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General Rules
o= A

1. Premium needs to be paid as per revival quotation.
1. T a1 T Rarsad shide™ & SIER fohar ST =fey |

Please fill the Short Medical Questionnaire (SMQ) below.
puat i3 &t 7 21TE AfShe usnadt (gagHE) WK1

SHORT MEDICAL QUESTIONNAIRE (SMQ): Details of the Life to be Insured
L11E AfShe Temaet! (THUHER]): e o aTet Afch Sl THRRT

Name of the Life to be Insured:

Cancer Care (CAN)
FIR her(TayA)

Star 9 aret afeh et A

Personal Details Life Assured 1

e & arer e 1

Life Assured 2
ST A9 a1l et 2

1. Life Assured Name: Mr./Ms./Mrs.
1. <A o aret cafeh ot AT it /gef/shed

Life Assured 3
&A1 o9 arer <afth 3

Life Assured 4 Life Assured 5
SR aenafth 4 | SH A g @fh 5

2. a)Height (cms):
2. a)ars (Ih):
b) Weight (kgs):
b) asm (fam):

3. Nationality
3.

4. Occupation:

4. W
[ ] salaried [ ] self-Employed
Frerdraem WG-ISR
[ ] student [ | Housewife
B

If Salaried, mention Company Name &
Designation

e, Ferdde & dt ehueit a1 AT SR T g

If Self-employed, mention business/occupation

Ife W-ISTR & Tt e /eTUR ch STHehRT &

if others, plecse speC|fy

I IR STHHRT &Y, At AR &
5. Annual Income (INR)
5. arftfep 31 (F0)

I8 7 a1 1

| S




Health Assure
Y TR

Health Questions (Please use v to indicate choice)
Tareen deieht wet (o sroeht ey aam & g |/ 39T T &)

1) 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?

1) T 319 7 SHT A 1T i 31 fch IAH § B8 w18 URR, STAfeidie, SR, W H &8, ged 3 St qee, Sitet € et waen 4 iR o foherdt &
S g 9 difed & a1 it difed 81/381 /38 82

2) 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?

2) T 3T T ST A ATl his 3 feh add | fohdt 3 shifieh Afeeha SRt § difsd & a1 sweft fifsa wer1/Et /6 § ar fohedt oft vrepr i amiRen
faepfat a1 faeRatiTTaT & 1% 872

3) From the date of lapsation of this policy, have you or any other life to be insured been hospitalised, undergone a surgery

or taken treatment for a continuous period exceeding 7 days?

3) 9 uifcred &t Tt A ARG , T 31T A1 ST A7 T hiE =T Ak AR 7 A & 91fdes Tw 3 folg sregdrer B ot gor 8, Toikt s g ar
geTST It T61 872

4) From the date of lapsation of this policy, have you or any other life to be insured experienced any recurring health
problem or undergone any medical investigation other than routine health checks?

4) 39 ufferdt it e 6 aRIRG T, T ekt a1 ST @ aret b 3= aafch ot foheft UehR Y e ToaT vt W11 AT UST ¢ a1 Rafa @
e & ST fohelt 37 AfSeheT STe & ToTRAT Ul 672

5) Have you or any other life to be insured’s proposal for insurance or application for reinstatement for life, health or acci

dent insurance ever been declined, postponed, withdrawn, accepted at extra premium or subjected to any special
terms?

5) R SATUh AT AT o aret Rt 1= <afch & 13, Be a1 UaRitee 3RaR4 & foiy $9aRe Uiatster ar Rarsae & sided ol it sreiichd, i, ama
forar man, sifafs ffem oz ar iRt faty < & sref wenr fomar mar?

6) Have you or any other life to be insured ever made any claim on any health policy including any employer paid group
policy? !

