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18 other countries

BENEFICIARIES

TERMINATION

This policy will terminate on the earliest of the following:

1. For non-payment of premiums beyond grace period 
   (31 days).

2. The date of the policy anniversary immediately following 
    the insured’s seventieth birthday.

3. Upon receipt of a written request from the policyholder 
    for cancellation

4. The date at which a claim is paid according to the terms 
    of the contract

CLAIMS

Proceeds payable on the death of the insured while the policy 
is in force shall be paid to the designated beneficiary or to 
the policyholder’s estate.

Notice of claims must be submitted to the Company 
within six months after diagnosis and must be 
accompanied by medical certification, detailing cause 
and nature of illness including any pertinent reports, 
from a physician practicing legally in Jamaica or other 
approved jurisdictions.

The Company reserves the right to confirm diagnosis 
by a company appointed doctor. A claim for a benefit 
under this policy shall not be payable where there were 
pre-existing medical condtions including those listed 
in the questionnaire.

* A death benefit is payable and is equal to the sum of 
all premiums paid to the date of death.

REFUND PREMIUM BENEFIT

At the exipry date, if there was no claim paid, all premiums 
paid will be refunded and the policy will terminate.

The Anderson Building
85 Hope Road,
Kingston 6, Jamaica,
Tel: (876) 927-9821-7
Fax: (876) 927-9817/6737

Lot #3 Caledonia Mall
3 1/2 Caledonia Road, 
Mandeville, Manchester, 
Tel: (876) 961-0001-2 
Fax: (876) 961-0003

17 Main Street,
Ocho Rios, St. Ann,
Tel: (876) 974-7131
Fax: (876) 974-4923

Shop F 213 
Bay West Complex,
Montego Bay, St. James.
Tel: (876) 952-4448 
Fax: (876) 979-7868

Premiums are payable monthly, semi-annually, or annually and 
are due on the first day of the first month of each payment 
period. The term of the premium payment is the earlier of the 
attainment of age 70 or when twenty (20) years premiums have 
been paid. The premium rates quoted are guaranteed for one 
(1) year only and will be subject to review at each renewal date. 
Issue ages are between 18 and 65 years.

DECLARATION

I hereby apply for coverage and agree to pay the required 
$....................................... (semi-annually / anually / monthly) 

Applications approved by the 15th of the month become 
effective on the 1st of the following month. If this application 
is not accepted. Sagicor Jamaica Limited will provide notification 
thereof within 12 days of the date of refusal.

I hereby declare that to the best of my knowledge and belief, the 
statement and answers given are full, complete and true. I also 
understand that failure to disclose pertinent information, 
whether deliberately or negligently, may invalidate this contract, 
and affect the payment of future benefits.

Signature of Insured..................................        Date.................. 
Witness......................................................         Date.................
Advisor/Broker...........................................        Date..................
Witness......................................................         Date.................

ISSUE 
DATE

MONTHLY
PREMIUM

ANNUAL
PREMIUM

ISSUE
DATE

MONTHLY
PREMIUM

ANNUAL
PREMIUM

18 493.00 4,930.00 42 1,950.00 19,500.00
19 519.00 5,190.00 43 2,385.00 23,850.00
20 552.00 5,520.00 44 2,564.00 25,640.00
21 570.00 5,700.00 45 2,761.00 27,610.00
22 600.00 6,000.00 46 2,979.00 29,790.00
23 781.00 7,810.00 47 3,218.00 32,180.00
24 824.00 8,240.00 48 3,359.00 33,590.00
25 871.00 8,710. 00 49 3,507.00 35,070.00
26 922.00 9,220.00 50 3,661.00 36,610.00
27 975.00 9,750.00 51 3,822.00 38,220.00
28 998.00 9,980.00 52 3,990.00 39,900.00
29 1,019.00 10,190.00 53 4,258.00 42,580.00
30 1,094.00 10,940.00 54 4,543.00 45,430.00
31 1,154.00 11,540.00 55 4,848.00 48,480.00
32 1,230.00 12,300.00 56 5,173.00 51,730.00
33 1,267.00 12,670.00 57 5,520.00 55,200.00
34 1,305.00 13,050.00 58 5,836.00 58,360.00
35 1,344.00 13,440.00 59 6,170.00 61,700.00
36 1,384.00 13,840.00 60 6,523.00 65,230.00
37 1,425.00 14,250.00 61 6,896.00 68,960.00
38 1,473.00 14,730.00 62 7,290.00 72,900.00
39 1,580.00 15,800.00 63 7,707.00 77,070.00
40 1,693.00 16,930.00 64 8,148.00 81,480.00
41 1,816.00 18,160.00 65 8,614.00 86,140.00

for further information please contact:



SAGICARE CRITICAL
SagiCare Critical is a major illness policy that pays a lump 
sum to the policy holder or beneficiaries on the diagnosis 
of a covered condition.

