
 
EMPLOYEE DATA FORM 

 

 Gender: 
  M    (   ) 
  F     (   )    

DD/MM/YY 

  
____/_____/____ 
Date of Birth 

  
_________________________________________________________ 
Last    First    Middle 
 
________________________________________________  Tel ________ 
Name and address of Employer. 

 

 
________________________________________________________________ 
 
 

_____________________________________________________ 

 

 
Home 

 Address: 

Other 
Persons to 
be  In-

sured: 
(up to age 18 for 
children) 

Orion Gold Club - Medical Employee 

I am aware that this completion and submission of this application form cancels all previous authorization. I hereby authorize 
my employer to deduct from my salary and remit to Orion Insurance Brokers Ltd., the total sum of $ ___________________   
monthly  as of  ________________________________    This order may not be cancelled except upon the authority of the    
insured or Orion Insurance Brokers Limited. 
 
 

_____________________________    _____________________________________   ___________________ 
Signature                                      TRN #                Date 
 
  
________________________________________     ___________________________________________________             ________________ _____________ 
Company Approval                      Date 

 

 

 Insured 

 
 

Plan  
of  
Choice: 

Beneficiaries’ Names                                                                                                                                                    Date Of Birth 
DD/MM/YY 

Relationship Percentage (%) 

    

    

    

    

Appointed Trustee: 

 

__________________________________________________   ____________________________________________ 
Spouse’s Name     D.O.B       Child’ s Name         D.O.B
         
__________________________________________________   ____________________________________________ 
Child's Name     D.O.B       Child’ s Name         D.O.B 
 
__________________________________________________   ____________________________________________ 
Child's Name     D.O.B       Child’ s Name         D.O.B
  

 

_______________________ 
Location  
 
___________/ ___________ 
Cell    Home 

  
VOLUNTARY BENEFIT PLANS: 

 

Supp. Life          ____   ___________    
 

Parental life        ____   ___________  
 

Dependent Life  ____   ___________                             
 

Critical Illness   ____   ___________ 
 

 

TOTAL     $  ______________ 

SAGICOR INSURED PLANS: 
  
Option 1:   $1,000 (   ) 
Option 2:   $1,500 (   ) 
Option 3:   $1,800 (   ) 
 
 
SAGICOR FAMILY PLANS: 
  
Option 1:   $2,000 (   ) 
Option 2:   $2,500 (   ) 

GUARDIAN INSURED PLANS: 
  
Option 1:   $500 (   ) 
Option 2:   $600 (   ) 
Option 3:   $800 (   ) 
 
 

INVESTMENT: 
$100 (   )* 
 
 

___________________ 
 
*IF NO SAGICOR OPTION IS CHOSEN AN ADDITIONAL $100 
MUST BE PAID WITH THE INVESTMENT. 



PLEASE TICK THE PREMIUMS FOR THE OPTIONS SELECTED 

SAGICOR INSURED PLANS 

GUARDIAN INSURED PLANS 

SAGICOR FAMILY PLANS 

PARENTAL LIFE PLANS 

SUPPLEMENTAL LIFE PLANS 

CRITICAL ILLNESS PLANS 

Sagicor Inusred         ____________ 
Guardian Insured      ____________ 
Family Option           ____________  
Parental Life Plan     _____________ 
Supplemental Life    _____________ 
Critical Illness          _____________ 
Investment                _____________  TOTAL PREMIUM ___________ 