6) TT AU AT ST 7 AT et o aafeh A et off foneft Seer difforelt wR anls arar foman &, Fores FiihT gIRT 3FTaT Al 718 U diferedt off anfie &2

Additional Details ( If you have answered Yes to any of the above )
Sifafh faeror (afy smum SuRih d @ faeft off wsr a1 SR g & R @)

Qnol Q.no2 Q.no3 Qno4 Qnob
.1 ug2 ug3 uA4 uAa5

Name of ailment/condition,
nature of symptom
SR/ AR T AT, TA&T0T AT Tepfd

Date of first diagnosed/treated or
symptom(s) identified

UGl SIS /TSt AT I&0T(cefoT)

& gga i kG

Details of investigation(s) done,
Please include date

&Y 11 T ( i) ot faRoT, o arka
ot garg

Details of past and current treatment,

please include date
fO®et 3fR FH SefrsT 1 faeruT, o
IR off Fad

Whether fully cured/ recovered or

still undergoing treatment?
T T G RE T S1eh 81 1Y 6 AT 37t
off gt It 28T 82

72

Q.no6
¥ 6
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CARDIAC CARE

I STh haR
Health Questions (Please use v to indicate choice) Yes No
e Gaieft 91 (Ut ST s 9 & foIg v/ $HeRT T &%) af &

. a) Do you consume tobacco in the form of cigarette/beedi or chewable tobacco or any other form? If yes, please
mention quantity per day

. a) &1 31 RRe /&St a1 Tam aTet aveneg ar fanelt o = U A awaite T da wd 82 aft &, oY puan ufafeT A wmr sand
b) In the past five years, have you consumed narcotics e.g. heroin, Cocaine, Cannabis, LSD, Ganja or other habit forming drugs?
b) T U= e U auf & At Ueret S 8318, ehich, hfad, TogTret, TSl AT 3177 3MTed a1 dTelt garsii ol o foram 82
¢) Do you consume more than 15 units of alcohol per week?
C) TRIT 3T gR T 15 gfe T 31fdres /1e it &2 ] ]
[1 unit of Alcohol: 1 unit of alcohol equals to 30ml of hard liquor/one pint of beer/half glass of wine]

[1 gfe eR@: 1 gfHe R 30 fAet wfiex 818 eR1e/ Qe fie diar/ et fiems arga & sReR giar 8]

—_

2. Have any two or more of your first degree relatives (father, mother, sister or brother) suffered from heart conditions like
Coronary Artery disease, Heart valve disease, Stroke, Cardiomyopathy, Arrhythmia or Sudden Cardiac Death before the age

of 55 years? |:| |:|
2. )T 31U &Y AT ATk T Soft & Redar (fOdT, A1aT, I8 a1 47s) 55 a¥ hl A1 & Uge! sk &1 I, ad aTed INT, ik, hrsammarge,

ST T Seh §&d qog ol ged aeh fRfadt & difea @ &2

3. Has your proposal for life insurance, accident, medical or health related insurance ever been declined, postponed, withdrawn
or accepted at extra premium due to health/medical grounds?

3. T TS IR, TeRiTSe, AfSend a1 8o aRY & oy Simudhr udrg deft e/ faifdhaar smeR W srdiehd, i, arow forar man g ar
SifaRes fifaad wR Wier fohar mar 82

[
[

4. Have you suffered from or have undergone investigation or treatment or are you currently suffering from:
4, g 3y e § 9 foneft @ difea & ar omua St ar gettst o € a1 oy ada § fa F 9 el 9 difea &
a)heaviness or pain or discomfort in chest or palpitations (rapid or irregular heartbeats)
a) o1t # aiite, &< a1 39+ a1 geRige (AT a1 et it Useh ot AT 31T i)
b) black outs (loss of consciousness), dizziness, persistent headache,
b) gt BT, TEERR ST, TR RAIREE,
c) epileptic fits, swelling of lower limbs,
c) fff & &R, R & 12 & Sf & 4o,
d)Shortness of breath of exertion, recurrent cough
d) 99 a9 # Jeheiith, IR-IR Tt 31T
e)cholesterol, triglycerides or blood sugar higher than normal lab range

e) eI, TRAIRESY a1 IHI A 39T T IS IR de el i T

00 O g
oo O oo

5. Have you suffered from or been through investigations or treatment or are you currently suffering from or are
awaiting medical or surgical treatment for:

5. gt 3mg fAafafad & forg s ar gersr @ ifea € ar or 9o € an siom ada F i Afde ar Afdde ol e & a1 I SaeR
EaSIAGIES
a) Heart Attack, Coronary Artery Disease, Hypertension, Diabetes or any form of arrhythmia
a) et o1 dR, PRI oTéS) fesitet, greuResM, srafadist ar fohedt oft uer <Y iRafiar
b) Heart Valve disease, Rheumatic Heart Disease, Heart Failure
b) geu ared A, TR geg A7, g1 iR
c) Transient Ischemic Attack (TIA), Paralysis or Stroke
c) giftde sehfie se (Semdy), fofew ar g
d) Any other disease of the heart or blood vessels in the brain
d) &g a1 afssen 6 T arfganrait ot g 3/ I

0 0d 4
0 0d 4

8. Are you or your spouse/partner suffering from or have been advised to undergo tests related to HIV/AIDS, Hepatitis B
and Hepatitis C or any other sexually transmitted diseases?

6. TT 3TT AT 37U ufe/aeh/arft gasmsdt/uey, guesfed ot ik guerfew ot ar faneft sy dw damia I & ifea € a1 st 379 daifda
& B ! g & S 87

[l
[l

7. Have you suffered from any illness, disorder, disability or injury in the last 4 years which has required the following

Investigations: ECG, CTMT, Angiography, 2D Echo, MRI/CT Scan of brain/heart/chest or any other test for brain, heart

and blood vessels? ] ]
7. )1 3 Ut 4 qut | fonelt oY, fenr, faererirar a1 @te § difed ¢ forees fog Frafafed St &t sasaendt &: $etsi, TEgHer, R,

2 3t 3o, Afkash [ gea [ BTt o1 THIRSMS [ TIE TWhe a1 Afease, ged 3R Wb arfaarrsil & forg i oy ¢we?

8. Are you suffering from any congenital condition, disease or deformity? ] ]
8. TR 3T fohelt S=wtra A, St a1 fagpfar @ difsa 82

Question number Details if marked 'Yes'

us g g IR g1 B, d U g S &

For Q.Nos. 4 to 8: Please provide details such as nature of Iliness/Accident/exact diagnosis, Date of Diagnosis/Event, Name of Doctor, Details of Investigations Done,
date of last consultation, treatment in patient/out patient, whether Under medication and Fully recovered or not. For Q.1a & c: Please provide Form of consumption and
Quantity consumed per day. For Q.No.2: provide details on Relation to the life to be assured, disease, age of diagnosis, alive/deceased and current age or age at death.
T TReT 4 § 8 & forg: o fir/ geriiSe /e e Y uepfa, e/ aea & aiva, Staex & A, &t S Stiw a faaron, sifad wrmel Y arikg, §9-9sic/smse-Uie 3o, R gaT 9 W6 §
3R gt e @ e 8 a1 e, S ez vem &) 94 1a SR ¢ & forg: guar Susi @1 mehR 3R ufafes Iusii i 7€ Ann gee a1 e g 2 & forg: Sifi s @ dey, A, Fem & emg,
Shifera/Fe SR e g A1 Heg & 9 311G & AR A fAeRr ge |

713
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Additional Details ( If you have answered Yes to any of the above )
Sifafh SR (af smu= IuRi<s & 4 fohedt oft wer s SR @i & fRan @)

Under
Nature of lliness/ Date of Details of Treatment in ot
Accident/exact Diagnosis Ngg?:teo?f Investigations (:Dgrfsu(l);;gztn patient/out %i%ligﬂ;)n
diagnosis [Event Done patient recovered
St /yadie/adien | Fem/geRide Sl T AT &1 7S 17 o ey | Sifom W Ay SreqaTet § o7t or not
e & oepfar & adE GIRC) GEICIIECIS] AR/
T E AR
o Sl
g/é & a1 et
Qno4
us. 4
Q.nob
g4, 5
Qnob
U, 6
Qno7
a4, 7
Q.no8
4. 8
CANCER CARE
FHER AR
Health Questions (Please use v to indicate choice) Yes No
w@re Hedft us (puan e sam & gy e &)
1. In the past 12 months have you smoked cigarette/beedi or consumed tobacco in any form? *If answer is “Yes” ] ]
1. o1 3o Rrwet 12 7 & Rike /i<t o & a1 fordt off w0 & qeaeg o S fovam @2 *afe IR "g1" 8, At
a. How many cigarettes/beedi do you smoke daily? No. of Cigs
a. 319 ufafe forat e/t did/did 82 fRe & g
b. How many grams of tobacco do you consume daily? Gms of tobacco
b. 31Ta Ui fhd= I TwaTeg @Td/@Tet 872 dag <t A1 (U )

