gATEes 33 sRgdE  Feel fAfAes Photograph

UNITED INDIA INSURANCE COMPANY LIMITED
Ul U UU ST : 24 dECH IS,
REGISTERED & HEAD OFFICE: 24, WHITES ROAD,

J==t CHENNAI-600014

G / 9TTET HTATAT DIVISIONAL / BRANCH OFFICE. ...t

qT T A2 haIT TEATT T FAMILY MEDICARE PROPOSAL FORM

ATHHAT IS/ AGENCY CODE arider FHE=T /7 ANNUAL PREMIUM

T TeTe 3./ POLICY NO o 9197 +FIT / DEV. OFFICER

CODE

b)

HEATUT IMPORTANT

A) N qF HAAT G AT U S AR T EEeer =g 72t B @ g, va vl wwia i ol
T i & QT T & wHrd yEqrEE Ao & IR0 @ 9 Jd FueT SR a7 A2 g6l

The Company will not be on risk until the proposal and Insured Persons details have been
accepted by the Company and communication of the acceptance has been given to the
proposer in writing on full payment of premium

) I urdrEas & WY Wy uRae #@eFd T ® @, HAd ufd/uel v urd A e,
ST 3meroT 3aeTs & dl, W ucde uikaie deeg @ fow qul cafherd o & |y g
UEATE U QT Y UEG AT BT

If other family members residing with proposer i.e., spouse and eligible dependent

children required to be covered, separate Insured Person details forms should be
completed for each of such family members.

q) 45 F9 F AT Y B ARHAT qAT TEATT T § TAFA (A hcaT Siderd  Haefl aoom el arer 45 a9

T FH AT % AT HT TF o G T [T AT ST AEIdqTe /AN A/ STHALTAT /3aramT § 19 =Ffd
TTES-TE A FHEET TN

Persons above 45 years of age or persons below 45 years of age, having adverse medical
history declared in the proposal form, will have to undergo pre-acceptance health check-
up at a recognised Hospital/Nursing Home/Laboratories/Clinic at the cost of insured.

T)  FT sty @ sreran fifva wfer § sl i Rafa 7 g ) AR R Qe [ s99es g9ty @ Aw

() * ATATE TF TFIA FTesy qreqvr e 7947 Teqrg a7 Aufara f)

Fresh proposal form is required along with pre-acceptance medical check-up as
mentioned in item (c) above, irrespective of age, when there is break in insurance cover
or when there is a request for enhancement in the sum insured.

T) SEw i 3 smaead 27 AuwRerwen of afd & a1 9fva SEaet g'e B S, Fae serEr
0 g sregE R s i Feufar o i smaor st @ SITUeT ( emaeTs 9B /vy - ATt
£ S e o fimmrat T8 gRARa & wam 5w sifew Sier e aer § iR 3fg g a
FE & ,31gaey a2 df W)

Non-disclosure of facts material to the assessment of the risk, providing misleading
information, fraud or non-co-operation by the insured will nullify the cover under the

policy (material fact is one which will enable the Insurer to decide whether to accept the
risk and if yes, at what rate, terms and conditions.

JEqTIh ol faqwl / PROPOSER DETAILS

UEATdeh &l AT / 3991/ (Surname) 1A (Name)
Name of the proposer




2 aT T SIHTY ./
Address and Telephone No
fard/ Residence :

PrITeR/ Office

3 3TRET & o et wewdt H HEA
(37T &)

Total number of members to be
covered (in figures):

(et &) (in words):

@fFa cafmat & for gus @ FTaRoT w1 oo 7 o)
(Separate Insured Person Details forms are to be enclosed)

4 Tafad dar afRy
Sum Insured Opted

3 &1 39 giferdly & 3iddd e ff@a sfale smavor & gl aed &

Do you wish to avail of the following additional covers under the policy:

3 | Ugeld @d / AMBULANCE CHARGES:
g HEUATT  ©g afd Abe/ HOSPITAL|afg &f ar 2. 250/~ ufafea /2. so0/- ufafea

