
Medical Insurance Nominee Form

Name: (lnrre(h Sc^ler.dr.cr Qlnr.... n h$ql\'
ICICI Account No.(if you have)

\ 1

*tln
Pan card No: Rru[teq6 3\F
Your Date of Birth: z( \or|r tqq+
Nominee:

V I d.xcr tnortsi B,c^rondrc, ch n n r\r\e(\\r
Relationship with nominee:

\J

BoN
\J

Marital Status (SingleAvlarried): $, ^ qr1
U

If married please rnention the below mentioned details:

Wife/Flusband's Name: Nl+
Date of Birth:

{^JIA

Age: p (+

Gender: rvlA
Childl's Name: N\ A

Date of Birth:

^,1 
A

Age: dtft
Gender: NIA
Child2's Name: ,l't

t\/ l'

Date of Birth:
'1''J 

i i'l'

Age r.il+
Gender: pll+


