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INSURANCE MANAGEMENT

Dyfed Powys PoliceFederation 'J Philip

Insurance Benefits Trust Application
& Beneficiary Nomination

Please refer to the scheme summary for full details of the cover available under the scheme and the costs
per month.

If you are a Serving Officer you must be a subscribing member of the Police Federation to be eligible to
join the scheme.

Please ensure you have reviewed and can agree to the declarations overleaf before completing this
form.

Please Note: Our Privacy Nofice can be viewed on our website at www.philipwilliams.co.uk

A hard copy can be provided upon request.
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Your Details: €G\
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Surname: Forename/s :

Address :

Postcode:

Email : Tel No.:

Date of Birth: / / Date Joined Force: / / Payroll No:

Collar No:

Beneficiary Nomination Details: Wko é 0 O] ny | iv/\sL)r'Z\nA(:l,
As a member of the Federation Group Insurance Life scheme, ple provide details of the person(s)

that you wish to receive the money in the event of your death. Scheme trustees are not bound to follow
the nomination, but will take it intfo account. It is your responsibility fo ensure that in the event of your
circumstances orwishes changing you keep the information up to date.

Officer Beneficiary Details:

Name Date of Birth Relationship to Officer |Percentage of Benefit
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http://www.philipwilliams.co.uk/

To be completed by your spouse/civil partner/partner if they are to be
insured for the life benefit:

Name of Spouse/civil partner/partner: Hla (OL) P&FW

Date of Birth: / /

In the event of my death, my nominated beneficiaries are: YOUF ﬂa rb’)@fs l i\LQ |Y\5() Paﬂce,

Name Date of Birth Relaﬁonghip to Partner Per!:entage of Benefit
/ /
/ /

Please read and then sign the declarations below:

° | hereby authorise goxroll until further notice to make deductions from my pay/ pension at the rate(s)
agreed with the Police Federation.

° lunderstand that the premium rates may vary from time to time as agreed with the Police
Federation.

° | confirm that lhave read the summary of cover and am aware of the cover afforded under this scheme.

° | consent to the information on this form being stored / processed electronically.

° lunderstand that if my payments stop, all cover under the scheme will cease.

° If my applicationtojoinis successful, andlam not eligible for FREE cover, Iwill be notified when cover

andpaymentswillstartandamaware thatthereisnocoverpriortothisdate.

° I confirmthatiflam applying forcoverformy partnerthatthe person meetsthe following criteria;
* You are co-habiting
* Theyarefinanciallyinterdependent

° l understand that it is my responsibility that in the event of my circumstances or wishes changing that | keep
my information up to date.

Serving Member Signature: # S~ Date: / /
(required in ALL cases) 0 1S Luy | K
S ——

Health Declaration (applicable to ALL applicants):

| confirm | have been actively at work in my usual occupation for a period of 8 consecutive weeks prior to my
infended commencement of cover date (normal annual holiday entfittement may be ignored) and that | have not
had more than 14 days absence through iliness and/or injury during the last 12 months.

| confirm I am in good health and not aware of any condition or symptoms which may give rise to a claim under
thisinsurance and | confirm I am notinreceipt of any ongoing treatment or care (including checkups orregular
medication) forany accident, iliness ormedical condition.

| confirm that | am not currently awaiting referral to a medical practitioner or specialist/consultant and | am not
awaiting the results of any tests or medical investigation.

|confirmIhave nothad any application forinsurance declined, postponed or subjectto anincreased premium or
other special ferms, and that | have not previously made any claim for Critical lliness or Sickness insurance.

| confirm that | have not previously been refused entry into the group insurance scheme.

| understand that if this declaration is found to be untrue then my insurance will be invalidated and scheme
membership cancelled with noreturn of premiums.

Serving Member Signature (if applying): #O\-’ - s"& Date: / /

Partner Signature (if dpplying):\l OVC VQW Date: / /
v

Please note: If you are unable to confirm the above statements you may still be able to join the Scheme, but you will
needto complete a fullmedical questionnaire for evaluation by our underwriters.

Please return this completed form to: Dyfed Powys Police Federation Office, Police Headquarters, Llangunnor, Carmarthen SA31 2PF
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