For Office Use Only: H .D Fc
Policy Servicing Request Form- ?ﬁnch; A Ltfe

STTET:
Health Plans -2 Rece%)% Date & T\i?%n?e: Sor ke itvol
iferf affRiT srety wid- e TTe e ol fetien SR T utha ke jugo!
M Received by: Ju
IS - 2 Teehdl:
Interaction ID:
ESSRGRIESH
Policy Number:
giferelt T
Name of the Policyholder:
ek <hl A1

[ ] ADDITION OF MEMBER (Please fill the SMQ on page 2)
S Tq & (U1 Y8 2 WR THTHTA )

GeneralRules:
= fAaE:

1. Addition of another member is applicable only to “Family Floater” plans. 2. Allnew members can be added only at specific events like birth,
adoption and marriage. 3. All time bound exclusions and waiting period shall apply to such added members. 4. Addition of member is subject

to underwriting. 5. Identity, address and age proofs of the new member(s) are to be submitted. 6. Incremental premium, if any, needs to be paid as
specified at the branch. 7. Proof of marriage and adoption are to be submitted, where applicable.

1. forelt o= TEw ! it dhae "FHRA eler" dtereit wR Fy glat @1 2. 9t AU Tl ol dhae 1+, g A9 ok Rarg Sieh fafe gearei or & Siter o wwar @13, 39
SitS g 9t Tewl W THgag afgwneur ok AfET difvas @ry ettt 4. sewa &t site siewrsfén & arefisr 21 5. ¢ we=a(al) A ugam, gar SR STy THTOT ST AT I 6.
3R hifags & frelt uarR i sgi=rt gieft @, at 2 A FaTg 71 SgER e frar ST fgel 7. Stet @n &), agt Rag ok mig S @1 wwTor STET @A ghmi

Iwould like to add a new member (details mentioned below) to be insured as part of the above Policy.

& IuRh viferdt & dgd e e & forg gen T Tew (fexor = fear mar 8) it Srear argar )

Name: N
AT

Date Of Birth: Sex: Height: (cms) Weight: (kgs)
Steafafd: o FTs: (F.H.) g (femam)
Reason for Addition of member:
T g T HRUT;

Date of Marriage: Date of Adoption:

e T ARG T &= <l aRiE:

Relationship with Proposer: Nationality: Country of Residence:
TRATEIh o 1Y e : e & 2an:
Educational Qualification: Non-Matric Matric Graduate Postgraduate Others

Qerfores i |:| R Afew |:| afen |:| IR |:| ESIGEARH |:| g
Occupation:[ | Salaried I:' Self-Employed I:' Student |:| Housewife I:' Others (Please specify)
g Frenddam ESIERIISE] foremeff Tfgoft I (Puan I SR &)
If Salaried, specify Company Name: Designation: ContactNo.
gfg Aerdasn & aY o &1 AW Far: U <l AT B CTE TS

If Self- Employed, specify business/occupation:
Tfe W-ASTIR , t caama /a0 adrd:

|:| DELETION OF MEMBER
e ! g T

General Rules:

amr=g Bam;
1. Deletion of a member is permitted only at specific events like death and divorce of a Life Insured. 2. The attested copy of the death certificate or
divorce agreement, as applicable, has to be submitted for deletion of a member. 3. The revised Premium, if any, will be applicable from the next

Premium due date,
1. foreht wewa ot gem it ergafar dhaet Sfiam faraRes H g i awre S fasty geared ur & & st 81 2. foreh Tewr &t gem & forg Jg wwToT U a1 aere aEEta f

geafua ufq, St off g al, 5 e gt 3. orR tiffew § i Hantes gian &, A ag srrel shifvaw 3a fafd & emg g,
I would like to delete the below Life Insured member from the Policy mentioned above.