2. Have you availed insurance cover under Stand-alone Cancer product through HDFC Life Insurance Company Limited
or through any other issuer/insurer in the Indian insurance market such that the total cover including the cover
in this policy exceeds INR 50 lakhs? ] ]
2. T IO TASIYRT T30 3R Shut fifids ar R a7 aroiR F fheft o/ STiehd /s HTehdt o AT & We-3Tali ehaR UTSae oh Sidifd
QT 1S AT haR UT foha 8, Fored 39 diferht & shar 9fgd et har 50 g Fud § 31fdes 8?2
3. Have you suffered from or received investigation or treatment for any form of cancer, sarcoma, tumour or pre-
cancerous conditions? |:| |:|
3. 77 37T fonelt off AR 3 R, TReRIHT, SR AT haR-Ud AT © Tifed & a1 9! STia a1 SelTsT aherdl 87
4. Are you suffering from HIV/AIDS, Hepatitis B, Hepatitis C or Liver disease due to alcohol? [ [
4, )T 37T RIS h hRUT TASMSIT/TH, sUersied oY, goersfed ot ar forar I 9 difed &2
5. Have you suffered from or been investigated for any of the following from the period of lapsation:
5. o7 319 3 A1 & siarrel & eRm fAmfaf@a & @ foredt woen @ fifea @/ € ar smudh siw & 7 &:

a. Recurrent cough, hoarseness of voice or difficulty in swallowing for a continuous period of 15 days?
a. AR 15 AT den @tell, smarst § 9= ar e | sfers?

b. Any persistent loss of blood or unusual discharge from anybody opening?

b. T forelt oft g & @R ek a1 Rama a1 S 419 81 38T 672

c. Weight loss more than 5 kg in the last 6 months? (other than a targeted weight loss programme)
c. Usa 6 HEHT & 5 forett T 31fereh ao= wer &2 (Sfdid oo gem aret WU & 3reran)

d. Any ulceration, growth, cyst or lump in any part of the body?

d. SRR & fonelt oft v & i arew, gfg, e an wis?

e. Any persistent headache, epileptic fits, sudden vision loss or hearing loss?

e. T AU TR e, fnff & dR, srares it &t At a1 g Y erar & st gt 82

00O ododd

00O ododd

(o874 )




6. Have you undergone any of the listed investigations from the period of Lapsation(if applicable) ] ]
6. TR AU 371 ot o SHaRTeT & W Yelterg il & @ ahig T s & (T &)

[] ultrasound* [] cT scan/ MRI
RS * rET T TR
[ | Mammography [ ] Endoscopy/Colonoscopy
EEIDI] eIl /et
[ ] Blood test for cancer diagnosis (Tumour Marker) [ | PAP Smear*
IR & 1M & oy 18 3 (o 71dR) dedt wfier”
[ | Biopsy
et
‘Other than those done as a part of executive health check or routine investigation
“grofiegfea gy e a1 © & ST & Serrar
7. Have any of your parents (below 60 years), sisters or brothers suffered from any form of cancer? u o

7. T 3 ATT-dT (60 o T &), T84 a1 91S & ¥ s fohel) oft yohR & Fer @ hifea g2

8. Has your proposal for life insurance, accident, medical or health related insurance ever been declined, postponed,
withdrawn or accepted at extra premium on the grounds of medical conditions other than elevated cholesterol/ blood
sugar/ blood pressure/ build? ] ]
8. TIT MUK TS 3IRY, Taiae, AfSehdl T ol E0RY & UwaTd ol deft ff I=7 ldgicr/sce TR/ 1€ UR/T¢ §T hliRgicl oh STelTal 37
AfSeheT Shel & YR TR TR foham mam 8, i forar ma 8, aruw foram mam & ar sifaRe s wR e fawar man 82