DAILY CASH If yes, for Rs.250/- per day / Rs.500/- per day
6 dar 3afay ¥ From
........................ dh To (mwﬁ TP Midnight)

AHAT TEATE dTferehl SPECIMEN SIGNATURE TABLE

®. |dfa s @ |3y | flor | @9g TEATER AT &t AT @ |y

SN | A Name of | pge Sex Relation Signature Nominee

ATH
Insured Person . .
0 relationship

Nominee

@ifeT cafpar @ wiel /Photographs of Insured persons:

Photograph Photograph Photograph Photograph Photograph

1. #/&H 3 vd i ¥ URAIAd FHET IRbAT H WR F I§ HIWOT FAT § /AT &/ B & B
M /TR gV EF T 3WE HIUA, 30 vd/ A7 fAR01, A Fafadwd Tadrl & AJaR vd GH AT
# gcg g gt § 3R /e 39 3y cafmal i 3R A grae WA & o 3fgd € /2

I/We 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 |/We am/are authorized to propose on behalf of
these other persons.

2. 7R/ T Hd & 6 M/ TR G & S TRy 39 e uiferdy & 3R geft, Sfes diem
®UA & fAGAF Fse g A AT-oEe uiferd & e gt qur  uifedr gemd Wfdga &
ot wifd & g & gardr @l

| / we 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 insurance company and that
the policy will come into force only after full receipt of the premium chargeable.

3. 3/ & 39 Ig off EWOT AT &/ I &/ WX © b A/ H 1A GFAT UFd LA Dl AG oAfehed
FUA gRT W A FGfd H I & @ Ugel DA /UFA@ @ FAHT AT AT TR H T
forelt ot URESA F1 qEAT fard w9 & &/ & & |



I/We further declare that I/we 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.

4, /39 T AU AT &/ Bl &/ IRd & TT TeaAd o/ & O et grar 7t frt e s Gl
Ferare , e Sl SR / sEarEs BT TR TeTuT AT & A1 ad serEr adae [arer & Sifha /
TEATAE @ AT T AT Taresy fif $Arfad F:37 arer foodr ot = a7 ffy Sy ot 7 fior o 2q e

TT AT AT ATaT e gadt SEe 9y w5 i qgafa S Fwdfrardar g/ S € / TR

I/We declare and consent to the company 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.

5. #/EHA PUAT B A/ AN Afhard SR Afed Rfecada 3fFeral fir el dad g
@ 3R/ 3¥ar grar-fAuera g fhdT TR va/3yar fAa#e el @ wren e @ ford e

FAT § /AT & / A © |

I/We authorize the company to share information pertaining to my personal including the
medical records for the sole purpose of proposal underwriting and/or claims settlement and
with any Governmental and/or Regulatory authority.

=T PLACE:
a7 DATE: TEQTAh T EAT&TY /Signature of the proposer

AT AfAHTH 1938 &I HJToq - 4t
Section 41 OF INSURANCE ACT 1938

e -[TUY  PROMIBITION OF REBATES <

(1) =% =f ara & fod s & Shod o1 Ful @ FafRT A & TRl e & AT
Rt aE @ A A Rl cafs @ o B g R, FAAHOT WA T T WS B o
TcTeT A1 GAET U H UchaT AT WA T F QU IhA H e T I HIAT AT HARGS BT
e 1 uiferdy & gRd Nfdws & R og H gedT & §7 A F@ S 3R T S H g
HET IR F & P Ife iferdl B Uit dRA T TROT B T AR @A B forw AR
&1 RN RO & AR i Tl & Helar P 3Hed G FIDR B

(2)  No person shall allow or offer to allow either directly or indirectly as an inducement to
any person to take out or renew or continue an insurance in respect of any kind of risk
relating to lives or property in India any rebate of the whole or a part of commission
payable or any rebates of the premium- shown on the policy nor shall any person taking
out or renewing continuing a policy except any rebate as may be allowed in accordance
with the published prospectus or tables of the insurer.