# I Ifcwrfad uiferdt & 2 Ry 7y Sfiem dmraRe 9ex &t g1 amgdT g1

Name: Date Of Birth: Sex:
AT Sfaf: o
Reason for deletion: Date of Divorce: Date of Death:
BT T AR qelTen i aRE: g akE:
|:| CUSTOMER ACKNOWLEDGEMENT COPY (POLICY SERVICING FORM FOR HEALTH PLANS 2)
UTgeh & UTed! <l ufa (T gier 2 & fog uifas g wid)
Policy No: Interaction ID: Name of the Policyholder:
giferft g S AT Uiferdteen ot m:
PS Request: Documents accepted:[ ] Original Policy Document [ | Others
ot g SRt iehd TS T iferel} axdrest e
Customer Relations Officer: Date: Time:
TTgeh Tl SAfAhRY: arRa: SEUH

For queries or more information, call us on 022-68446530 (Call charges apply). Available Mon-Sat from 10 am to 7 pm. DO NOT prefix any country code e.g. +91 or 00.
g <t ware g a1 31 SR & g, 56 022-68446530 (chict [wh &R]) TR it e | Ig GIHAR T AR Gag 10 ot § A 7§t dch Iuersy g1 et +ff 321 a1 e S +91 a7 00 7 hmg|
Email-service@hdfclife.com | nriservice@hdfclife.com (For NRI customers only) Visit-www.hdfclife.com

38 - service@hdfclife.com |nriservice@hdfclife.com (et T73R3Ms UTgahl & forg) fafSie & - www.hdfclife.com
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I:‘ CHANGE OF LIFE INSUREDIPOLICYHOLDER DATE OF BIRTH
Sifaa afn/aifedures fr safafd & geae

I:' Life Insured I:' Policyholder
i afh giferefieres
GeneralRules

T Ao

1. Incremental Premium, if any, needs to be paid as specified at the branch. 2. A valid age proof, containing the correct Date of Birth, should be
submitted. 3. Change in Date of Birth is subject to underwriting.
1. 3R HiffaH & foreht R &l agit g1t 8, at S 2RaT # FdTg 7Y ik & F T fohar ST ARl 2. et S faf arer du sy wHer S foRar s anfe gl 3. s fafd | seara
SreRsfe & el &1
Old Date of Birth:___ /[ Revised Date of Birth.___ [/

Srfafa: et sfafd:
In case of change in Date of Birth of Life Insured

difaa aafts f s d aRada gt w®

Name of Life Insured:

i aafth &1 A
Note: SMQ to be filled only for Addition of Member, Conversion and Revival options.

e THYHE dhae Gad Sited, TUiarur 3R Rargad & faeedt & fog w1 s =gyl

[ ] SHORT MEDICAL QUESTIONNAIRE (SMQ) for Health: Details of the Life to be Insured
@ & A 217E AfSwa usmasht (gagaay): 9 aafws & diar g aren &, 39 faaron

SECTION 1A: PERSONAL AND FAMILY HISTORY OF ALL LIVES TO BE INSURED
Ts 1A: a1 forg o= aret It safral it aaferra ek aRar f e SHaRt
It is important to answer all questions truthfully. Failure to disclose material information could result in non-payment of claim.

Foft FaTel T FET IR AT S & | AEayUl SRR Al GeTHT 1 e TR &I el I A 514 el AT H e 8t Tehall 61

Personal Medical Detdails: Please answer the questions given below by tick marking against Yes or No.

frsht Afswre STHeRY: Fuar 19 iRy 7TQ Ui & IR & a1 76! & T Fet ol fH1H ame &1

A. Do you or any other Life to be Insured currently suffer or have ever suffered from high blood pressure,

diabetes, cancer, chest pain, heart disorder, joint disorder or any liver or kidney disorder? I:' Yes I:' No
A. I 319 7 1 31 AT afch g # 3o Tohamy, AYAE, o, W 1 &8, ged faar, Siel & faer ar foneft agea ar o i
e & R @ fifed @ a1 oreft difea w1 &2

B. Do you or any other Life to be Insured currently suffer or have ever suffered from any other

chronic medical ailment or have any physical deformity or handicap of any kind? |:| Yes |:| No
B. &RIT 3117 T i3 317 i aif<h ada= & fohdt 3 Ereiaptiores Rifohear fimrt @ fifed § arapeft fifsa i g an 3 Tt
foRelt oft ueRR <t «iReR farepfar ar fArenetivTaT & o &2

