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Form  No. HI / PPL/ 1  

           Annexure I I I  
 PROPOSAL FORM FOR LI C’s HEALTH PLUS POLI CY –  PLAN 9 0 1  

 
• I N  UNI T- LI NKED POLI CI ES, THE I NVESTMENT RI SK I N I NVESTMENT PORTFOLI O I S BORNE BY THE POLI CYHOLDER.  
• LI C’s Health Plus is a ULI P plan w hich is different  from  the t radit ional policies in the sense that  it  is subject  to m arket  r isks. 
• LI C does not  authorize its agents/ interm ediar ies, staff and officials to express their  opinion on the future perform ance of the 

“ULI P” fund, except ing the prescribed illust rat ive rate of 6 %  and 1 0 %  grow th. 

 

Branch Office
�

  Division
�

  

………………………………………...FOR OFFI CE USE ONLY……………….……………………………………… 

 

ALL ANSWERS ARE TO BE FILLED IN BLOCK LETTERS. ANSWERS MUST BE GIVEN IN WORDS.  
STROKES OF PEN OR DOTS WILL NOT BE ACCEPTED AS REPLIES. 
Am ount  Paid  

 
Cheque/ DD No.  

Cash  
 

Draw n on ( City/ Tow n)   

  
 

Nam e of the Bank  

A. PERSONAL DETAI LS  

 

 
  

 
 

Address for 
Com m unicat ion  
( Please at tach 
proof of 
residence)   

  Pin code 

 

                  
 
                                            

 
Perm anent  
Address  
 

 

 Pin code 
 

Nat ionality   Qualificat ion   Present  Occupat ion  
Em ail id   I ncom e Source   Em ployer’s Nam e  
Tel. No.  ( Off)    Annual I ncom e   Place of Service  
Tel. No.( Res)    ‘PAN’ Num ber   Length of Service  
Mobile Phone     I ncom e Tax 

Assessee  
(Yes /  No)   Exact  Nature of 

Dut ies 
 

 
C.  DETAI LS OF ALL MEMBERS TO BE I NSURED (  I NCLUDI NG THE PRI NCI PAL I NSURED)  

I nsured Mem ber’s Nam e Relat ionship to 
the Proposer 

Sex Age DOB Age 
proof 

I nit ia l Daily 
Cash Benefit  

       

       

       

       
Note  Please check the product  features for condit ions regarding inclusion of fam ily members.  
Please submit  a separate form (Annexure I )  duly filled and signed by the member who is to be included as a beneficiary.  
I f the mem ber t o be included is a m inor,  please subm it  a separate form (Annexure I I )  duly signed by the proposer on behalf of the 
m inor.   
 

Proposal No.:  
 

Rural/ Urban  
 

First / Subsequent   

 

Total Sum  Assured  
 
 
 BOC/ Transact ion No.                                                   

Date  
 

I nw ard No.: 
 
 

Date of receipt  of proposal: 
 
 

 
Agent ’s Nam e &  Code No.: 

 
 

Licence No. &  Date of expiry: 
 

 
Dev. Officer’s Nam e &  Code  

 

Underw riter’s Decision Policy No. a llot ted 
  

 
 

 

Full Nam e of the 
proposer( Please 
at tach proof of 
ident ity)        

  

 

Fathers Full Nam e      

B. NOMI NEE DETAI LS  I f Nom inee is a  m inor, furnish the follow ing: 

Full Name   
 Appointee’s Name   

Age  
 

Address  

Relat ionship 
to the proposer   Signature of  

Appointee 
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E.  HEALTH DETAI LS AND MEDI CAL I NFORMATI ON                                                                                                                      

Height
�

 cm s W eight
�

 kgs 

1.       Do you smoke or consume any form  of tobacco and / or alcohol? 
�

 Yes   
�

 No 
2. Are you current ly taking any medicat ion or drugs, either prescr ibed or not  prescr ibed by a 

doctor, or have you suffered from any illness, disorder, disability or injury dur ing the past  5 
years which has required any form of medical or specialized exam inat ion ( including X- ray, 
gynaecological invest igat ions, pap smear, or blood tests) , consultat ion, hospitalizat ion or 
surgery?  

�
 Yes   

�
 No 

3. Do you have any proposal for life, medical, health, accident , disability cover, cr it ical illness or 
any other health- related insurance that  has been postponed, declined or accepted on special 
terms?  

�
 Yes   

�
 No 

4. Do you have a parent  and / or a brother or a sister who has suffered/ suffer ing from, or died 
under the age of 60 due to any of the following condit ions:  Heart  disease, diabetes, st roke, 
hypertension, raised cholesterol, cancer, or  any hereditary disease? 

�
 Yes   

�
 No 

5. Do you have any surgery planned or are you current ly aware of any medical condit ion that  
m ight  require medical advice/ surgery in the near future?  

�
 Yes   

�
 No 

6.       Have you suffered/ suffer ing from any of the following:    
a)  Hypertension or High blood pressure 

�
 Yes   

�
 No 

b)  Diabetes 
�

 Yes 
�

 No 
c)  Cardiovascular disease e.g.:  Palpitat ions, heart  at tack, St roke, chest  pain  

�
 Yes  

�
 No 

d)  Genitour inary disease e.g.:  Kidney disorder, Bladder disorder, ur ine abnormality, renal 
stones or genital organ disorder. 

�
 Yes  

�
 No 

e)  Cancer of any type  e.g.:  Leukaem ia (blood cancer) , cyst  or  growth of any kind 
�

 Yes  
�

 No 
f)  Mental disorder e.g.:  Depression, anxiety, schizophrenia or any other mental or  nervous 
disorder. 

�
 Yes  

�
 No 

g)  Endocr ine diseases e.g.:  Thyroid or any other hormonal disorder 
�

 Yes  
�

 No 
h)  Digest ive disease e.g.:  Liver and  gall bladder disorder, gastr ic  ulcer, bleeding from 
intest ine or any other disorder of the digest ive t ract   

 �
 Yes  

�
 No 

 i)  Respiratory diseases e.g.:  Asthma, pneumonia, bronchit is, tuberculosis,  persistent cough, 
or   any other disorder of the chest  or lungs. 

