
GROUP PROPOSAL FORM

DECLARATION: 

I ____________________________________________________________________________Declare that all information provided on this form above is
 complete and true to the best of my knowledge and belief. 

Signature_____________________________________________ Date_____________________________________________

Details Required at Inception of UAP Old Mutual Medical Insurance Cover

Full Name of Company

Cover Category(ies) chosen  

Period:    FROM TO

INSURED's Name  Other Names

Policy No. (To be issued by UAP-OM)

Postal Address: Code: Town:

Proposal agreed upon (Agreed Premium)

Plot No. Physical Address*:

Country of Residence:

Tax Identification Number: (TIN) 

Brokers name: 

Mobile Number*: Country Code: Area Code:

Other Phone Number: Country Code: Area Code:

Special Offers requested/given: 

Email Address*:

Agents name: 

*PLEASE COMPLETE THIS FORM IN BLOCK CAPITALS

UAP Old Mutual Insurance Uganda
Plot 3-5 New Portbell Road | UAP Nakawa Business Park| P. O. Box 7185 Kampala, Uganda | Toll Free: 0800132700 | Tel: +256414332700

Email:  medicaluic@uap-group.com | Website: www.uapoldmutual.com


