
(Check all that apply)

Within the last five years, have you been 
treated or been advised that you have 
any of the following conditions:

Benefit Option Amount

NA

NA

NA

NA

NA

NA

NA

NA
NA

NA
NA

NA

- Primary Insured Information

Identification: Other



I acknowledge that this Plan has been issued based on the information provided in The Family Critical Illness Plan Enrolment Form for 
insurance. I confirm that I have read carefully and given ________________________ (Primary Insured) authorization to apply for coverage 
on my behalf. I understand that: 

 If, I am no longer interested in the insurance and elect to cancel this policy, I must submit a written request to terminate my coverage.
 I am being enrolled for the Family Critical Illness Plan coverage and therefore will be subject to a six months waiting period during

which no claim is payable on diagnosis of a covered critical illness other than one directly resulting from an accident.
 The Order of Payment and Designation of Authorization as outlined in Policy dictates the payment of benefit and refund.

I hereby authorize and consent to the Primary Insured submitting medical reports in relation to me to CUNA Caribbean Insurance Society Ltd 
upon a claim being made and collecting the benefit of said claim on my behalf. I also acknowledge that I have read and understood the 
information stated under the Primary Insured Declaration above. In confirmation of this, I have signed and dated this document.

PRIMARY INSUREDS' DECLARATION

NAME

NAME

NAME

NAME

NAME

ADDITIONAL INSUREDS' DECLARATION  (To be completed by all additional enrolees over the age of 18 years) 

Benefits under this Policy are not payable if the diagnosis of a covered Critical Illness results either directly or indirectly from AIDS or HIV 
virus during the five years of continuous coverage immediately following the effective date of enrolment and subject to the definition of 
cancer as stated in the Policy contract.

I understand and certify that, to the best of my knowledge and belief, all statements contained in this enrolment form are true and agree that 
if there is any evasion, concealment, or misrepresentation in any of the statements made herein, the insurance issued on the basis hereof 
may be null and void or maybe adjusted based on true state of affairs. I also understand that where I am applying for coverage under The 
Family Critical Illness Plan (FCIP) that starting from the effective date of coverage, I will be subject to a six-month waiting period during 
which time only claims arising from the diagnosis of a covered critical illness resulting from an accident, will be paid. 

I hereby authorize CUNA Caribbean Insurance Society Limited or its representative to obtain information and records from any physician or 
medical professional having information with respect to my physical or mental condition for the purpose of the Family Critical Illness Plan 
(including for processing any claim) and also specifically consent to such a physician or medical professional disclosing such information to 
CUNA Caribbean Insurance society Limited or its representative. 

I hereby agree to receive notices and other information from CUNA Caribbean Insurance Society Limited.
I have read and understood the above information. In confirmation of this, I have signed and dated this document.

(If beneficiary is under 18)
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