The Major illnesses covered are Heart Attack, Cancer, 
Stroke and Kidney Failure.

The lump sum benefit payable is one million five hundred 
thousand dollars ($1,500,00). In the event of the diagnosis 
of a covered condition within ninety (90) days of the policy 
effective date, or death within thirty (30) days after 
diagnosis, the benefit payable is limited to a refund of 
premiums paid to date.

The SagiCare  Critical is available for individuals 18 to 
65 years

NO MEDICAL REQUIRED

 

DEFINITIONS

CANCER 
The uncontrolled growth and spread of malignant cells and 
invasions of tissue as evidenced by definite histology including 
Leukemia, Lymphoma, Hodgkin’s Disease, Kaposis sarcoma and 
all skin cancers.

HEART ATTACK 
The death of a portion of the heart muscle as a result of an 
inadequate supply of blood to the relevant area, evidenced by all of 
the following: symptoms of typicl chest pain, new electrocardiography 
changes and elevated levels of cardiac enzymes.

KIDNEY FAILURE 
Severe malfunction of the kidney to such an extent as to result in 
permanent. and continous treatment of the condition. More 
specifically, such a condition shall be the end stage or renal 
failure presented as the chronic irreversible failure of both kidneys 
to function, resulting in regular dialysis or kidney transplant.

STROKE 
A cerebrovascular incident resulting in permanent neurological 
damage.

APPLICATION FORM
Name of Insured:

................................................................................................

Mr Ms Mrs

Sex:

Date of Birth: ..........Day...................Month..................Year

Male Female

Height:                     Feet:......................... In:.......................

Weight:                    (lbs):.........................

Home Address:

.............................................................................................

.............................................................................................

Mailing Address (if different from above):

.............................................................................................

.............................................................................................

.............................................................................................

e-mail: .................................................................................

Telephone: ..........................................................................

Name of Employer: ............................................................

Address of Employer:

.............................................................................................

.............................................................................................

.............................................................................................

Name of Applicant (if different from above):

............................................................................................

Mr Ms Mrs

Address of Applicant:

.............................................................................................

.............................................................................................

.............................................................................................

e-mail: .................................................................................

Telephone: ..........................................................................

Name of Beneficiary: ............................................................

Address:

.............................................................................................

.............................................................................................

.............................................................................................

Telephone: ..........................................................................

Telephone: ..........................................................................

Please answer the following questions.

1. Have you been diagnosed with, treated for, or told that 
    you have:

    a) Cancerous or pre-cancerous growth of 
         any kind?

    b) Heart attack, cerebro-vascular accident 
         (stroke), heart disease, angina or 
         abnormal ECG?

     c) Chronic kidney disease, renal failure 
          requiring renal dialysis or a renal 
          transplant.

2. Have you ever had symptoms of, been 
    diagnosed with or treated for HIV 
    antibodies or AIDS?

3. Have you seen a healthcare provider for 
    any condition, signs or symptoms which 
    have not yet been diagnosed.

4. Have you taken, or have been advised to 
    take prescription medication in the last 
    two (2) years?

    If “Yes”, please indicate medication, dosage 
    and frequency, and reason. 

    ..............................................................................................
    ..............................................................................................
    ..............................................................................................
    ..............................................................................................
    ..............................................................................................

5. Have you smoked or used any form of 
    tobacco in the last ten (10) years?

    If “Yes”, indicate the type and amount of tobacco used 
    per day.

    ..............................................................................................
    ..............................................................................................
    ..............................................................................................
    ..............................................................................................
    ..............................................................................................

QUESTIONNAIRE

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

YES NO

SagiCare CRITICAL
is one of the solutions offered by Sagicor to help 
you attain your financial goals. Please ask your 
Sagicor representative how our products can form 
part of a wise approach to your complete financial 
well-being