C.In the last 5 years, have you or any other Life to be Insured been hospitalised, undergone a surgery

or taken treatment for a continuous period exceeding 7 days? |:| Yes |:| No
C. st 5 aut #, a1 31y a1 dis 3 A aafth Tmar 7 A & siftres T3 & g sreadrer 7 o1ff gor g, Toi awrs g T8
S T SeATST ST 87

D.In the last 6 months, have you or any other Life to be Insured experienced any recurring health problem

or undergone any medical investigation other than routine health checks? |:| Yes |:| No
D. 1 fUse 6 AEA1 & siuent a1 fohelt o= difia cafth il TR-aR fohe 9T W =T T GIHAT sheT Ul & a1 fFafag &t i
T ST o STt fohelt o Afendl ST & 1o Ut 87

E. Has your or any other Life to be Insured’s Proposal for issuance or application for reinstatement for Life,

Health orAccident Insurance ever been declined, postponed,withdrawn, accepted at extra Premium or

subjected to any special terms? |:| Yes |:| No
E. 37 31TUch a1 fohelt 31 i eafh & Sfiee, Tmied a1 g e & forg e a1 STRY &t & Saes &t seft sredien & f
T a8, wafira e mran &, aruw foram man 8, sifafes diftm wr wien fomam ma ¢ an foeft Ry ordf & arefl St foarr mmam 82

F. Have you or any other Life to be Insured ever made a claim on any

Health Policy including any employer paid Group Policy? |:| Yes |:| No
F. 313U a1 <fior o aret foRelt o=y aafeh = aredfY oft et 8o difforeft wr i rar foman &, o fai=ht g1 o7 &t € qu gf B

iferet oft anfaer 82
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If you have answered Yes to A, B, C and D, please provide Additional Details in section 1B. Also provide relevant copies of hospital reports,
consultation and investigation reports for the medical condition, if available.

gf& 3= A, B, C 8k D & forg F & <k fean &, oY puan @ 1B 7 sifafh feror yer ad | a1 &), afs Sucrey g at AfSda shei & fig sreadra &t Rule,

s R S Roté @ St ufaat oft uem &R

If you have answered Yes to E, please provide Additional Details in section 1C.

g 1MUY E o1 3R &1 A e &, ot o @ 1C H sifafes faaror vem s

If you have answered Yes to F, please provide Additional Details in section 1D.

g MU= F o7 <R &1 & fam &, &t o @ 1D # ifaReh faxor vem w1

[ ] section 1B: Additional Details (if you have answered Yes to A, B, C and D in section 1A above)

s 1B: fafR<s faaror (afe e SR @< 1AH A, B, C 3R D & fag gi A sk feam @)

Insured Name (s)
A ef<h &1 A

Relevant question no. from Section 1A
TS 1A & J U FAlh

Name of ailment/condition,
nature of symptom(s)

AR /SRS et AT, FAETOT T Uepfd

Date first dlcgnosed/treoted or
symptom(s) identified

%ﬁmﬁﬁwﬁmmemm
& Uge Y aRIE

Details of investigation(s) done
(please include dates

&6 718 STr( i) et faaror, gumn ara
of FaTg

Details of past and current treatment
(please include dates)

foreet 3R adHT ZTSt T faraRoT (
arrg oft 5arg) o

Whether fully cured, recovered or still
undergoing treatment?