 �
 Yes  

�
 No 

j )  Musculoskeletal diseases e.g.:  prolapsed disc, back or neck complaint , any physical disability 
or other disorder of the bones, joints, ar thr it is, gout  etc  

 �
 Yes  

�
 No 

k)  Neurological diseases e.g.:  Fits, epilepsy, recurrent  headache, paralysis, any other disease 
or disorder of the brain, spinal cord or nerves. 

�
 Yes  

�
 No 

l)  Congenital disorders 
�

 Yes  
�

 No 
m)  Anaemia, hemophilia, thalassem ia or any other disorders of the blood  

�
 Yes   

�
 No 

7. Have you ever been tested posit ive for  HI V /  AI DS, hepat it is B or C or sexually   
  t ransm it ted diseases? 

 �
 Yes  

�
 No 

8. Have you been absent  from  work for  more than 5 cont inuous days in the last  two  
         years due to health reasons? 

�
 Yes  

�
 No 

9. Have you ever been involved or planning to be involved in a dangerous sport  or   
         hobby? e.g.:  div ing, mountaineer ing, parachut ing, pr ivate aviat ion, racing, etc. 

�
 Yes  

�
 No 

10. Are you current ly covered under any health insurance policy with LI C or any other  company? 
�

 Yes  
�

 No 
11.    Whether any Proposal subm it ted and is pending in any of the LI C Offices ? 

�
 Yes  

�
 No 

 

I f the answer to any of the above quest ions ( from 1-9)  is “ yes”  please give details (such as units consumed,  diagnosis 
and further informat ion as cured, st ill under  t reatment , t reatment  from /  to, copies of hospital/  diagnost ic reports, 
reasons, details of declined/ rejected/ cancelled proposals etc)  hereunder. Please at tach separate sheet  if necessary. For 
quest ion numbers 10 & 11, if the answer is “  yes “ , please subm it  details in a separate sheet . 

 
 

 
 

 

F. ADDI TI ONAL QUESTI ONNAI RE FOR FEMALE LI VES 
Are you pregnant  now? Date of last  Delivery Have you ever had any abort ion or m is-

carr iage or caesar ian sect ion? I f so give 
details in a  separate sheet .  

Date of last    
Menstruat ion 

Husband’s Full Name His Occupat ion His Annual I ncome 

G. ADDI TI ONAL QUESTI ONS I N  THE CASE OF SERVI CES I N  ARMED FORCES 
Wing to which 
you belong 

Rank therein 
 

Date of last  Medical 
Exam inat ion  
 

Medical category after  
Medical Exam inat ion 

Were you ever below A-1 category 
I f so when 

     

 

D. ADDI TI ONAL PARTI CULARS FOR CONSI DERATI ON OF THE PROPOSAL 
Plan Mode No. of lives to be  covered I nsta llm ent  Prem ium  Addit ional Prem ium  
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H . I NVESTMENT PATTERN OF THE FUND               

FUND TYPE I nvestments in 
Govt ./ Govt . Guaranteed 
secur it ies/  corporate 
debt  

Short - term  investments such 
as Money Market  inst ruments 
( incl. govt . secur it ies and 
corporate debt)  

I nvestment  in listed 
equity shares 

Details and object ive 
of the fund for 
r isk/ return 

Health Plus 
Fund 

Not  less than 50%  Not  more than 90%  Not  less than 10%  & 
Not  more than 50%  

I ncome and Growth – 
Low Risk 

 
 
 

I . ADDI TI ONAL QUESTI ONS TO BE ANSW ERED BY THE PROPOSER 
a. Whether the terms and condit ions of the proposed plan have been explained to you by the agent  

�
 Yes  

�
 No 

b. Have you understood fully, the terms and condit ions of the plan you propose to take 
�

 Yes  
�

 No 

DECLARATI ON BY PROPOSER 
 
        I   _______________________, hereby declare that  I   have read the proposal form  fully  and the same was interpreted to me  by the 
agent  and also declare that  I   have understood the nature of the quest ions and the importance of disclosing all mater ial informat ion while 
answer ing such quest ions. I  hereby declare that  the foregoing statements and answers to all quest ions, including those in the annexures signed 
by me, have been given by me after fu lly  understanding the quest ions and the same are t rue and complete in every part icular and that  I  have 
not  withheld any informat ion and I  do hereby agree and declare that  these statements and this declarat ion shall be the  basis of the cont ract  of 
assurance between me and the Life I nsurance Corporat ion and that  if  any unt rue averment  be contained therein,   the said cont ract  shall be 
absolutely null and void and  all m onies which shall have been paid in respect  thereof shall stand forfeited to the Corporat ion.  Not  withstanding 
the provision of any law, usage, custom  or  convent ion for  the t im e being in force prohibit ing any doctor/  hospital and /  or  em ployer from  
divulging any knowledge or  informat ion about  me concerning my health or employment  on the grounds of secrecy,  I  /  m y heirs, executors, 
adm inist rators and assignees or any other person or  persons having interest  of any k ind whatsoever in the policy cont ract  issued to m e hereby 
agree that  such author ity having such knowledge or informat ion shall at  anyt ime be at  liberty to divulge any such knowledge or informat ion t o 
the Corporat ion and its representat ives ( including but  not  lim ited to Third Party Administ rators) . 

         
And I  further agree that ,  if  after  t he date of subm ission of the proposal but  before the issue of the f irst  Prem ium  Receipt  ( i)  any change in 

the state of my health or m y occupat ion or  any adverse circumstances connected with my  f inancial posit ion or  ( ii)  if  a proposal for an 
assurance or applicat ion for revival of policy on m y life   made t o any off ice of the Corporat ion or with any other insurer is withdrawn or  
dropped, deferred or accepted at  increased prem ium  or subject  to a lien or on terms other than as proposed, I  shall forthwith int imate t he same 
to the Corporat ion in wr it ing to reconsider  the terms of acceptance of assurance. Any om ission on my part  to do so shall render th is Assurance 
invalid and all moneys,  which shall have been paid in respect  thereof,  shall stand for feited to the Corporat ion.  I  hereby give my consent  for  
undergoing medical exam inat ion/ t ests including test  for HIV as required by Corporat ion.  I  further declare that  I  have discussed m y  f inancial 
standing with the agent /  intermediary.  I  confirm  that  I  have been informed about  and have understood the benefits and exclusions under th is 
product  for which I  have made this applicat ion. I n consultat ion with the agent /  intermediary, I  have t aken a personal and independent  decision 
in an informed m anner to go for  the Plan. I  understand that  the “applicat ion m oney”  deposited by me  as a t oken considerat ion under this 
proposal for insurance, and the closing NAV on the date of complet ion of this proposal only will be applied for allotment  of units. 