(B) o afF =@ IS F SUEHl B U H gH BN, 3§ W ui # FW qFw w1 DA I
H¥qus S
Any person making default in complying with the provisions of this section shall be

punishable with fine which may extend to five hundred rupees.

IS 3 sqdE el ffaes Photograph

UNITED INDIA INSURANCE COMPANY LIMITED
ol wd guTe FETEd ;24 dBeH IS,
REGISTERED & HEAD OFFICE: 24, WHITES ROAD,

J== CHENNAI-600014

o =af=F =7 997 INSURED PERSON DETAILS

Tiferdt .POLICY NO:




it =rf<rat &t G==1 INSURED PERSON No.

i s ANNUAL PREMIUM

T ATTHT 2Tk o o Tore wearaelt To I ¥ TEqd HAT g (TR UF & e ffaa safw #1 srawr s
T T FIAT FT I S T I )

To be completed separately including Questionnaire form for each insured person ( if more than one
insured person required to be covered please obtain additional forms from the company).

1 AT <a™b F7 719 Name of the Insured Person
2 TqT Address
faT #re PIN CODE
TS/ %.9TT.9%9T State / U.Territory
3 R AT sy = d ) 75w /AT Male / Female
Sex (Strike out whichever is not
not applicable)
4 TEITE o T Hae

Relationship with the proposer

5 St faf¥ @ 3g Date of Birth and Age

6 ) s qrire s

Average Monthly Income : Rs.

) 3T ¥ TEAT Income Tax PAN No.

7 ITE / UA/FARER YAl TUR (FOIAT T &
Tt @ WY qoT fderor §) Profession / Occupation /

Trade or Business (Please describe fully With nature
of duties )

8 e 1 A1, AT, 3HHT AT UF @A H , I
CIEN)

Name and address of the Medical Practitioner, his
qualifications & Telephone No. if any.

9= #re Pincode
AT F Tel. No.

9 RIfchegen Y Tolienior &

Medical Practitioner's Regn. No.

1031 oo 3oy ardwreat ar qF & frelt o ol s ity R & 37deTa TRetor gt fRar 2 (Sh-
T e edT, FET ST, Aadg RAfecar e awr Rfecar i) 7tz =t 91 sawr fFeer

Are you at present or any other time in the past covered under any other Insurance Type (PA,
Cancer Insurance, Hospitalisation Insurance Or other Medical Insurance), If so, Give particulars of

FHTRAT Insurer
Tifer &. Policy No.
aifereT £ srafer

Period of cover

7f FATT frATRat qATzee AT 21 A7 FaE feRer &

If current insurer is United India: Please specify;




Tifer=l *T T Policy
Type

TiterT 7 Policy No.
FraTerT Office

Tt & [/ Expiry
Date

Kl T3 SRAT TRARNE  F Ay A & v [ S ST v F A Rt s@fy F s A
TR0 f3haT ST <21 27

Date of first coverage with United India which has since been renewed continuously
without break or within grace period
gaTdT gl & fafd wee.f

Tiferdt & under Policy No
g7 & Endorsement No.

q foTa &1 aut # grEy/ s ZrEr i
Claim amounts received / receivable in preceding two years
TTfar Amount (Rs.) T Iness | qiferfy &y srgfy | ATATRAT EIRIER]

Policy Period Insurer Office

11. Far == $iwr a1 yeam a7 o el o & fimr & fow g seara s an 1 fhar o & st
wferen fiffer gonRa forar s €, afe &, Y saer fEer

Any Proposal for this Insurance or any other similar insurance refused or cancelled or higher premium
charged. If so give details:

12. wearass / sifaa =it g ST sfaea fFewr i qof st & S,
MEDICAL HISTORY TO BE COMPLETED BY THE PROPOSER / INSURED PERSON

ot e vt 7 S <gt Ar caer 7 ¥ (o A ') afy s cgt & oot e E-
PLEASE ANSWER THE FOLLOWING QUESTIONS IN YES OR NO. ( A DASH IS NOT SUFFICIENT ) AND GIVE FULL
DETAILS IF ANSWER IS YES.
12.1 =7 oo qof =9 & Taeey € qar Fft ol 3R wafaes e an sraar an i Rera
aAFT F
Are you in good health and free from Physical and mental diseases or infirmity Or medical
complaints?