Wa{muﬁm@@ﬁﬁg’fﬂq%msﬁﬂ%ﬂ
SATST I 3BT 6

(Please attach a separate sheet in case the space is inadequate)

(STTE G A 81 IR FUAT 1T § Uk g8 U i)

Section 1C: Additional Details (If you have answered Yes to E in section 1A above)
s 1C: tfalR~h foeror (aft s SR @S 1IAT E R IR g 4 A @)
Please tick [v] where applicable
puaT Sigi <) 81 @i Wt 1 A g V]

Insured Name P EP SP | W D Name of Insurer Reason [ Description Policy No (if applicable)
AT s & A o | S | g sy | @ SRl T RO [ faRor gtfereft e (afe amy 8t
P: Postponed EP: Accepted with Extra Premium SP: Accepted on other Special Terms ~ W: Withdrawn D: Declined
ot wfia gt srfaRes & 91y Wigd odt: o fasiy <l W @iga Seey; a9 forar m 1 SThd

(Please attach a separate sheet in case the space is inadequate)
(S8 T 7 B IR AT 3T § Gk g8 TS )
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Section 1D: Additional Details (If you have answered Yes to F in section 1A above)
s 1D: srfalRs faa=vr (afe smu= IuRlh @< 1A & F &1 ok g @ feam @)

Name of the Insurance Claim Amount (INR) Date of Claim Status of Claim Reason for claim

Insured Name
Siferq safes a1 A\ Company where youhave | zrar & 71faY (INR) AT & h aRRE 3 & Ry 213 T FHROT
filed or intend to file a claim

AT YT ehT AT STET S Erer
2R fohaT € a1 TR e T 3RIaT
Tad gl

(Please attach a separate sheet in case the space is inadequate)
(STTe T 7 81 TR HUAT 1T T Uk UB TaH )

DECLARATIONS & AUTHORISATIONS
oy 3R urfdrerzor

Declaration & Authorisations on behalf of all persons proposed to be insured

a1 A & g gearfad geft safhal Y 3tk & =ivon ge urferenRor

= | hereby declare, on my behalf and on behalf of all persons proposed to be insured, that the above statements, answers and/or particulars given by
me are true and complete in all respects to the best of my knowledge and that | am authorised to propose on behalf of these other persons.

# 3ot SR & T ftHT A & oy Tt aeft cafral Y oik @ Siwo dheat/avd) § foh TR gRT g g IuRh e, SR ofiR/ar farur 2 gate SRt & ergar
goft yepR & T SR got € qun & 37 o aafhal Y 3R @ vRaTa et & forg wfdrepa g

= | understand that the information provided by me will form the basis of the insurance Policy, is subject to the Board approved underwriting Policy of
the HDFC Life Insurance Company ("Company") and that the Policy will come into force only after full receipt of the premium chargeable.

H gegraT/awsrcht § iR R gRT UaM & 718 SR 304 iferd! & SMYR S, I8 TaSIYha! a5t 3309 S feifics @i 918 gRT srgAifed sfewsfen Hifa &
a1efiT 2 9fR g uifferet shffvas &Y g ey 3 a1 & g gt

« lunderstand that all information provided in this proposal form/electronic proposal form ("Proposal Form") and any attachments are material to the Insurer's
decision to provide this insurance, and that insurance will be provided, at the Company's sole discretion, in reliance upon the truth of such information.