       
 

        Dated at - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -on the - - - - - - - - - - - - - - - - - - - - - - - - - - - -day of- - - - - - - - - - - - - - - - - - - - -200 
                                                                                                                                                 

    
    Signature of w itness _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _   

       Name and address       ____________________ 
                                            ____________________                                                 

 
 

 
Signature or  
Thum b I m pression 
of the proposer      : _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

I n case form  is filled up /  signed in a  language different  from  that  of the Proposal Form : 

Declarat ion by the person filling in the form : “I  hereby declare that  I  have fully explained the above quest ions to the 
proposer in _________ language and I  have t ruthfully recorded the answers given by the proposer.”  
 
 
Name &Address         ______________________        Signature              : _________________________ 
of the Declarant :          _____________________                               of the Declarant  

Declarat ion by the Proposer: 
 
“I  cert ify that  the contents of the form  and documents have been fully explained to me by Mr/  Ms: ___________________ 
and I  have understood the significance of the proposed contract ” . 
 

Signature or Thum b im pression of the Proposer:___________________________ 
 
I n case the Proposer is illit erate, the thum b im pressions of the Proposer should be at tested by a  person of  
standing w hose ident ity can easily be established, but  unconnected w ith the Corporat ion and this declarat ion  
should be m ade by him / her. 
 
“ I  hereby declare that  I  have fully explained the above quest ions and contents of the proposal form  to the proposer in 
______________language, and that  the proposer has affixed his /  her thumb impression above, in my presence, after  fully 
understanding the contents thereof.”  
 
 
Name & Address             ____________________  Signature of the            :_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
of the Declarant :              _____________________              at tester and Declarant        
   
 
                  
FOR MEDICAL CASES ONLY 

I  cert ify that  the proposer has signed /  put  his /  her thumb impression in my presence after adm it t ing that  all answers to 
quest ions under “Sect ion E “ in this proposal form  are proper ly recorded. 
 
 
 
 
 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -                                                   - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
Signature or Thumb I mpression of the Proposer                                                  Signature of the Medical Exam iner   
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RELEVANT PROVI SI ONS UNDER I NSURANCE ACT 1 9 3 8  
 

SECTI ON 4 1  –  PROHI BI TI ON OF REBATES 
 

No person shall allow or  offer to allow, either direct ly  or indirect ly as an inducem ent  to any person to take out  or renew  or cont inue 
I nsurance in respect  of any kind of r isk relat ing to lives or propert y in I ndia, any rebate of the whole  or  part  of the com m ission payable 
or any rebate of the prem ium  shown on the policy, nor shall any person taking out  or renewing or cont inuing a policy, accept  any 
rebate, except  such rebate as m ay be allowed in accordance with the published prospectus or  tables of t he insurer. Provided that  
acceptance by an insurance agent  of com m ission in connect ion with a policy of life insurance taken out  by him self on his own life shall 
not  be deem ed to be an acceptance of a rebate of prem ium  within the m eaning of this sub sect ion if at  the t im e of such acceptance the 
insurance agent  sat isfies the prescribed condit ions establishing that  he is a bona fide insurance agent  em ployed by the insurer. 
Any person m aking default  in com plying with the provisions of this sect ion shall be punishable with fine which m ay extend to five 
hundred rupees. 

SECTI ON 4 5  –  I NDI SPUTABI LI TY CLAUSE 
 

No policy of Life I nsurance shall,  after the expiry of two years from  the date on which it  was effected, be called in  quest ion by an 
I nsurer  on the ground that  a statem ent  m ade in the proposal for insurance or any report  of a m edical officer  or referee or  fr iend of t he   
I nsurer or in any other docum ent  leading to the issue of the Policy, was inaccurate or false, unless the insurer shows such statem ent    
was on m aterial m at ter or  suppressed facts which it  was m aterial to disclose and that  it  was fraudulent ly m ade by the policy holder and 
that  the policy holder knew at  the t im e of m aking it  t hat  t he statem ent  was false or  that  it  suppressed facts which it  was m aterial to 
disclose.  
Note :  “Material”  shall m ean and include all im portant ,  essent ial and relevant  inform at ion in the context  of underwrit ing the r isk to be 
covered by the Corporat ion. 

 

Check List  
Please verify the following item s under this checklist  before subm it t ing the proposal form  to LIC office. 

S. 
No 

Tit le Please Tick 
Yes or No 9 

1 Photo Addendum sheet (Form  No. HI / PPL/ 1/ a)  with photos of members to be 
covered under Health I nsurance Policy (Photos to be pasted as per inst ruct ions 
on the addendum) 

 �
 YES 

 �
 NO 

2 Bank details addendum sheet  (Form  No. HI / PPL/ 1/ b)  
�

 YES 
�

 NO 
3 Cancelled cheque of the policyholder ( to be pasted on the addendum sheet)  

�
 YES 

�
 NO 

4 Addit ion form  (Annexure I  & I I  )  
�

 YES 
�

 NO 
5 Standard Age Proof of the proposer (Date of Bir th Cert if icate)  

�
 YES 

�
 NO 

6 Standard Age Proof of the Members separately for  each member 
�

 YES 
�

 NO 
7 Full details of the health policies held on the life of the proposer in a separate 

sheet  ( if the  space provided  in the proposal is not  sufficient )   
 �

 YES 
 �

 NO 
8 Full details of the Health and medical informat ion on the lives of the proposer 

and members on a separate sheet  ( if the space provided is not  sufficient )  
 �

 YES 
 �

 NO 
9 Medical reports /  Special reports of the proposer and members separately 

�
 YES 

�
 NO 

10 Considerat ion amount  towards First  prem ium 
�

 YES 
�

 NO 
11  Proof of Residence (Telephone bill, Rat ion Card, Elect ricity bill, Bank A/ c 

Statement , Let ter from  any recognized public author ity)  