Easy Health
$eft gey

Declaration of Good Health
3 Wy i

I confirm that I have never had any disorder of the heart or circulatory system, chest pain, high blood pressure, stroke, epilepsy, asthma,
tuberculosis or other lung disorder, cancer, tumour/lumps of any kind, increased blood sugar, cholesterol and blood disorder, hepatitis or
other liver disorder, genitourinary or kidney disorder, mental or nervous disorder, musculoskeletal disorders, HIV infection or a positive HIV
antibody ("AIDS") test, any other sexually transmitted disease, any other chronic medical ailment, coughing/vomiting of blood, stones in the
kidney or gall bladder, joint pains, arthritis, weight loss of more than 5 kg in six months (other than through a targeted weight loss program),
congenital/genetic defect, disabilities/deformities with the use of mechanical/physical assistance for mobility.

& gf opear/aedt g foh g3t ot oft e an Tdhaedt Rien fewaitd, ¥ d <<, a1é e IR, e, fnff, e, sqearlen e a1 o=y ththe! ol faaR, dher, fonedt off g

T SR/ TS, Teh AT H Jf, diereerad 3R Ioh IR, 2Uersfed a1 o dohd fahR, ST a1 fohet feweiiSR, amiflies ar dfahr Tt fawr, wigeheed @R,
TSt TehAuT A1 uifoifed gaensdt ddaiel ("Iey") 3w, i3 o I TaTRd 7, i3 g YR aifchear i, @iedt/ga & 3, ¢ a1 f=nera & g, Siel a1 &g,
fEaT, B8 A | 5 fhel i & 1Ak awi= oA g1 (Aferd aot be o ShRithA S ST, STHoTTd/ STTaiTRIeh &y, faefiear & forg aife/miRe ggradt & SuahT 4
feenetimra/faepfa 18l g4 81

I confirm that | have not had any abnormal or adverse finding in any medical test. | confirm that | am not currently suffering from any
disease or a change in health conditions for which I am planning to see a doctor or get myself investigated.

# gfe o/ g fon g3t fonelt oft Afcena e # s srami=a ar ufageet uikomy =16t firer 81 & g axar/aelt § fon & e 7 Ot fonelt it ar wameen fRfa # foneht
el § difed el § forees forg # Sfaex & e a1 it Sifer shear &t aiotr a1 381/ g

Agree Disagree

ggafa L smgafa

In the past 5 years | have not had any medical condition, illnesses, diseases, disorders, disability, surgery or treatment which has required
me to be absent from work for at least 7 consecutive days or admitted in hospital for at least 4 consecutive days or sought Out Patient
treatment (OPD) for more than 6 days.

U 5 auf & 71 0w 1S oft Ueft Afeora dheim, Siam, e, faeaiTar, Toidt a1 goTe 8! g3 8, foredh hRuT g3t &7 & i TRTTaR 7 &t dek s § Srgufda &
UST g1 A1 A Y A TR 4 AT ok STeudTer & ool 361 U1 81 31 6 et § s1fdes Tv aeh arg] M Sttt (S awarn uet gl

I confirm that on medical/health grounds, none of my or any of the insured's 'insurance proposal or renewal/reinstatement application for
Life, Health, Critical lliness or Accident insurance has ever been declined, deferred, withdrawn or accepted on special terms.

# gft ohear/aat g o Afdenet/wamen smeR wr, R a1 &ftar o ardh foRelY oft cafxh & argw, dey, iR fiurd ar yerfide st & forg SeaRa witsiet ar AdiHieur/Rargas
3Mae ht heft oft srefierR, Tffia, arag =18t foram mam & a1 Ay 21df R iR =8t fovar mam g1

None of the insured(s) under this policy have made any claim on any health/critical iliness/Accident or Disability policy including any
employer paid group policy.

59 Tiferdt & siaifa Siar o arel ot oft cafxr 7 foneft oft B /iR S/ verfiEe ar ferariman difereft iR &l grar =18t foran 2, oras it g1 opam & 71 g
uiferdt oft anfaet &1

I confirm that | am not pregnant (for female applicant's only). Currently all insured(s) are in good physical and mental health.

# gt ! § fos & mofarcht 181 € (chaet Afga simaeen! & foig) | adame & s o arel @+t eafth amiRes Sk aRies ¥ 0 9 @ 81

(q7a5 )




Declarations & Authorisations

Yoy 3R TrfreRor

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

a1 e g uarfaa Tt afeal fi ek & sivor ge orfrevor

" I 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 3R T e AT & forg uaTfad a+f safhal &t ok & SiVuT ahdT/aee § foh BR gRT faY Y SWRIh e, SR SfiR/aT faaxor 3% gatad STeRT & SigaR
Goft UehR & T 3R qut § qur & 39 o= afhal Y ok I UdTa She & ol ITfaed g

* |understand that the information provided by me will form the basis of the insurance policy, is subject to the Board approved able.
underwriting policy of the HDFC Life Insurance Company Limited and that the policy will come into force only after full
receipt of the premium charge
& grgrar/aaerdt g foh MR gRT Ue &Y TS SR 3R Uiferl} ot SieR s, a8 Tadiuwet dTgth $:aRY dhuHt fafiide &t 9 g srgHifed siewrsfe Hifa &
arefi & 3R arg uifford) shfdvar Y gt ey 3 ae & g 2R

= | understand 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.
# gegraT/aaerdt § fh 59 uara s/ /siagien URdaTa his ("edrd i) # & 18 a9 SR SfR &hiE ot Sieies sitATeRdT oh §9 ST Sl UG e o ORI o falg
Tecayuf & ofk g i\ vem aA & vt & forg mgeayuf 8, qur ag o, dhut & gof fide wR, Ot gaT R ToadT & SR IR uerE T Srgm
= | further declare that | 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.
7 gg ot Svon sxar/exdt € foh & uwara ST fohg ST o 91, wifche haeit gRT Siifed wiiepf o TOR & Ugd, ST o aTet safth/adTad & a9 a1 9T @l |
g art foreht off uRRerd= & foifea =0 & g gm/dft
= | consent to the Company or any of its authorised 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 ossuredﬁoroposer 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.
B St a1 3T foheft oft sifdepa ufafafdy ot foneft oft Sfaer a1 foReht sruarer @, o apaft off iffa cafeh /vaTaes a1 getrs foma gt ar foReht oft fureset ar admm fAiar
G foRelt off Ueft & & IR # Rifched SMeRRY AN &Y SrgAfd &1/t g, St fifia afh/uara & SRiRes a1 ATfic WTeed ot TTfad el gt ofiR fohelt oft e ot
T SR A B srgafa 3a1 €, [Sadh ura ifaa aafs/uearads & forg st 3 forg smde favar man g, a1fcs vara sfv/a grar e ot grfiert < 5 @)
= | further consent and authorise the Company or any of its authorised representatives to seek medical information from any doctor/
hospital/ consultant/insurer that | 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.
& Shut a7 ITch fordt oft siferepa wfafafer ot foRelt oft i/ srearer/ormsiarar/darenal @ fRIfheaT STHRY UTtd et & forg wgafd ofk sifder &ar/&t g, g &3 an
foreft 0 aarfxh 7, ford fiffa fomam ST uanfaa &, foreht st ard o Seier & foneft ofmmét o I & eier & wan & a1 widsy 7 3xa Topar/Tendt g1
= | 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.
F ol ol 3799 U @ Gefd SR, S8 Afeae Rears off anfae 8, &) dhaer uara grfie) 3fR/ar grar Auer & 387 @ T fahd) oft IRt ofik/an fafvames
ATTIGHROT o TT IS e & folg TgAfd 3R wrfirgd s/ &
= | 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.
# 39 919 I GgHd § foh dhuit 7R gRT R 71 Foft Sftmifeies o=1-&a1 &k forg ufehanstt/Femil & SgaR afad | heeR &e & forg 3 Iuma vt
= | 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.
# w1 ¥ oo /gAR HaeAsfia eafhra et ar gae [S foh gEer Wenfihr (S grem nerstt ofk uftharett ofk ddemsie safha S an gae) w2011 & ww-
TG WR RN e 7T &) ot ganfid e, STfad e, UTed ahed, @, TUEHd e, TIaT e a1 YT o forg SroT Sgaf &ar/3dt g i fafe Ig=at iR smedd
nfafafdat & forg ot 8 S o< urch/facharsst o r/d, ST diferl & dgd Sasgd U § IR e /8ar &/ fuee € &fdd g1
= | 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/revival.
# g off Foo Sedr/axd § o 57 Goy foleder ok Oy S | aftid Uleae ol Ugl Sk HeT &1 7 3Ry /Ramgad & forg smded sea waa 9quf urs, fagiwdrd,
Uehelah?uT, afgsevur, g ofik ord udt €1
* lunderstand 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. Froud/misrepresentotion/misstqtement/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.
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= Alapsed policy shall be revived in line with the policy terms and conditions and subject to all the outstanding premiums being paid
along with interest and satisfactory evidence of good health being provided.
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SIGN HERE
Name of the Policyholder: T GEIIER &
fferefterRen et AT
Date: Place:
GINGCH LGN Signature of Policyholder
UfcreiTeRes &1 g&1eR