H gegrar/awsrdt § o 39 uara tiH/saaien Ueara i ("URara hin ") 7 & 18 §eft SR 8k s off sigeren stATeRdt & 9 ST Y Ue de & ot & fag
gyl & ok I8 o e o & ot & fog Agcaquf 8, aur ag i, shuht & guf e R, Uit G i Iar & SUR W uer foear S|
= | further declare that I will notify in writing any change occurring in the occupation or general health of the life to be insured/proposer after the
proposal has been submitted but before communication of the risk acceptance by the Company.
# 7rg oft SoT ahvar/@et g foh & uara ST Ry SR & |, A dhoet gRT SR Wepfa & dar @ ugd, fiar o aret aafth/uRdTaes & e ar g w@Reg |
B aret fonet off uRad= Y forfed ®u & g &/
= | consent to the Company or any of its authorized representatives seeking medical information from any doctor or from a hospital who at anytime
has attended on the life to be insured/proposer or from any past or present employer concerning anything which affects the physical or mental
health of the life to be assured/proposer and seeking information from any insurance company to which an application for insurance on the life to be
assured/proposer has been made for the purpose of underwriting the proposal and/or claim settlement.
F ehul a1 9geh ferelt oft srferepa afafafer et foelt oft STerez o foreft sreaerer @, forgt ahoft off A eafch /wearaes a1 gerst o gt a1 faneht oft st a1 adam Fale &
foReht oft ¥ a1 & IR & AP SR A & srgafa a1/ g, St fifia safth/uaraes & RifRe a1 Aflies e et pifad et gt iR foneft oft Sfer ot &
SRR ATl Sl 3T g, e urer ifa safs/uearads & forg e & forg smdes faan mar &, anfes usara o/t grar fAuer ot grfierd & s ad)
= | further consent and authorise the Company or any of its authorized representatives to seek medical information from any doctor/hospital/consultant/insurer
that I or any person proposed to be insured has attended or may attend in future concerning any disease or iliness in respect to a particular claim.
& Syt a1 3uch fhet oft sifdrepa wfafafer et fopet oft ST/ sreadTet/oRmRTerdT/daTend! € fRifthad STFeRRT U &e & forg Igafa ok sifdar <ar/Sd g, g §3 an
forelt 09 aafh 3, O diffa foran S wanfaa 8, fonedt faRiy arar o dety & forelt sfmmdt am 21 &6 Hefe & &war g a1 9= | 3@ ehd1/Tehd! gl
= | further consent and authorise the Company to share information pertaining to my proposal including the medical records for the sole purpose of
proposal underwriting and/or claims settlement and with any Governmental and/or Regulatory authority.

& U= Bl U U T Y SR, fad Afged Repls oft anfier €, ol dhaet veara grfierRY ofiz/am gmar Auem & Sea @ qur foheft oft e ofiR/an faffames
TFIGRROT & | ATSN e o folg Tgafar ofiR mifrepd anear/anset g1

= | agree to the Company taking appropriate measures to capture the voice log for all such telephonic transactions carried out by me, in accordance
with procedures/regulations.

# 39 19 & FAd g o ol IR g1 fohg 71q Foft SeftthifAen oi-31 & forg ufehanst/Fami & SIgaR arad |l R &hen & forg SfRid Sura st

= | voluntarily give my consent to collect, process, receive, possess, store, deal or handle my/our sensitive personal data or information [as defined in the
Information Technology (Reasonable security practices and procedures and sensitive personal data or information) Rules 2011 as amended from time to
time], with/ from third parties/vendors associated with the Company for various purposes and outsourced activities exclusively related to issuance/servicing

[settlement of claim as required under the Policy.

& @t @ oun/guR HaeAsfie aafha St a1 gaA [ o g venfidht (IR grem wered ik uftharett ofk ddeasfier eafthra e ar g=am) aw 2011 & wwa-
g o TN foham maT 8] Y TR e, T e, UTHd e, T, TUBHd e, TIaT et a1 ST o forg Sruft Tgafa dar/ad g it fafe Ig=at ofik sieeaisd
Tfafafea & forg dhoet & S ¥ i/ fadhareit & wr/d, St uiferel} & d&d saad U & AR /8T 3/Fuee @ wefd &
= | hereby also declare that | have read and understood the product as described in the sales literature and the sales illustration. | have read the entire text,
features, disclosures, exclusions, terms and conditions while applying for insurance

# gg oft giwon enear/ardt § foh 87 Sow foreder ok e serige H aftfa ufeae ol uel ik amen &1 37 $eaRu/Ramgad & forg smde s @73 wyuf urs, fagivard,
UehTenvuT, dfgtehur, Ao 3R ard udt &1

= | understand that any false declaration or misrepresentation may be liable for rejection of the Proposal Form or the contract of insurance shall be treated null
and void from inception of the contract. Fraud/ misrepresentction/ misstatement/ forfeiture/ suppression of material facts would be dealt with in accordance

with the provisions of Section 45 of Insurance Act 1938 as amended from time to time.
H FreraT/awsrcht § o6 s oft TeTa ST A TTerd ST OITd iH i ST 3 o fog IR g Fehd! § AT AT SIS i Sgee i ST & g T 3R S
AT ST | THY-T7G IR Gfa ey sifdfa, 1938 & &Ry 45 & Uraem=i & SIgaR GiardS [ Ted 99 [ Tdd 991 [ Stedt /| 7gcayqul a1 &l g8 WR Saeadh