�
 YES 

�
 NO 

12  Proof of ident ity (Pass port , ‘PAN’ Card, Dr iv ing License, Voter ’s ident ity, let ter 
from  a recognized public author ity ver ify ing the ident ity and residence proof of 
the proposer)  

  

13 I ncom e Proof ( Standard)  ( Any of the follow ing)  
I T Assessment  orders / I T Returns,  
Employer ’s Cert if icate,  
Audited Company Accounts 
Audited Firm  accounts 
Partnership deed 
I ncom e Proof ( Non Standard)  ( Any of the follow ing)  
Chartered Accountant ’s Cert if icate 
Agr icultural I ncome Cert if icate 
Agr icultural land details & I ncome assessments 
Bank Cash flow statements and pass book 
( The list  is only illust rat ive and not  exhaust ive)  

 �
 YES �
 YES �
 YES �
 YES �
 YES 

 �
 YES �
 YES �
 YES �
 YES 

 �
 NO �
 NO �
 NO �
 NO �
 NO 
 �

 NO �
 NO �
 NO �
 NO 

14 Whether declarat ions have been signed at  all places and duly witnessed 
�

 YES 
�

 NO 
15 Whether Details and signature of appointee are taken in case of nom inee being 

m inor 

�
 YES 

�
 NO 

16 Whether all f ields are proper ly f illed in (without  any blanks or dashes)  
�

 YES 
�

 NO 
17 Whether correct ions in the proposal form  are authent icated by the proposer 

�
 YES 

�
 NO 

 

Medical Requirem ents 

Age Nearest  Birthday ( yrs)  Major Surgical Benefit  
Sum  Assured Up to 3 5  3 6  –  4 0  4 1  –  5 0  5 1  -  5 5  
5 0 ,0 0 0     to 1 ,0 0 ,0 0 0  NM NM NM A 
1 ,0 0 ,0 0 1  to 2 ,0 0 ,0 0 0  NM NM A B 
2 ,0 0 ,0 0 1  to 3 ,0 0 ,0 0 0  NM A A B 
3 ,0 0 ,0 0 1  to 5 ,0 0 ,0 0 0  A B B C 

Where  A – MER, FBS, RUA;  B – MER, FBS, RUA, HbA1c, ECG ;  C – MER, FBS, RUA, HbA1c, TMT 

Note: The above requirem ents are m andatory. I n addit ion, if any other Medical/  Specia l reports are  

 called for by the underw riter, they  w ill have to be furnished. 
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   AGENT’S CONFI DENTI AL REPORT/ MORAL HAZARD REPORT 

Agent ’s Name  
 
 

Agent ’s Code D.O. Code 

Club 
Membership 
 
 

License No.                                                                                                           Date of expiry Branch Code 

Occupat ion Name of Life Proposed 
 
 

  Age 
 

Nature of dut ies 

1 .   (a)  Acquaintance with the proposer  (No. of Years) :  

      (b)  Relat ionship with the proposer :  

      (c)  Educat ional qualif icat ion of the Proposer:  

2 . ( i)    I ncome of the proposer from :  Amount  per annum Remarks 

   (a)  Employment  
  

   (b)  Business /  Profession 
  

   (c )  HUF 
  

   (d)   Agr icultural I ncome 
  

   (e)  I ncome from  other sources   
  

Total 
  

    ( ii)   Proof of income  ver if ied  in respect  of income stated above  

    (a)   Salary sheet  or cert if icate issued by the Employer :  

    (b)   Cert if icate issued by the C.A.(copies of I T returns enclosed)  :  

    (c)   PAN /  GI R No. of the proposer :  

3 . Physical Measurem ents and I dent ificat ion Marks of the Proposer and other Mem bers ( beneficiaries)  to be 
insured under the proposal. 

Chest ( Cm s)   QQQ Nam e  QQQQ Height   
 (  Cm s)  

W eight  
(   kgs)  

Abdom en 
  (  Cm s)  Exp I nsp. 

I dent ificat ion 
Marks 

1  

PROPOSER  

     

2  

 1  

MEMBER 1  

    

 2  

 1  

MEMBER 2  

    

 2  

 1  

MEMBER 3  

    

 2  

 1  

MEMBER 4  

    

 2  

                                                              
   Page 1  of 2  of ACR  

 
 

HI / ACR/ 1  
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Page 2  of 2  of ACR 
 
          

4 . Declarat ion by the Agent  
 

I  hereby declare that  I  have discussed the following aspects with the proposer/  members covered and the 
statements recorded by me reflect the true answers and correct statements and bear test imony to the replies given 
by the proposer/ members covered:  

I . I  am  personally sat isfied that , the proposer is f inancially sound and that  his income just if ies the current  

proposal. 

I I . I  have personally seen the proposer/ members covered and sat isfied that  he/  she does not  have any physical 

deform ity or impaired sight  or hear ing problem or any mental retardat ion. 

I I I . My inquir ies regarding the health condit ion of the proposer/ members covered do not  reveal that  the 

proposer/ members covered has suffered from any illness or has been invest igated or hospitalized or has 

undergone any surgical procedure or operat ion. 

I V. I  confirm  that  general state of health of proposer/ members covered is good. 

V. I  have discussed with the proposer/ members covered about  the status of all his /  their  previous health 

policies and that  no policy has lapsed dur ing the last  5 years and all his /  their  policies are in force. 

VI . I  have discussed and I  am aware that  no proposal or revival of policy on the life of the proposer/ members 

covered has been deferred, declined or dropped or accepted at  terms other than those proposed. 

VI I . I  have also personally discussed about  the occupat ion, f inancial and social status of the proposer/ members 

covered and I  am  aware that  neither these nor any other circumstances will add to the r isk.  

VI I I . I  have fully explained the terms and condit ions of the health insurance plan to the proposer /  beneficiary. 

I  fur ther declare that  the foregoing statements are t rue and correct  to the best  of my knowledge. 

    

 Dated at                                 on the               day of            2 0 0  
 
 

   
 
  Agent ’s Nam e and address _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _                                        Signature of the Agent  
                                                 _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _                                                    
    Phone Num ber                     _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
 
 
 
 
 

( To be com pleted by Dev.  Officer)    

I  am sat isfied with the ident ity of the proposer/  
members covered and on the basis of my independent 
enquir ies, I  hereby  declare that  the foregoing 
statements are true and correct  to the best  of my 
knowledge and belief 

( To be com pleted by ABM( s) /  B. M /  Sr.B.M/ Chief Mgr.)   

