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v EMPLOYER’S STATEMENT
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@ Name and Position of Employer Representative

Signature Date

Company Stamp

v INSURED’S STATEMENT
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v INSURED’S STATEMENT (CONT’D)

| certify that the above statements/responses are full and true to the best of my knowledge and understand that payments will be made in accordance with the terms and
conditions of the Group Policy.

| hereby authorize my Employer to disclose full details of my duties, salary and terms of employment, to Canopy Insurance Limited. | further authorize and instruct all
medical professionals and institutions to fully disclose to Canopy Insurance Limited or its duly appointed representative, all information relative to my health and medical
history.

Signature of Employee Witness Date

v ATTENDING PHYSICIAN’S STATEMENT
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v LOSS OF LIMB/ORGAN

| hereby certify that the answers to the foregoing questions are accurate and complete to the best of my knowledge and belief.

E Physician’s signature Date

Address

Stamp
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