SIRaTS Y ST
!T:YIGN HER:ﬁ
Place: Date: ok
WM :
Name of Policyholder:
giferdftemes a1 ATH:
(signature of Policyholder)
(gtfereftermen & g&aier)
[ Page 4-5 \
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Declaration to be made by a third person:

H R =af=h gr1 & s ared! givom:
The Policyholder has affixed his/her thumb impression/has signed in vernacular/has not filled the application. | hereby declare that the
content of this application form has been explained to the Policyholder in language and have truthfully recorded

the answers provided to me. | further declare that the Policyholder has signed/affixed his/her thumb impression in my presence

iferelerRen = 37O SRIST SITITaT &/ AToT # GEAIER fehy §/3Mde a1 41 &1 # GoeaRT HIvun ehiel/ad! § foh 58 aMrdest Ul chl farvg-aeg difereitenen et
7o # T & 1S € o g g Ty IRl Rt SATe gt fohat man @1 & oY g off ewon chear/aneet € o diforefiemes A A IufRdfa & sroem sitet e 8/ganer fahg &1

. GN HERE
Declarant Name: T CeTere F
ol AITH:
Declarant Address:
T U
Date: Place: -
arika: T (signature of the Declarant)
(eNwuTTeRaf T g&1eR)
NOTE
At

With reference to recent regulatory changes, please submit PAN or Form 60 (if you do not have a PAN) with HDFC Life with immediate effect. Pls update
via My Account/service@ hdfclife.com/022-68446530/HDFC Life branch. Ignore if submitted.

BT 81 & §T V[elet STaachdlan o SgHR HUdT TISIQHE! (15 o UTH deehlel O a1 thid 60 (afg simads urg &7 721 &) S | 35ah forg geum My Account/service@hdfclife.com/
022-68446530/HDFC Life branch o a1 fthk FSTEIAT Ta<IQHRT T1Sh &hi 2T IR fafSie a1 SFR ST Uget & ST o o &, f o S et e |

HDFC Life Insurance Company Limited (HDFC Life). CIN: L65T0MH2000PLC128245.IRDAI Registration No 101.

TASIgRdl Argw §a1¥9 dut fafals (vadtewdt @r3w) 1 CIN: L65110MH2000PLC1282451 IRDAI GSfieror Tt 1011

Regd. Off: 13th Floor, Lodha Excelus, Apollo Mills Compound, N.M. Joshi Marg, Mahalaxmi, Mumbai - 400 O11.

gSfiepa sprafaa: 131 A5, dier vadew, sratel fiew durds, ga.q9. sieft #nf, agrasH, dag - 400 0111

Communication address: 14th Floor, Lodha Excelus, Apollo Mills Compound, N.M. Joshi Marg, Mahalaxmi, Mumbai - 400 OT1.
TR gar: 144t #f5, et veday, sratdt e durde, gy siteft anf, agreedt, g9 - 400 0111

For queries or more information, call us on 022-68446530 (Call charges apply). Available Mon-Sat from 10 am to 7 pm. DO

i off gaTet g ar Sifdies SR & oY, 85 022-68446530 TR hic e (it [ech @) | TE AR & IR g 10 91 T M 7 Tt ek U g1 n HDFC

NOT prefix any country code e.g. +91 or 00. | Email-service@hdfclife.com | nriservice@hdfclife.com (For NRI customers only) Visit- www.hdfclife.com °®
fopaft oft 221 T e S/ +91 a1 00 7 Y| 8 - service@hdfclife.com | nriservice@hdfclife.com (3hae TA3MRSITE UTgeh! & forg) fafsie &2 - www.hdfclife.com L‘fe
aSutha ke jiso!
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