I  am  sat isfied with the ident ity of the proposer/  members 
covered and on the basis of my independent  enquir ies, I  
hereby  declare that  the foregoing statements are t rue and 
correct  to the best  of my knowledge and belief                                

 

Dated at                 on the      day of                  2 0 0      # # # #       Dated at                on the       day of       2 0 0         

                                                                  
 
 
Signature 
 
Name  
 
Designat ion         

 
 
Signature 
 
Name  
 
Designat ion         
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                                                                                                                         HI / PPL/ 1 / a  
 
 

 
 

                                        
                 
 

 
 
 
 

 Proposer  Spouse/  
Mem ber 1  

Mem ber 2  Mem ber 3  Mem ber 4  

 

 
 
 
 

Affix  Stam p size 
photo only 

 
 
 

 
 

 
 
Affix  Stam p size 

photo only 
 

 
 

 
 
Affix  Stam p size 

photo only 
 

 
 

 
 
Affix  Stam p size 

photo only 
 

 
 

 
 
Affix  Stam p size 

photo only 
 

Nam e 
 

 
 
 

    

DOB 
 

 
 
 

    

Gender 
 

 
 
 

    

Relat ion to 
proposer 

 

 
 
 

    

 
 
 

 
          
 
 
 
 

-   -  -  - -  -  -  - -  -  -  - -  -  - -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  -  - -  -   - -  -  - - -  -  -  -  -  -    -   -  -    -  - -  -  - -   - -  -  - -  -  -  -  - -  -  -  -  -     
 
 
 

To be filled in by Divisional Office Health Unit  
 
 
 

Policy Num ber 
 
 
 

Division Nam e &  Code  Branch Nam e &  Code Sent  to TPA on 

         
 
 
 
 
 
 
         Prepared By                   Checked by                                                  Manager ( Health I nsurance)  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Nam e of the Proposer 

 

 
 

Signature of the 
Proposer 

 
 

Life Insurance Corporation of India 
Health Plus Plan Proposal Form – Photo Addendum  

for preparation of Identity Cards 

IMPORTANT:  Form to be detached and sent to the TPA for the issue of Health Card 
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Affix a cancelled cheque / Xerox copy of cheque here 
 
 
 
 
 
 
 
 

                     
 
 
QQ 
 

        HI / PPL/ 1 / b 
 
 
 
 
                                                                                                                                          

 
                                                                
Note: I  undertake to int im ate regarding change in bank details to LI C prom pt ly and I  am  aw are that  
cla im s arising under this Policy w ill be set t led through the above Bank Account  only. 

 
 
 

 
      Signature of the Proposer 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 

To be filled by Divisional Health Unit  
 
The paym ents w ill be m ade based on the accuracy of the above data. Divisional Health Unit  is 
requested to verify data  in Policy m aster and ensure accuracy of data .  
 

Policy Num ber 
 
 
 

Division Nam e &  Code Branch Nam e &  Code 

 
 
The Bank Account  Details are ver if ied with the data captured in the Policy Master and are found to be 
in order and  where discrepancies have been not iced the data has been corrected. 

 
 

 
               Prepared by                             Checked by                   Manager ( Health I nsurance)  

 
    
 
 
 
 
 
 
 
 
 

Name of the Proposer  

Bank Name  
 
 

Bank Branch locat ion & 
Code 

 
 
 

Bank Account  Number   
 
 

NEFT /  RTGS 
I FSC-  CODE NUMBER 

 
 
 

 
Bank 

Details 
of 

Proposer 

MI CR No 
 

 
 
 

Life Insurance Corporation of India 
Health Plus Plan  Proposal Form – Addendum for Bank Details 
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LI C’s HEALTH PLUS POLI CY –  PLAN 9 0 1     AnnexureI  to Proposal Form  

 
 

Form to be filled in by the Member (Beneficiary) in case the member is not a Minor  
                    

Mem ber’s Nam e  
 

Division Code  

Date of Birth  
 

Sex�  Branch Code  

Relat ionship to 
Policyholder 

 I f spouse, date 
of m arriage�  

 Proposal Num ber  

Occupat ion  
 

Agents Code  

Em ployer’s nam e  
 

DO Code  

Nature of dut ies  I nit ial Daily Cash 
Benefit  opted 

 

                            Details of the Principal I nsured ( Policy Holder)  
Name  

 
Policy Number  

 

HEALTH DETAI LS AND MEDI CAL I NFORMATI ON   

Height  cm s W eight  kgs 

1.       Do you smoke or consume any form  of tobacco and / or alcohol? 
�

 Yes  
�

 No 
2.       Are you current ly taking any medicat ion or drugs, either prescr ibed or not  prescr ibed    

by a doctor, or  have you suffered from any illness, disorder, disability or injury dur ing the 
past  5 years which has required any form  of medical or  specialized exam inat ion ( including X-
ray, gynaecological invest igat ions, pap smear or blood tests) , consultat ion, hospitalizat ion or 
surgery?  

 
 �

 Yes  
�

 No 

3.       Do you have any proposal for  life, medical, health, accident , disability cover,  cr it ical illness or 
any other health- related insurance that  has been postponed, declined or accepted on special 
terms?  

�
 Yes  

�
 No 

4.       Do you have a parent  and / or a brother or a sister who has suffered/ suffer ing from, or died 
under the age of 60 due to any of the following condit ions:  Heart  disease, diabetes, st roke, 
hypertension, raised cholesterol, cancer, or  any hereditary disease? 

�
 Yes  

�
 No 

5.       Do you have any surgery planned or are you current ly aware of any medical condit ion that  
m ight  require medical advice/ surgery in the near future? 

�
 Yes  

�
 No 

  6.       Have you suffered/ suffer ing from any of the following:    

    a)  Hypertension or High blood pressure 
�

 Yes  
�

 No 

    b)  Diabetes 
�

 Yes  
�

 No 

    c)  Cardiovascular disease e.g.:  Palpitat ions, heart  at tack, St roke, chest  pain  
�

 Yes  
�

 No 

    d)  Genitour inary disease e.g.:  Kidney disorder, Bladder disorder, ur ine abnormality,   
        renal stones or genital organ disorder. 

