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FAMI LY FUNERAL P LAN AFRICAN UNITY Dignity Group is an authorised Financial Services Provider FSP: 44875

LIFE

Underwritten by African Unity Life Ltd a licensed insurer and authorised

fi jal I ider, FSP 8447
Tel: 0861 777 100 | Fax: 086 6653862 | Email: claims @dignitygroup.co.za nAnciatservices proviaer

ALL CLAIMS SUBJECT TO THE INSURER VERIFYING AND APPROVING, AT ITS SOLE DISCRETION, THE SUBMISSION MADE HEREIN BY THE CLAIMANT.

DETAILS OF THE PRINCIPLE INSURED

POLICY NUMBER: CLAIM NUMBER:

Surname: Name:

ID Number: Tel: ( ) Claim Amount: R
Email:

DETAILS OF DECEASED

Surname: Name:

ID Number: Date of Birth:

Principle Insured: Spouse: Common Law Spouse: Child: Student: Extended Family Member:
Entry Date: Date of Death:

Cause of Death: Natural Unnatural Suicide

DETAILS OF THE NOMINATED BENEFICIARY (as per application form)

Surname: Name:

ID Number: Contact Number:

BANKING DETAILS OF THE NOMINATED BENEFICIARY TO RECEIVE THE BENEFIT

Account Holder Name: Bank:

Please provide your correct Bank Account Number: Branch Code:

Type of Account:

PROTECTION OF PERSONAL INFORMATION & DECLARATION

African Unity Life Limited ("AUL") understands that your personal information is important to you, therefor your privacy is just as
important to AUL and we are comitted to safeguard and process your information in a lawful manner.

By signing your initial below, you agree and consent to the following:

| consent to the processing of my personal information, including the sharing of information for purposes of implementing and
maintaining this policy and such other services which may include verifying my identity, processing and paying of future claims and
using my personal information in risk models and personal profiles to enhance the overall risk management by the insurer;

| consent to receive direct marketing of goods or services to be marketed by means of electronic communication; and

| acknowledge that | have cerain rights, such as objecting to the colllection of my personal information and lodging a comlaint in
this regard. (Further information may be obtained on the insurers website or the disclosure document which will be provided to the

policy holder.)

| hereby declare that the information provided in this document is accurate and correct.

SIGNATURE OF CLAIMANT: Date:




