
REQUEST FOR POLICY CHANGE 

The Insular Life Assurance Company, Ltd.
Insular Life Corporate Centre, Insular Life Drive

Filinvest Corporate City, Alabang, 1781 Muntinlupa City
E-mail: headofc@insular.com.ph I Website: www.insularlife.com.ph

Tel.: (632) 8-582-1818 I VAT REG. TIN 000-464-124-000

1. For any change in beneficiary, if the policy owner is different from the insured, the signature of the insured is required. If the insured is below 18
years old, the signature of parent/guardian is required.

2. Together with this form, submit the original or certified true copy of any supporting legal documents required.
3. All documents issued or executed abroad should be translated in English and authenticated by the Philippine Embassy/Consular Office or apostilled

by a competent authority from the origin country.

IL20230718-1475

This/These request/s together with the original application, supporting documents and statements made to the Company for the said policy/ies shall be considered 

as my/our application for policy amendment.

If the original policy/ies is/are replaced by a re-issued policy/ies, I/we hereby agree that in consideration of my/our application for policy amendment, I/we shall 

surrender the original policy/ies and consent to its/their cancellation, and forever release and discharge said Company from any and all claims, demands and liabilities 

whatsoever under the surrendered policy/ies.

I understand that as a financial institution, Insular Life is subject to existing and future government regulations. I therefore agree to be bound by all applicable 

domestic and international laws in relation to any matter including but not limited to anti-money laundering, tax monitoring and data privacy.

In this connection, I authorize Insular Life to process my personal and sensitive personal information (also known as personally identifiable information or PII) including 

the collection, usage, storage, retention, and disclosure of my PII in the related processes and systems until its disposal. I likewise give my consent to Insular Life to 

share such information to its subsidiaries, affiliates, agents, medical information sharing facility of the insurance industry and third parties for any legitimate purpose, 

including the underwriting and administration of insurance coverage and claims, marketing and promotion of products, market research, data analytics and 

automated processing systems, internal and external audits, and such activities for which my PII may be required in fulfillment of mandated services across my entire 

life stages.

I/We also confirm that I/we have sought the consent of the insured and/or the beneficiary/ies in sharing his/her personal and sensitive personal information, as may 
be applicable.

I hold Insular Life free and harmless from any liability that may arise from any collection, use, disclosure, destruction or sharing of said information.

Note: This form is applicable to multiple policies with same transaction.
Policy Number/s:_____________________________________________________________________________________
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