Declaration to be made by a third person

iR =af<h gr1 il S areft gwon
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.
Giferdieen 3 STUAT SIST SITAT 8T AT H &R fohy &/ fae et ¥R1 &1 # ToleaRT Bi9uTT ehedl/ehecll § foh 56 Mde U &hi fawg-awg ufferefteres i
oo # e § 7S & ok g2t iy Y SRl Rl SAer <ot foha rar &1 # ot ag off etwon eear/adt g o diferetures 3 8% Iuffa 7 sraem shpet e 8/gwner fhg &)

Name of the Declarant:

TOTTehdT T ATH:
Address: SIGN HERE
LGN BT EEATER Y
Date: Place:
GIRIECH W
Signature of Third Person
deR afh T gEaTer
KYC Declaration
charsdt gieom

| hereby confirm that there is no change in my KYC information previously provided/updated by me and currently available in your records.
# geearT gft drar/ard g foh 2R gRT gd # Iuerst]/AUST &l T8 a7 At 7 3MTueh Reprs H Iueteys A Shargell SehRT # hig geerrd e gan gl
Yes[  [No [ ] (If no, please share the KYC document as per the below list to update the KYC details)
ol (afe =1, At o hardeft fraror srude et & forg =i & 78 gt & SR dharsHt ST ST )
¢ Valid Passport
o 3y UTEUIE
» Masked Aadhaar (First 8 digits of Aadhaar should be masked)
o OGS IMYR (IMYUR & UG 8 3ieh ARGFS g4 T18N)
¢ Valid Permanent Driving License
3y et grsfdn argdy
¢ Voter's Identity Card issued by Election Commission of India
o R fRafae SN gRT SR} AT uga™ usf
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Regd. Off: 13th Floor, Lodha Excelus, Apollo Mills Compound, N.M. Joshi Marg, Mahalaxmi, Mumbai - 400 011
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Customer Acknowledgement Copy - (Health Revival Form -Easy Health, Health Assured, Cancer Care and Cardiac Care)

UTgeh o TTedt &Y ufd - (e Rargas & - it gey, $oit geatd, SR R, Fifdas R

Policy No.: Interaction ID No.:
gifereft .: AR ML
Policyholder's Name:

UiferitemRen et T

Documents accepted (specify):
iR Ry SR aTet a&dTaST (Huar STHHR 3):

Customer Relations Officer: Date: Time:
TTgeh G SRR GIEECH qAg:

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.
IS +ft GaTer gp+ a1 Sifdh SR & fg, 7 022-68446530 TR it &R (hict Yeeh @) | I8 THIR F AGR G 10 It I MH 7 5t ach Sueisyl & | fheft off 221 o1 ahte S +91 a1 00 7 M|
Email - service@hdfclife.com | nriservice@hdfclife.com (For NRI customers only) Visit - www.hdfclife.com
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