\\ STATE INSURANCE

Live in a better State of mind
KNOW YOUR CUSTOMER (KYC)

For Businesses/Organizations
A. Identity Details

Name of Applicant: (As per Certificate of Incorporation or Registration)

Address of Registered Office:

Registration number: ABST No.:
Social Security No.:
Date of Incorporation: ____ o Commencement Date:
DD MM YYYY DD MM YYYY

Place of Incorporation:

Type of Business:

a.[ ]Limited Liability Co. d.[JNon Government/Charity g.|:|Estate
b.[1Sole Proprietorship e.[]club/Association
c.[IPartnership f. []other

B. Address Details

Mailing Address

Address: Parish/City:
Contact Details:

Tel. (Off.) ( ) Tel. (Cell) ( )
Fax ( ) E-Mail:

Proof of Address provided: (Not more than 3 months old)
| Utility Bill ClcableBill  CcellphBill [Lease Agreement [Bank Statement [Jother

C. Other Details

Nature of Business/Industry

a.DManufacturing d.[JRetailing g.[1Service (Specify)
b.[Jwholesale e.[IProfessional (Specify)______ h.[]other
c.DImport/Export f. DCatering/Restau rant
D. Directors/Shareholders Information
Directors/Shareholders Address Contact. No. ID Typer & No.

(More than 10% Voting Share)

E. Declaration

I/We hereby declare that the details furnished above are true and correct to the best of my/our knowledge and belief and
I/We undertake to inform you of any changes therein, immediately. In the event any of the above information is found to
be false or untrue or misleading or misrepresenting, I/We am aware that I/We may be held liable for it.

Name (Print) Signature

FOR OFFICE USE ONLY
DOriginals Verified [ Attested True copies of documents received

| hereby declare that the information given above has been verified by original documentation to ensure the correctness
of the information given, where appropriate.

Name (Print) Employee Signature Date: DD/MM/YYYY

SAT KYC
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