�
 Yes  

�
 No 

    e)  Cancer of any type  e.g.:  Leukaem ia (blood cancer) , cyst  or  growth of any kind 
�

 Yes  
�

 No 
    f)  Mental disorder e.g.:  Depression, anxiety, schizophrenia or any other  mental or     
       nervous disorder. 

�
 Yes  

�
 No 

   g)  Endocr ine diseases e.g.:  Thyroid or any other hormonal disorder 
�

 Yes  
�

 No 

   h)  Digest ive disease e.g.:  Liver and  gall bladder disorder, gast r ic  ulcer, bleeding from    
       intest ine or any other disorder of the digest ive t ract   

�
 Yes  

�
 No 

   i)  Respiratory diseases e.g.:  Asthma, pneumonia, bronchit is, tuberculosis,  persistent          
      cough, or any other disorder of the chest  or lungs. 

�
 Yes  

�
 No 

   j )  Musculoskeletal diseases e.g.:  prolapsed disc, back or neck complaint , any physical    
      disability or other disorder of the bones, joints, ar thr it is, gout  etc 

�
 Yes  

�
 No 

  k)  Neurological diseases e.g.:  Fits, epilepsy, recurrent  headache, paralysis, any other        
      disease or disorder of the brain, spinal cord or nerves. 

�
 Yes  

�
 No 

   l)  Congenital disorders 
�

 Yes  
�

 No 

  m )  Anaem ia, hemophilia, thalassem ia or any other disorders of the blood 
�

 Yes  
�

 No 

7.       Have you ever been tested posit ive for  HI V /  AI DS, hepat it is B or C or sexually    
          t ransm it ted diseases? 

�
 Yes  

�
 No 

8.       Have you been absent  from  work for  more than 5 cont inuous days in the last  two    
          years due to health reasons? 

�
 Yes  

�
 No 

9.       Have you ever been involved or planning to be involved in a dangerous sport  or                                                                                  
          hobby? e.g.:  div ing, mountaineer ing, parachut ing, pr ivate aviat ion, racing, etc. 

�
 Yes  

�
 No 

10.     Do you current ly have any health insurance policy with LI C or any of the other companies? 
�

 Yes  
�

 No 
11.     Whether any Proposal subm it ted and is pending in any of the LI C Offices? 

�
 Yes  

�
 No 

I f the answer to any of the above quest ions ( from 1-9)  is “yes” please give details (such as units consumed,  
diagnosis and further informat ion as cured, st ill under  t reatment , t reatment  from /  to, copies of hospital/  
diagnost ic reports, reasons, details of declined/ rejected/ cancelled proposals etc)  hereunder. Please at tach separate 
sheet  if necessary. For quest ion numbers 10 & 11, if the answer is “ yes “, please subm it  details in a separate 
sheet . 

 
 

 
 

I MPORTANT: THE FOLLOW I NG DOCUMENTS NEED TO BE ATTACHED TO THI S FORM 
1.  Age proof to be at tached 
2. Photo addendum Form to be submit ted in case of ‘Addit ions of new member to exist ing Policies’ 
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ADDI TI ONAL QUESTI ONNAI RE FOR FEMALE LI VES 
Are you pregnant  now? Date of last  Delivery Have you ever had any abort ion or m is-carr iage or 

caesar ian sect ion? I f so give details in a  
separate sheet .  

Date of last   
Menstruat ion 

Husband’s Full Name His Occupat ion His Annual 
I ncome 

 ADDI TI ONAL QUESTI ONS I N  THE CASE OF SERVI CES I N  ARMED FORCES 
Wing to which 
you belong 

Rank therein 
 

Date of last  Medical 
Exam inat ion  
 
 

Medical category after  
Medical Exam inat ion 
 
 

Were you ever below A-1 category 
I f so when 
 

ADDI TI ONAL QUESTI ONS TO BE ANSW ERED BY THE PROPOSER 

a. Whether the terms and condit ions of the proposed plan have been explained to you by the agent  
�

 Yes 
�

 No 

b. Have you understood fully, the terms and condit ions of the plan you propose to take 
�

 Yes 
�

 No 

 
DECLARATI ON BY THE BENEFI CI ARY  

  
I  ____________________________________hereby declare that  t he foregoing statements and answers to all quest ions 

in th is annexure signed by me, have been given by me after  fully  understanding the quest ions and the same are t rue and complete 
in every part icular  and that  I  have not  withheld any informat ion and I  do hereby agree and declare that  these statements and this 
declarat ion shall be the  basis of t he cont ract  of assurance between me and the Life I nsurance Corporat ion and that  if  any unt rue 
averment  be contained therein,  t he said cont ract  shall be absolutely null and void and  all monies which shall have been paid in 
respect  thereof shall stand forfeit ed to the Corporat ion.  Not  withstanding the provision of any law, usage, custom  or  convent ion 
for the t ime being in force prohibit ing any doctor /  hospital and /  or  employer from divulging any knowledge or informat ion about  
me concerning my health or employment  on the grounds of secrecy, I  /  m y heirs, executors, adm inist rators and assignees or  any 
other person or persons having interest  of any k ind whatsoever in the policy cont ract  issued to me hereby agree that  such 
author it y  having such knowledge or informat ion shall at  anyt ime be at  liberty t o divulge any such knowledge or  informat ion to the 
Corporat ion and its representat ives ( including but  not  lim ited to Third Party Administ rators) . 

         
        And I  further agree that ,  if after t he date of subm ission of the proposal but  before the issue of the f irst  Prem ium Receipt  

( i)  any change in the state of my health or m y occupat ion or  any adverse circumstances connected with m y  f inancial posit ion or   
( ii)  if a proposal for an assurance or applicat ion for  revival of policy on m y life   made to any off ice of the Corporat ion or with any 
other insurer is withdrawn or  dropped, deferred or  accepted at  increased prem ium or subject  to a lien or on terms other than as 
proposed, I  shall forthwith int imate the same to the Corporat ion in wr it ing t o reconsider  the term s of acceptance of assurance. Any 
om ission on my part  to do so shall render th is Assurance invalid and all moneys,  which shall have been paid in respect  thereof, 
shall st and for feited t o the Corporat ion. I  hereby give my consent  for undergoing medical exam inat ion/ tests including test  for  HIV 
as required by Corporat ion. I  confirm  that  I  have been informed about  and have understood the benefits and exclusions under th is 
product  for which I  have made this applicat ion.  I n consultat ion with the agent /  intermediary,  I  have taken a personal and 
independent  decision in an informed manner to go for the Plan.  