12.2  =fe A& 91 9ot 33w F If not in good health give full details

13. Fr srq peft et Aot / Sy o fiftg @/ 2 3l of, v fawwr &
Have you ever suffered from any of the diseases / illness? If yes, give details :

(a) DS TEAIAF , TR AT AR T SART

any nervous, mental or psychiatric disease

(b) e e srurat fegve s (g, georar, <), elY s & aemema

slipped disc or other spinal disorder (fainting episode, blackout, fit ) paralysis of
any kind

(c) 3IF TF AT, gad T, R ga T F 9+ T 9= qaeft R geanfe; (ara sav)
high blood pressure, heart diseases, including ischaemic heart disease, other circulatory
disorder etc., (rheumatic fever)



(d) =T, wiew, g, aae difesy .

Fistula, Piles, hernia, varicose veins

(e) TordT off TRE o1 YT, SST TAT 919 Tl T

Any disease of the bones or joints Including rheumatic disease

() wferg, siere, = A1 & FfAa F% Ay FFr

diseases of uterus, ovaries or breast or any specific gynaecological disorders

PS AT FIded T ersit T
any respiratory or allergic disease

(g) B 3 e, seme , o, fUsmer 3 6H 7ot goaedt Ry scanfe

any disorder of the stomach, ulcer, bowel or gall bladder, kidney stones etc.,

(h) =< FF T, Gdad gig, WIS, e a1 91 st oA o= F are oft qae adi g wrar
any cancer, malignant growth, boil, cyst or wound etc., which does not heal or improve
despite treatment

(i) FE u=x P sy fow By froros & oo, erex e, sreaarer su=me st Sitg
AFIAFAT &7
any other complaint requiring specialist's consultation or surgical or hospital treatment or
investigations

(G)  FrE s e 7wty e ey § aoet ST B e g

any complaint or tendency that may necessitate such consultation or treatment in the future

(k) 7= 3T Tae s / Hrfoan fow
any dimness of vision / cataract
1)
(m) T FaefT oo FT AT Gy A WA

any disease of ears or difficulty or interference with hearing

(n) WA ATAT PIS TA T

diabetes or any urinary diseases

(0) I =7 T ATy AT AT st oreq b So= gaw &Y

any other illness or disease or accident or operation sustained by you.

14. (a) =1 amq ¥t g0 T H AT gu /gser-  ®f / TRl
Have you ever suffered from dental problems ? Yes / No
(a) 7T gf, 97 ISP Seol@ F< If yes specify same
(b) = sifom o= e gam

When were you treated last for same

15. Q@ # U T ReE st TT AT AT AT gHeaT svarar e fafrear so= # fHawr fe arferar
G

Give particulars in table below of any other illness or disease or accident or operation sustained
by you in the past

ﬁl- Qo /A HYar | yaw ax | Rfveae  ,  aedw Tth g7 qofa: e
. reatmen ,
e Upfd AR U | da e | e & A7 T T | ta0en A GU/TS
3UAR g3 First | gIHTW AT Name of Whether
Nature of illness / | diagnosed attending medical fully cured
disease  injury and practitioner, surgeon
treatment received with his address and
Telephone Number

1.

2.

3.

4

16. U AT 77 T g, ST TEATEAT STHT T TATIT FT T &7, S 97 T A7 giaa fhe e &l
Are there any additional facts affecting the proposed insurance which should
be disclosed to Insurers ?

17. raYy off Py, ol a7 A & Ry oY goPRIcHA® 3aca a1 sufeufa & forel off e
S @9 W 3@ faaor & 5aa v Rfkcar «ae o & 3magear @ dhar & |

Please give details of any knowledge of any positive Existence or presence of any ailment,
sickness Or injury which may require medical attention.



