
POLICY AMENDMENT REQUEST FORM

SECTION A

Please fill in Block Letter          Current Address          Permanent Address          Work Address

Address

City

Mobile

Email PAN No.

Tel

State Pin Landmark

Please indicate your preference for preferred mailing address Current       Permanent Work

Note: In case total Annual Premium exceeds Rs 10,000, including all the policies, please provide a copy of self-attested supporting address proof for new address.

The supporting address proofs are as follows:

(Please tick the appropriate option) / Attach PAN Copy in case of PAN updation.

Letter from recognized public authority / or public servant verifying the mailing address

Valid lease agreement along with rent receipt (dated within 3 months)

Employer Certificate

Passport, Voter's Identity Card, Driving License, Ration Card

Telephone Bill, Electricity Bill (dated within 6 months)

Credit card or Bank Statement (dated within 3 months) 

1. Change in Address / Personal Update

2. Change in Name

Policyholder  Life Insured  Company Name

Title

First Name

Middle Name

Last Name

Request to submit the following additional documents along with a duly signed Policy Amendment Form

For Individual Name Change:

Affidavit on stamp paper (according to the state value) attested by First Class Magistrate/Notary and copy of marriage Certificate / marriage card (for name change 

after marriage) Affidavit on stamp paper (according to the state value) attested by First Class Magistrate/Notary and proof for name change.

For Company Name Change:

Certified true copy of Memorandum and Articles of association of the Company along with a certified true copy of certificate of incorporation issued by Registrar of 

Companies.

I fully understand the meaning and scope of the Policy Amendment request form and the questions / amendment requests contained above and submitting the 

completed Policy Amendment request form of my own volition.

"In case the Policyholder provides incomplete or incorrect information in this form, the company will not be held liable for any delay arising due to such 

incorrect/incomplete information." Also, the relevant processing will be applicable from the date of complete requirements/documents received by Max Life 

Insurance

Signature of Policyholder/Assignee    Date

(should match with policy records) _____________________________               Place___________________

D    D   M   M    Y    Y

Signature VerifiedD    D   M   M    Y    Y

D    D   M   M    Y    Y

GO Stamp

Signature Verified

GO Stamp

Vernacular Declaration : Incase policyholder’s signatures is in the form of a thumb impression (left thumb) or in a vernacular language

I hereby declare that I have fully explained the contents of this form to the policyholder and that left thumb impression / signature of the

policyholder has been appended after fully understanding the contents of this form

Name & Address of Declarant : __________________________________________________________________________

Date                 Place : ________________________________ Signature : _____________________

Policy Amendment form/Version 2.3/ Aug 2014

Policy Number

Type of request ___________________________________________________________

Received by _____________________________________ Date   Time of Receipt ______________________________________

Employee Code________________________________ Signature____________________________________________________

Max Life Insurance Company: Operation Center, Plot No. 90A, Sector 18, Udyog Vihar, Gurgaon (Haryana) – 122015

CUSTOMER ACKNOWLEDGEMENT SLIP

Policy Number





POLICY AMENDMENT REQUEST FORM

SECTION C

A C Rider (Tick to Indicate) Term  Coverage Amount Effective Date(DDMMYY) Current Occupation

Dread disease rider NA

Personal Accident

Benefit

Payor Rider NA

Term Rider NA

Term R & C NA

(5 year)

Waiver of premium

(WOP)

Premium Effective Date 

Amount (DDMMYY)…………………

8. Addition/Change of Rider A-Addition C - Change

Note :

-Health Declaration form is required for all addition of rider. Life insured may be required to Undergo medical test

-Completely filled payor questionnaire and duly attested date of birth proof is required for Addition of payor rider

-Any addition of rider/option is subject to company underwriting the risk or realization of premium whichever is later and the company shall not be liable until such   

 time it has underwritten the risk and issued the rider /option contract to the policyholder

I understand and agree that the change request by me will be accepted by the Company subject to the terms and conditions of the policy contract.

I fully understand the meaning and scope of the Policy Amendment request form and the questions / amendment requests contained above and submitting the completed 

Policy Amendment request form of my own volition.

"In case the Policyholder provides incomplete or incorrect information in this form, the company will not be held liable for any delay arising due

to such incorrect/incomplete information." Also, the relevant NAV and processing will be applicable from the date of complete requirements /documents received by Max 

Life Insurance

Signature of Policyholder/Assignee Date

(should match with policy records)________________________________ 

Place___________________

D    D   M   M    Y    Y

Signature VerifiedD    D   M   M    Y    Y

D    D   M   M    Y    Y

GO Stamp

Signature Verified

GO Stamp

Vernacular Declaration : Incase policyholder’s signatures is in the form of a thumb impression (left thumb) or in a vernacular language

I hereby declare that I have fully explained the contents of this form to the policyholder and that left thumb impression / signature of the

policyholder has been appended after fully understanding the contents of this form

Name & Address of Declarant : __________________________________________________________________________

Date                 Place : ________________________________ Signature : _____________________

Policy Amendment form/Version 2.3/ Aug 2014

Policy Number

Type of request ___________________________________________________________

Received by _____________________________________ Date   Time of Receipt ______________________________________

Employee Code________________________________ Signature____________________________________________________

Max Life Insurance Company: Operation Center, Plot No. 90A, Sector 18, Udyog Vihar, Gurgaon (Haryana) – 122015

CUSTOMER ACKNOWLEDGEMENT SLIP

Policy Number