                  Dated at - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -on the - - - - - - - - - - - - - - - - - - - - - - - - - - - -day of- - - - - - - - - - - - - - - - - - - - -200 
 
 

                                                       Signature or Thum b I m pression of the Beneficiary  
                                                                                      

       
C    Consent  by the Principal I nsured - -   I  hereby give consent  for  including the above proposer  
                                                                 as a member beneficiary in my policy no.______________           

                                          

                                                                         Signature of the Principal I nsured 
I n case form  is filled up /  signed in a  language different  from  that  of the Proposal Form : 
 
Declarat ion by the person filling in the form : 
“I  hereby declare that  I  have fully explained the above quest ions to the above beneficiary in _________ language and 
I  have t ruthfully recorded the answers given by the above beneficiary.”  
 
Name & Address       ___________________                                          Signature       :_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
of the Declarant :        ___________________                                          of the Declarant  
                    ___________________    
 
     Declarat ion by the Beneficiary 
 
“I  cert ify that  the contents of the form  and documents have been fully explained to me by Mr /  
Ms: __________________________________ and I  have understood the significance of the proposed contract . 
 

                   Signature or thum b im pression of the Beneficiary:_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
 
I n case the Beneficiary is illit erate, the thum b im pressions of the Beneficiary should be at tested by a 
person of standing w hose ident ity can easily be established, but  unconnected w ith the Corporat ion and 
this declarat ion should be m ade by him / her. 
 
“I  hereby declare that  I  have fully explained the above quest ions and contents of the Annexure I  to the beneficiary in 
______________language, and that  the beneficiary has affixed his /  her thumb impression above in my presence after 
fully understanding the contents thereof.”  
 
Name & Address      ______________________                  Signature of the at tester    :_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
of the Declarant :      ______________________                                         and  Declarant  
      ______________________ 
                 

FOR MEDI CAL CASES ONLY 
 
I  cert ify that  the beneficiary has signed /  put  his /  her thumb impression in my presence after adm it t ing that , all 
answers to quest ions in this Annexure I  are proper ly recorded.          
 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -                                                                        - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
Signature or Thumb I mpression of the Beneficiary                       Signature of the Medical Exam iner     
 
 

I MPORTANT: THE FOLLOW I NG DOCUMENTS NEED TO BE ATTACHED TO THI S FORM 
1.  Age proof to be at tached 
2. Photo addendum Form to be submit ted in case of ‘Addit ions of new member to exist ing Policies’ 
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LI C’s HEALTH PLUS POLI CY –  PLAN 9 0 1     AnnexureI I  to Proposal Form  

 
 

Form  to be filled by the proposer in case the Beneficiary is a Minor . 
Mem ber’s Nam e  

 
Division Code  

Date of Bir th  
 

Sex�  Branch Code  

Relat ionship to 
Policyholder 

 I f adopted, date of 
adopt ion� 

 Proposal Num ber  

Occupat ion  
 

Agents Code  

Nam e of the school 
/  college 

 DO Code  

Std /  Class  I nit ial Daily Cash 
Benefit  opted 

 

Details of the Principal I nsured ( Policy Holder)  
Nam e  

 
Policy Num ber  

 

HEALTH DETAI LS AND MEDI CAL I NFORMATI ON   

Height �  cm s W eight �  kgs 

1. I s the life to be assured current ly taking any medicat ion or drugs, either prescr ibed or not  
prescr ibed by a doctor, or  has the m inor ever suffered from any illness, disorder, disability 
or injury dur ing the past  5 years which has required any form  of medical or  specialised 
exam inat ion ( including X- ray, blood tests etc) , consultat ion, hospitalisat ion or surgery? 

�
 Yes  

�
 No 

2. Has the life to be assured  any surgery planned or has the life to be assured current ly been 
advised to seek medical advice/ surgery in the near future? 

�
 Yes  

�
 No 

3.    Has the life to be assured suffered/ suffer ing from any of the following:    
a)  Cardiovascular disease e.g.:  congenital heart  disease, Palpitat ions, heart  at tack,     
    St roke, chest  pain etc 

�
 Yes  

�
 No 

b)  Diabetes 
�

 Yes  
�

 No 
c)  Hypertension or High blood pressure 

�
 Yes  

�
 No 

d)  Genitour inary disease e.g.:  Kidney disorder, Bladder disorder, ur ine abnormality, renal  
    stones or genital organ disorder. 

�
 Yes  

�
 No 

e)  Cancer of any type  e.g.:  Leukaem ia (blood cancer) , cyst  or  growth of any kind 
�

 Yes  
�

 No 
f)  Mental disorder e.g.:  Depression, anxiety, schizophrenia or any other mental or   
   nervous disorder. 

�
 Yes  

�
 No 

g)  Endocr ine diseases e.g.:  Thyroid or any other hormonal disorder 
�

 Yes  
�

 No 
h)  Digest ive disease e.g.:  Liver and  gall bladder disorder, gast r ic  ulcer, bleeding from   
    intest ine or any other disorder of the digest ive t ract  

�
 Yes  

�
 No 

i)  Respiratory diseases e.g.:  Asthma, pneumonia, bronchit is, tuberculosis, persistent   
   cough, or any other disorder of the chest  or lungs.  

�
 Yes  

�
 No 

j )  Musculoskeletal diseases e.g.:  prolapsed disc, back or neck complaint , any physical   
   disability or other disorder of the bones, joints, ar thr it is, gout  etc 

�
 Yes  

�
 No 

k)  Neurological diseases e.g.:  Fits, epilepsy, recurrent  headache, paralysis, any other  
    disease or disorder of the brain, spinal cord or nerves. 