2.
3.
4

18. HuAT Tt ARG TfedT Sea@ Y Please specify sum Insured opted:  Rs.

H UqEgRT ST Ud Araed FAT g / Il & o STUE Fa9 07 U 77 g1 & et grer 7ty Gl iR st
et sreoarer e fifea / wearas i ohiea B & a1 B of aua e ot 3 aeiies s # 5 wafag
A AT A2 AT TR AT FAAT T ST A@ g 6AT TAT TEQTT a1 Z1a7 e Saefl SITaawrr O F it
agafa ff FoT #T ST &/ ot & | & zw off agaa g & fror yarh gm f fafa @ 7w yeare S o
ATETT ZIIT | ST TATET T AT TEqTa T a7 qeaaelt wmaet § & 13 Fwoe a7 3w Gt off e & o =
ST qTAT TATET AT AT et et o sohre & Saeart 78t gl |

| hereby declare and warrant that the above statements are true and complete. | consent and authorise
the Insurers to seek medical information from any Hospital / Medical Practitioner who has at any time
attended or may attend concerning any disease or illness which affects my physical or mental health. |
agree that this proposal shall form the basis of the contract, should the insurance be effected. If after
the insurance is effected, it is found that the statements, answers or particulars stated in the Proposal
form and its questionnaires are incorrect or untrue in any respect, the Insurance Company shall incur no
liability under this insurance.

# e forT 1 wer 2 vd Aiferft # FfAa 7 sfeafEa sgasyl , adfeiv sasial ¥ sqam T srazer 1 F&heR
A % oI FIm gl

| have read the Prospectus and am willing to accept the coverage subject to the terms, conditions and
exceptions stated therein and expressed in the Policy.

FEATAT Signature --------=-=----=ssesmmcesees feAi Date ------------ [ eeennees / -~

T Place:  ----m-esememeomeeeeeees

e /ST ==afE &1 T (@9 g ¥)

NAME OF THE PROPOSER / INSURED PERSON  -----esesmmmmmcme oo
( IN BLOCK LETTERS )

3 eaTaTRyoT/ N.B:

= T g 2 geareaw fORar ST | st @ A Rafa & =9 wvers storar wedTas % g gearatid A
Sl

This should necessarily be signed by insured person. In case of minor, guardian or proposer may sign.

## FTATET TART 2 FOR OFFICE USE ##
FISATIETE g STH=H Basic Premium for Scheme  ¥./ Rs. ..............

Fafaa afaws sraon F o fifvay

Premium for Additional covers opted %./ Rs.

FHATL -2 Staff Discount  F./Rs. . ....vunnn...



AN AT @ T AT wiaget Sfderd & AHel A TEqTash T TErad s § IO F T 92T T
TO BE COMPLETED BY PROPOSER IN CASE OF ADVERSE HISOTRY IN THE PROPOSAL FORM IN RESPECT OF
APPLICABLE ILLNESS:
e Haeft et DIABETES QUESTIONNAIRE:

1. T & e aa & [

Date of diagnosis of Diabetes

2. T A g & Y s a7 e gu/gs

Did you suffer from coma or procoma ?

3. FAT AT HYgHE AT NG FT AT F7A /DA 27 A B
, a1 3l &1 T 7 g i S E

Do you take any anti diabetic drugs ? If so please give
names with dose.

4. FOAT Wlell UE qT IS T 93T 1 919, $.87.5f1.

e FvT Sird e & [ % Ay fawr 3 guar e of
EERER

Please give details of Fasting and post prandial Blood
Sugar readings, E.C.G. findings and other investigation
reports with dates. Please also attach reports

5. FAT AT TYHg TIaT Thell v dATAT o qem=ar of
ffeT a1 gu/gs €

Do you suffer or have you suffered from any
complications of diabetes or any other diseases?

I T 979 Gaeft 7ty / HYPERTENSION QUESTIONNAIRE
1. AT THRETT /1T T 2, RT3 Ay Soa Y

What is your Blood Pressure reading, please state with
dates?

