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First name Middle name Surname
Marital Status ] Single 1 Married [] Divorced  [] Widow
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Email ID*

*For customers registered for UCC, responses would be treated as valid discharge.

Reason for Lapse

Present occupation | | Gross Annual Income in Rs.
- (from all sources)  (figures in digits)
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Please give us information below of the Life Assured since the date of Policy application till date.

Name and address of the present employer OR business premises if self employed ‘ ‘

A. Personal health details <)

1. Have you suffered from any of the |Indicate Yes or No by Have you suffered from any Indicate Yes or No by Mention details, as applicable
following conditions? ticking in relevant box of the following conditions? ticking in relevant box| ‘Please aﬁamaffia;::fe:m in case the space
YES NO YES NO
a) Diabetes/high blood sugar / k) Cardiovascular disease such as
) sugarin uringe. . L] L] chest pain, dheart attaﬁk‘ heart o o
: 5 murmur, cardiomyopathy or an
b) Hypertension/high blood pressure L] (] dherbea relstaEoder -
c) Cancer or tumor or cyst or any | [ ] [ | I) Neurological disease such as ! |
other growth. recukrrefs} hﬁadat':_he, paralysis, L] L]
: i stroke, blackout, fits, meningitis,
d) §§§.,?,'1r§"°?{]b°2$§j?oiﬁ§ nghaﬁg [] L] Parkinsonism, Alzheimer'sg or
other disease of lungs or chest. multiple sclerosis or any other
disorder or tumor of brain, spinal
e) Thyroid gland disorder or any [t [] cord or nerves.
G GENKTT el KRS UHS: m)Musculoskeletal disorder such [ ] [ ]
f) Digestive disorder such as (] [] as gout, rheumatism, any other
gastritis, stomach ulcer, bleeding disorder of neck ,spine, joints,
plhﬁs,é?u;glce,dhengnls, liver or bones orlimbs.
gall bladder disorder or any n) Disease relating to kidney,
other digestive disorder. ) prostate, hydro%ele, urinalyy L] L]
g) Mental/Psychiatric disorders | [ ] [ ] system or genital system.
such as depression, anxiety, o) Disorder of the eye ,ear, nose, ] ]
schtzolphrenla, o&_ any other throat.
ment‘al e p) Blood disorders such as anemia, D [:I
h) Arthritis 1] | | hemophilia,thalassaemia,
i) Epilepsy [] O] Icﬁgg:_aaegma or any other blood
j) Recurrent Back pains, slip disc or i = 3
| Sy oiheriao o of e biacic =] [ ] q) Any accident/injury/Major burns. ] [ ]
2. Did you undergo or have been recommended to undergo hospitalization, operation, X-ray or any
other investigations or treatment? [] L]
3. Are you currently suffering from any illness/impairment not mentioned above or taking any El ]
medication or prescription drugs?
4. Do you have any recurrent medical condition, physical disability, deformity, any illness or injury ] ]
that has kept you away from working?
5. Have you or your spouse been tested positive for HIV/AIDS or Hepatitis B or C, or have you been W H
tested/treated for other sexually transmitted diseases or are you awaiting the results of such a test?
6. Are you currently in good health? [ ] [ ]
7. To be answered by female Life Assured. #
a) Are you presently pregnant? m L]
b) Have you had any abortion or miscarriage? ] [ ]
¢) Have you suffered or are you suffering from any disease of breast, ovaries, uterus or cervix? [ ] [ ]
d) Have you undergone Hysterectomy? [ ] [ |
B. Family medical history fi+i
Has any death or illness occurred in your family *parents or siblings)? [ | [ ]
If yes, please mention age at death and cause of death / nature of illness.
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C. Preferred Area for Medicals Near (tick on the appropriate field) Office [ | Home [ |

P Indicate Yes or No by | __Mention details, as applicable
D. Other personal details ticking in relevant box Please attach a ssisp?r{g:’eoaum;ts; in case the space
YES NO

1. Do you take part in any hobbies that could be considered dangerous in anyway? ] ]

(e.g. mountaineering, diving or any form of racing etc) .
2. Have you submitted any simultaneous applications for insurance to any of our offices or Proposal / Policy No.-

to another Insurance company, which is still pending OR are you likely to revive any [] Sum Assured-

lapsed policies? * | Company Name-
3. Has any proposal or application of revival of a policy on your life /health insurance/mediclaim/critical illness ] []

made to this company or any other Insurance Company ever been: (i) Accepted with an extra premium?
ii) Accepted on other special terms? | | [ ]
iii) Postponed or declined? | | [ |
iv) Withdrawn or dropped? [ | [ ]
4. Have you ever made any claim for hospitalization or surgery or critical illness benefit under ] O]

this policy or any other health insurance policy from any other company?
5. Have you ever resided overseas for more than 6 months continuously or do you intend to Past travel:

travel overseas in the next six months? ) ) ] n

If 'yes' please provide the names of the countries and duration of stay. O F i il
6. a) Height (Ft)D (inchs) j j OR D D I: Centimeters b) Weight D D D Kilograms
7. Please provide us the details of your usual doctor

Name of Doctor

Address & Telephone no.-
8. Please give the following details :
Substances consumed D you consme If ‘yes' please provide details Quantity

NES NO

I. Alcohol =] [ | |Beer [ |Wine [ Spirit [ | Others[ ]| ml/ Week
ii. Tobacco Cigar | | Cigarette [ | Units*/Day
*1 unit equivalent fo 1 cigar/1 cigarette/1 bidi. U 1 ‘g_ g ;
If chewing tobacco please specify how many grams per day. Bidi [ | Chewing Tobacco [ |
iii. Are you currently consuming or have you ever consumed narcotics or any such other substance whether prescribed or vES [] NO []

not? (For example ganja, hashish, heroin, cocaine, charas, marijuana, efc.)

DECLARATION

Declaration from the Life Assured:

| hereby declare that all the information given by me / on my behalf are true and | have not withheld any material fact within my knowledge. | agree that the information
given by me in this declaration along with my proposal for insurance shall be the basis of contract of revival of the lapsed policy. | also agree and understand that the
application for revival of the policy will be considered by the Company atits sole discretion.

Date:

Signature of the Life Assured
(To be signed by the Policy Holder if the Life Assured is a minor)

Place:

Declaration from the Policy Holder:

(To be signed by if Policy Holder is different from Life Assured)

| hereby declare that all the information given by me / on my behalf are true and | have not withheld any material fact within my knowledge. | agree that the information
given in this declaration along with my proposal for insurance shall be the basis of contract of revival of the lapsed policy. | also agree and understand that the application
forrevival of my policy will be considered by the Company atits sole discretion.

Date:

Signature of the Policy Holder

(If Policy Holder is different from Life Assured) Place:

Witness Declaration *** (Mandatory)

Name:

Address:

Signature : Date: Place:

Declaration to be made by a third person where:
® The Life Assured has affixed his/her thumb impression; OR  ® The Life Assured has signed in vernacular; OR  ® The Life Assured has notfilled the application.

| hereby declare that | have explained the contents of this application form to the Life Assured in language
and have truthfully recorded the answers provided to me. | further declare that the Life Assured has signed/affixed his/her thumb impression in my presence

Name & Address of declarant:

Signature of declarant: Date:
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