary.




I understand that this insurance is issued based on the above answers which I represent to be true and complete to the best of my knowledge and belief.  I agree that the policy will not become effective until I have paid the first premium authorize any physician, hospital, clinic or other medically related facility to furnish The INSULAR LIFE Assurance Company, Ltd. with any information concerning my medical history and physical condition. I understand that the policy will not be in force until I have made the first premium payment.
(___________________________________________                       _______________________________________       

            SIGNATURE OF APPLICANT                                  Date
















 �
 �
Age�
Age�
Age�
Age�
Age�
Age�
Age�
�
Plan�
MODE OF PAYMENT�
20 - 35�
36 - 39�
40 - 43�
44 - 47�
48 - 50�
51 - 53�
54 - 55�
�
200�
Monthly�
203.80�
243.80�
303.80�
387.80�
463.80�
555.80�
663.80�
�
 �
Quarterly�
607.80�
727.80�
903.80�
1,155.80�
1,379.80�
1,651.80�
1,975.80�
�
 �
Semi-Annually�
1,199.80�
1,435.80�
1,791.80�
2,283.80�
2,731.80�
3,271.80�
3,907.80�
�
 �
Annually�
2,308.00�
2,760.00�
3,440.00�
4,392.00�
5,248.00�
6,288.00�
7,516.00�
�
300�
Monthly�
305.70�
365.70�
455.70�
581.70�
695.70�
833.70�
995.70�
�
 �
Quarterly�
911.70�
1,091.70�
1,355.70�
1,733.70�
2,069.70�
2,477.70�
2,963.70�
�
 �
Semi-Annually�
1,799.70�
2,153.70�
2,687.70�
3,425.70�
4,097.70�
4,907.70�
5,861.70�
�
 �
Annually�
3,462.00�
4,140.00�
5,160.00�
6,588.00�
7,872.00�
9,432.00�
11,274.00�
�
500�
Monthly�
509.50�
609.50�
759.50�
969.50�
1,159.50�
1,389.50�
1,659.50�
�
 �
Quarterly�
1,519.50�
1,819.50�
2,259.50�
2,889.50�
3,449.50�
4,129.50�
4,939.50�
�
 �
Semi-Annually�
2,999.50�
3,589.50�
4,479.50�
5,709.50�
6,829.50�
8,179.50�
9,769.50�
�
 �
Annually�
5,770.00�
6,900.00�
8,600.00�
10,980.00�
13,120.00�
15,720.00�
18,790.00�
�
1000�
Monthly�
1,019.00�
1,219.00�
1,519.00�
1,939.00�
2,319.00�
2,779.00�
3,319.00�
�
 �
Quarterly�
3,039.00�
3,639.00�
4,519.00�
5,779.00�
6,899.00�
8,259.00�
9,879.00�
�
 �
Semi-Annually�
5,999.00�
7,179.00�
8,959.00�
11,419.00�
13,659.00�
16,359.00�
19,539.00�
�
 �
Annually�
11,540.00�
13,800.00�
17,200.00�
21,960.00�
26,240.00�
31,440.00�
37,580.00�
�
1500�
Monthly�
1,528.50�
1,828.50�
2,278.50�
2,908.50�
3,478.50�
4,168.50�
4,978.50�
�
 �
Quarterly�
4,558.50�
5,458.50�
6,778.50�
8,668.50�
10,348.50�
12,388.50�
14,818.50�
�
 �
Semi-Annually�
8,998.50�
10,768.50�
13,438.50�
17,128.50�
20,488.50�
24,538.50�
29,308.50�
�
 �
Annually�
17,310.00�
20,700.00�
25,800.00�
32,940.00�
39,360.00�
47,160.00�
56,370.00�
�
2000�
Monthly�
2,038.00�
2,438.00�
3,038.00�
3,878.00�
4,638.00�
5,558.00�
6,638.00�
�
 �
Quarterly�
6,078.00�
7,278.00�
9,038.00�
11,558.00�
13,798.00�
16,518.00�
19,758.00�
�
 �
Semi-Annually�
11,998.00�
14,358.00�
17,918.00�
22,838.00�
27,318.00�
32,718.00�
39,078.00�
�
 �
Annually�
23,080.00�
27,600.00�
34,400.00�
43,920.00�
52,480.00�
62,880.00�
75,160.00�
�















 (___________________


                   APPLICANT - OWNER


            (If other than proposed insured)





NO            














YES            

















For other plans, please refer to the table below:












































PRINT THIS APPLICATION FORM and APPLY NOW!


HURRY! Enroll before March 15,2006 and get your FREE 18 hours of internet connection!


Call our DIRECT LINES at 893-8032 and 892-3162 


Look for Marge or Carol (


FAX your application forms (with 2 valid IDs)to (632) 817-3155* (632) 892-3163 or you may email us at � HYPERLINK "mailto:margem@express.insular.com.ph" ��margem@express.insular.com.ph�
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(





(








 (___________________


                   PROPOSED INSURED


               Printed Name and Signature





                              YES       NO





Campaign Code: AMC1.OFWWA.NA.03M2





( 





________ft. _______ lbs. 








I understand that the policy will be in force when I have made my first payment.





                              YES       NO











REMINDER: It is usually disadvantageous to REPLACE existing life insurance policy(ies) with a new one.  Some disadvantages are:  *You may not be insurable on standard terms. *You may have to pay a higher premium in view of higher age.  *You may lose financial benefits accumulated over the years.


Please note that in your own interest, we would advise that you consult your present insurer before making a final decision.  Hear from both sides and make a careful comparison.  You can then be sure that you are making a decision that is in your best interest.








IMPORTANT If yes, please furnish details (name of company, policy number, and amount of insurance being replaced). 














NO            





YES            





(





(





*For the APPLICANT-OWNER to answer





Total Life Insurance in Force on Proposed Insured:





DECLARATION ON THE PROPOSED


REPLACEMENT OF EXISTING POLICY(IES)





Will premiums for the insurance applied for be paid by a policy loan from any existing policy?  





Has there been or will there be any change in any existing insurance in force?  





YES! I want no worries! Send me my Insular Life Money Back Plan.








AUTHORIZATION (For credit card payments only)


Yes, I’d like to pay premiums due on this policy should my application be approved through (Please tick off appropriate box)


( MASTERCARD	( JCB


( VISA 		( AMERICAN EXPRESS





Cardholder’s Name:�
�
CARD Number                                                       Issuing Bank�
�
CVV2/CVC2 Number*                                            Expiry Date�
�
Date of Birth                                                           Tel. No.�
�
Billing Address�
�
This will authorize Insular Life/Equitable Card to debit my credit card account representing premium for the insurance coverage subscribed. I understand that this arrangement will be on a continuing basis until I cancel the same in writing, duly received by Insular Life/Equitable Card.


I also understand that may withdraw from this premium payment arrangement effective 45 days after giving Insular Life a written notice of withdrawal.


Cardholder’s Signature (______________________________________


*CW2/CVC2 are the last 3 digit numbers indent printed at the signature panel at the reverse side of the credit card.





                              YES       NO





During the past 5 years, have you consulted a physician for medical attention or surgical advice, or been confined in a hospital, sanitarium or similar institution?


Have you ever been told you had: cancer, diabetes, epilepsy, heart trouble, high blood pressure, tuberculosis, kidney disorder, nervous disorder or HIV-AIDS? (If YES, please underline which ailment/s.)


Are you now in good health?                                                                                                         


What is your HEIGHT?


                              WEIGHT?      











APPLICATION FORM