2. FIAT I T 717 et 3t e grrE w7 e E
Please state name of antihypentensive drugs with dose
3. FAT ST LU F /BT & 2 Are you a smoker?

4. T g A / 5 =27 srorar =ras T g ?
Is it essential / secondary / Malignant Hypertension?

3. BHUAT Joo@ B fF 1 aw Bl Afcaransit sraar
3= TRt 7 fifta gr &/ g8 &2
Please state whether you have suffered from any
complications or other diseases

6. HUAT FHET Sira et a1 vy § .
Please give findings of all investigation reports
H F =T AT ATATH FALT AT ATTRS A TARFNA  Hareft woaredt
CHEST PAIN OR CORONARY INSUFFICIENCY OR MYOCARDIAL INFARCTION QUESTIONNAIRE:
1. AT AT Tgel FfT T F freT A1 st BRI AT ATAEE AT TR
g ffeq gu/gs 7 afy =t 1 e &1 /Yy 7 fEwor 2,

Did you ever suffer from chest pain or coronary insufficiency or
myocardial infarction ? If so give please give diagnosis and date

2. FIAT T 30 gRT adA & off o & 3wt & aer ud
GUF FHT AR S .
Please state name and dose of drugs you are taking at present

3. e, | owe, BRAd T, Ty, deesh RO seaife
R &7 AR aRd  Seaw | RYRE Wi @ @y RAE a9 |

Please state the findings with dates of investigations done like ECG,
stress test, coronary angiography’s X-ray, pathology reports etc.,
Please send reports with the prescribed form.

4. FOAT TETaTeEe b1 fAfY, seaaret @1 are AR wwmmf #r fEer ¥

Please state the date of hospitalisation and names of hospitals and
consults

3. gfg 3y R sifeerar 3R =g fa @ fza gu/ g & a suan
ool P .
Please state complications and other diseases if suffered

6. HUAT Seol@ X b FAT AT AT AT F1d FF T | TAW & A7 B
A F e g &2




Please state whether you can do your regular work and whether you
have any limitation of activity ?

7. T ey fopell 9T su=e B QA A T g 2 Afe =t ar seh
ST &
Are you advised any special treatment? If so please give information

&7 PLACE : STEdTdeh / FTHT ZAfh FT gEareay
fa=Ti= DATE: Signature of Proposer/Insured person

gerasterdar M / o s gra s sy
TO BE COMPLETED BY CONSULTING PHYSICIAN / SURGEON
(e e sfaera dr [&afd #/ in case of adverse Medical History)

=i 1 @ Name of the Insured:

g HISTORY
a) adE AREAT I S AR B @

Present complaints and investigation if any

b) fRlt Fwrt |, ecaffhemr, ghesi, Sar w1 1@ slaem fAfy afkd, v Rfecad
SIfeeranit & sreadret s 1 faawr

Any past history of disease, operation, accidents investigations with date, major medical
complaints or hospitalisation

C) TEFUATAGH & G I IUAR T FEwor qur smfy

Details of present and past medication with duration

d) ofy et frard & e gu 27afe o A et SUSTE e foRAT AT AT T K deg §IAT? s

he cured of disease, if any? When, was your treatment, if any, given, stopped?
AT 948791/ General Examination
FrafRaa 7 /Systematic Examination

T ATt T § 7g 1w Thwrd 22 Do you consider the risk acceptable

JEqTae T ged1e7T Signature of proposer

TereTeTar e ¥ gearew

Signature of consulting physician

JRTHETGIT fofsheere %7 A1 Name of consulting Physician:
TRIT8/ Qualifications:

qdT Address:
=79 Place:
a7 Date: gAY @eqT  Telephone Number:
g7 FUT F AR g 9T ST

TO BE COMPLETED BY OFFICIAL OF INSURANCE COMPANY  -----------mmnmmmnee-

FT ATTHT T § g ATGH T 87
DO YOU CONSIDER THE RISK ACCEPTABLE?

gerd ITfaRTir COMPETENT AUTHORITY
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