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	Membership Application Form

	
	
	



	[bookmark: _Hlk128753837]Contact Information

	Name of Firm Click or tap here to enter text.
	

	Physical Street Address Click or tap here to enter text.

	P.O. Box No. Click or tap here to enter text.
	Postal Code Click or tap here to enter text.

	Work Phone Click or tap here to enter text.
	Direct Phone Click or tap here to enter text.

	Fax Click or tap here to enter text.
	

	Email Click or tap here to enter text.
	



	About Your Firm              Please respond to the following questions.

	Nature of your business Click or tap here to enter text.
	Total No. of employees   

	Date established Click or tap to enter a date.
	

	Key Contact Employees 
	

	Name
	Position
	Contact Numbers

	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	Principals of the firm 
	

	Click or tap here to enter text.	



	Interests              Tell us in which areas you are interested in volunteering your time to the Association.

	☐ Lecturing on General Insurance or Life topics
	☐ Public Relations sub-committee

	☐ Web Site development sub-committee
	☐ Technical sub-committee

	☐ Disciplinary sub-committee
	☐ Seminar sub-committee

	☐ Officer position
	




	SPECIAL SKILLS OR QUALIFICATIONS              Please list the qualified staff and their qualifications.

	Click or tap here to enter text.


	History of Your Firm              Summarize your history for us.

	Click or tap here to enter text.


	Person to notify in case of emergency

	Name Click or tap here to enter text.
	

	Street Address Click or tap here to enter text.

	City, ST/District Click or tap here to enter text.

	P.O. Box No. Click or tap here to enter text.
	Postal Code Click or tap here to enter text.

	Work Phone Click or tap here to enter text.
	Home Phone Click or tap here to enter text.

	Email Click or tap here to enter text.



	Agreement & Signature

	By submitting this application, we affirm that the facts set forth in it are true and complete. We agree to adhere to the CIIA’s Code of Conduct, be compliant with CIMA’s Statement of Guidance and with the Insurance Laws and Regulations of the Cayman Islands. We understand that if we are accepted as a Member Company, any false statements, omissions, or other misrepresentations made by the firm on this application may result in the firm being stricken from membership.   

	Name (printed) Click or tap here to enter text.
	

	Signature
	Date Click or tap to enter a date.



	THANK YOU

	Thank you for completing this application form and for your interest in joining as a member of our Association. 
Our Secretary and Treasurer will be corresponding directly to you.



	
ciia.ky
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