�
 Yes  

�
 No 

l)  Congenital disorders. 
�

 Yes  
�

 No 
m)  Anaemia, hemophilia, thalassem ia or any other disorders of the blood 

�
 Yes  

�
 No 

4.   Has the life to be assured ever been tested posit ive for  HI V /  AI DS, hepat it is B or C? 
�

 Yes  
�

 No 
5.   Has the life to be assured been absent  from  school/ college for more 
      than 5  cont inuous days in the last  two years due to health reasons? 

�
 Yes  

�
 No 

6.   Has the life to be assured involved or planning to be involved in a dangerous sport  or  
hobby?   e.g.:  div ing, mountaineer ing, parachut ing, pr ivate aviat ion, racing, etc. 

�
 Yes  

�
 No 

7.   Does the life to be assured have any health insurance policy with the LI C or  
      any of the other companies? 

�
 Yes  

�
 No 

8.  Whether any Proposal subm it ted and is pending on the life to be assured in any of the LI C 
Offices ? 

�
 Yes  

�
 No 

 

I f the answer to any of the above quest ions ( from 1-6)  is “yes” please give details (such as units consumed,  diagnosis 
and further informat ion as cured, st ill under  t reatment , t reatment  from /  to, copies of hospital/  diagnost ic reports, 
reasons, details of declined/ rejected/ cancelled proposals etc)  hereunder. Please at tach separate sheet if necessary. For 
quest ion numbers 7 & 8, if the answer is “ yes “, please subm it  details in a separate sheet . 

 
 

 
 

I MPORTANT: THE FOLLOW I NG DOCUMENTS NEED TO BE ATTACHED TO THI S FORM 
1.  Age proof to be at tached 
2. Photo addendum Form to be submit ted in case of ‘Addit ions of new member to exist ing Policies’ 
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DECLARATI ON BY PROPOSER 
 

        I _________________________________________ hereby declare that  the foregoing statements and answers 
to all quest ions in this annexure signed by me, have been given by me after fully understanding the quest ions and the 
same are t rue and complete in every part icular and that I  have not  withheld any informat ion and I  do hereby agree and 
declare that  these statements and this declarat ion shall be the  basis of the contract  of assurance between me and the 
Life I nsurance Corporat ion for inclusion of the m inor life ment ioned above as one of the beneficiar ies under this cont ract 
and that  if any unt rue averment  be contained therein,  the said contract  shall be absolutely null and void and  all monies 
which shall have been paid in respect thereof shall stand forfeited to the Corporat ion.  Not  withstanding the provision of 
any law, usage, custom or convent ion for the t ime being in force prohibit ing any doctor/  hospital and /  or  employer from 
divulging any knowledge or informat ion about the m inor life ment ioned in this Annexure I I , concerning his/ her health on 
the grounds of secrecy, I  /  my heirs, executors, adm inist rators and assignees or any other person or persons having 
interest  of any kind whatsoever in the policy contract  issued to me hereby agree that  such author ity having such 
knowledge or informat ion shall at  anyt ime be at  liberty to divulge any such knowledge or informat ion to the Corporat ion 
and its representat ives ( including but  not  lim ited to Third Party Adm inist rators) . 

         
        And I  fur ther agree that , if after the date of subm ission of the proposal but  before the issue of the first  Prem ium 

Receipt  ( i)  any change in the state of health of the m inor life ment ioned in this Annexure or  ( ii)  if a proposal for an 
assurance or applicat ion for revival of policy on the m inor life, ment ioned in this Annexure, made to any office of the 
Corporat ion or with any other insurer is withdrawn or dropped, deferred or accepted at  increased prem ium or subject to a 
lien or on terms other than as proposed, I  shall for thwith int imate the same to the Corporat ion in wr it ing to reconsider the 
terms of acceptance of assurance. Any om ission on my part  to do so shall render this Assurance invalid and all moneys, 
which shall have been paid in respect  thereof, shall stand forfeited to the Corporat ion. I  hereby give my consent  for  let t ing 
the beneficiary ment ioned in this Annexure I I  to undergo medical exam inat ion/ tests including test  for  HI V as required by 
Corporat ion.  

      
 
     Dated at - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -on the - - - - - - - - - - - - - - - - - - - - - - - - - - - -day of- - - - - - - - - - - - - - - - - - - - -200 
                                                                                                                                                   

 
 
Signature of witness:                     Signature or Thum b I m pression of the proposer ( PI )  

      Name and address   :   ______________________                                                                                         
                                       ______________________ 

  
I n case form  is filled up /  signed in a  language different  from  that  of the Proposal Form : 
 
Declarat ion by the person filling in the form : 
 
“ I  hereby declare that  I  have fully explained the above quest ions to the proposer in _________ language and I  have 
t ruthfully recorded the answers given by the proposer .”  
 
Name & address        __________________                                       Signature   :_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
of the Declarant :        __________________                                         of the Declarant  
       __________________ 
       __________________ 
 
Declarat ion by the Proposer: 
 
“I  cert ify that  the contents of the form  and documents have been fully explained to me by Mr /  
Ms: __________________________________ and I  have understood the significance of the proposed contract” . 
 
                                             Signature or thum b im pression of the Proposer:_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
 
I n case the Proposer is illit erate, the thum b im pressions of the Proposer should be at tested by a  person of 
standing w hose ident ity can easily be established, but  unconnected w ith the Corporat ion and this declarat ion 
should be m ade by him / her. 
 
“ I  hereby declare that  I  have fully explained the above quest ions and contents of the Annexure I I  to the proposer in 
______________language, and that  the proposer has affixed his /  her thumb impression above in my  presence after fully 
understanding the contents thereof.”  
 
 
 
Name & Address      ________________________                         Signature of the at tester  :_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  
of the Declarant :      ________________________                                             and Declarant                             
      ________________________  
    
     
              FOR MEDI CAL CASES ONLY 
 
I  cert ify that  the proposer has signed /  put his /  her thumb impression in my presence after adm it t ing that  all answers to 
quest ions in this Annexure I I  are proper ly recorded. 
 
 
 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -                                                    - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
Signature or Thumb I mpression of the Proposer                                                  Signature of the Medical Exam iner   
 
 

I MPORTANT: THE FOLLOW I NG DOCUMENTS NEED TO BE ATTACHED TO THI S FORM 
1.  Age proof to be at tached 
2. Photo addendum Form to be submit ted in case of ‘Addit ions of new member to exist ing Policies’ 

 


