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PROPOSAL FORM FOR INDIVIDUAL HEALTH INSURANCE POLICY

IMPORTANT

अ)    जब तक क��न� द�र� पसत�व एव� ब�ल�त वयक9य: क� कववरण सव�क�त नह=� डकय� गय� ह&, एव� ऐस� सव�क�लत क@ ल�खखत स�चन� 
प�ल�य� क� ��ण! भ�गत�न  क� �श�त पसत�वक  क& न द= गय� ह& तब तक  क��न� ज&खख� �र नह=� ह&ग�। 

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 

ब)    यडद पसत�वक क� स�थ अनय ��ररव�ररक सदसय रह रह�  ह:, अथ�!त �लत/�त�  एव� ��त आलKत बचच�, खजनक�  आवरण 
आव�यक ह& त&, ऐस� पतय�क ��ररवररक सदसय क� ल�ए ��ण! वयक9गत कववरण क� स�थ ��थक पसत�व �त ��ण! कर पसत�त करन� 
ह&ग�।

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.

स)  क�छ �ररखसथलतय: �� कववरखणक� क� अन�स�र वयक9य: क& अ�न� खचO �र डकस� ��नयत� प�प अस�त��/नलसQग ह&�/ पय&गश��� 
/दव�ख�न� �� ��व! सव�क�त� सव�सRय �र=कण कर�न� ह&ग�।

Persons may be required to undergo pre-acceptance health check-up at a recognised Hospital/Nursing 
Home/Laboratories/Clinic at the cost of insured in some cases as mentioned in the prospectus. 

ड)   ब��� अवलध भ�ग अथव� ब�ल�त र�लश �� बढ&तर= क@ खसथलत �� आय� �र कवच�र डकय�  कबन� ,उ�र&9 दश�!य� गय� �द (स) क� अन�स�र 
��व! सव�क�लत सव�सRय �र=कण क� स�थ नय� पसत�व �त अ��खकत ह*।  

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. 

)   ज&खख� लनध�!रण ह�त� आव�यक तRय अपकट=करण क@ खसथलत �� य� भल�त ज�नक�र= पद�न डकय� ज�न�, क�ट��ण! अथव� 
ब�ल�त द�र� असहय&ग डकय� ज�न� क@ खसथलत �� ब��� आवरण अ��नय ह& ज�एग� ( आव�यक तRय स� त�त�य! -व� ज�नक�ररय�Y 
ह* खजनक� आध�र �र ब���कत�! यह स�लनखशत कर सक�ग� डक कय� ज&खख� सव�क�र डकय� ज�न� ह* और यडद ह�Y त&  डकस 
दर,अन�बनध तथ� शत\ �र)

  Photograph



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.

फ) क��य� पसत�व�त ��ण! र� स� भर� । यडद सथ�न अ�य�!प ह* त& आव�यकत�न�स�र  ��थक ��ष स��गन कर�।

Please fill up the proposal form completely. If space is insufficient, separate sheet may be attached wherever 
required.

पसत�वक क� कववरण / PROPOSER DETAILS

1 पसत�वक क� न�� / Name of the proposer उ�न��/(Surname)                           न�� (Name)

2 आव�स क� पत�  Residence Address 
द#रभ�ष स'./  Telephone No  : 
फ0क स स' Fax No: 
इ म6ल E-Mail:

3 ��श� Occupation

4 औसत ��लसक आय / Average  Monthly Income

5 लचडकतसक क� न��,  �त�,  उसक@ य&गयत� एव� 
द�रभ�ष स� , यडद क&ई ह& 

    ,  Name of the Medical Practitioner his 
 &  .   qualifications Telephone no if any Medical 

'  . .Practitioner s Regn No

6. कB� आपन6  वतDम�न मE B� प#वD मE ककसG समB ककसG अनB बGम� पक�र क6 अ'तरDत स'रकण प�प ककB� ह0? (ज0स6-वकVरत दWरDटन�, कEसर बGम�, 
आवसGB क[ककत स� बGम� अनB क[ककत स� बGम�) Bकद ह�^, त_ उसक� कववरण 
Are you at present or have you been at any other time in the past covered under any other Insurance (PA, Cancer Insurance, 
Hospitalization Insurance or other Medical Insurance). If so, give particulars of:

1 बGम�कत�D क� न�म /  Name of Insurer 
2 प�कलसG स' /  Policy No. 
3 बGम� कg अवकh /  Period of cover
4 प�प त प�प B द�व� कg र�कk / Claim Amt. Recd./receivable

7. कB�  इस बGम� B� पसत�व B� अनB ककसG ऐस6 हG बGम� क6 कलए क_ई पसत�व असवGकpत B� रद ककB� रB� ह0  अथव� अकhक पGकमBम पभ�ररत 
ककB� रB�  ह0, Bकद ह�', त_ उसक� कववरण दE: 
Any proposal for this Insurance or any other similar insurance refused or cancelled or higher premium charged. If so, give details:

ब�ल�त वयक9य: क� कववरण एव� न��न� हसत�कर          Details of Insured Persons and their specimen signatures

क.  स' 
S.No

बGकमत वकV क� न�म 
Name of Insured Person

जनम कतकथ 
Date  of 
Birth

आBW 
Age

ललर 
Sex

पस त�वक क6 
स�थ स'ब'h 
Relation 
with  the 

[Bकनत 
बGकमत 

र�कk Sum 
Insured 

हसत�कर 
Signature

न�कमत Nominee न�कमत स6 स'ब'h 
Nominee 

relationship



Proposer Selected

1
2
3
4
5

5. लचडकतस� इलतह�स  MEDICAL HISTORY 

कpपB� कनम पशy क� उतर “ह�^” B� “नह}” मE दE ( ररV न छ_डE)। Bकद उतर “ह�^” ह0 त_ प#णD कववरण दE:-
PLEASE ANSWER THE FOLLOWING QUESTIONS IN YES  OR NO.  ( A DASH IS NOT SUFFICIENT ) AND GIVE 
FULL DETAILS IF ANSWER IS YES.

1) कB� आप प#णD रप स6 सवस�B ह� तथ�  ककसG k�रGररक और 
   म�नकसक बGम�रG B� अkVत� स6 मWक त  ह� 
  Are you in good health and free from physical and
 Mental disease or infirmity? 

2) आप कभG भG ककसG भG बGम�रG B� र_र स6 पGक�त ह0
  इस पसत�व कg त�रGख तक?
Have you ever suffered from any illness or disease
 upto the date of making this proposal? 

3) आप ककसG भG k�रGररक द_ष B� कवकpकत स6 पGक�त ह0 ?
Do you have any physical defect or deformity? 

4) क B� आपक_ कभG भG ककसG भG असपत�ल / नरसर ह_म / ककलकनक 
मE  उप[�र B� प6कण क6 कलए भत� ककB� रB� थ� ?
Have you ever been admitted to any hospital/ nursing 
home/clinic for treatment or observation?

5) बGम� क6 कलए पसत�कवत वकVBy मE स6 ककसG भG व BकV 
  ककसG भG बGम�रG / र_र स6 पGक�त ह0 B� भ#त मE क_ई दWरDटन� हई?
  Bकद ह�', त_ नG[6 ज�नक�रG द6:
  Have any of the persons proposed for insurance suffered
  from any illness/disease or have had an accident in the past?
  If so, give details as under: 

बGकमत वकV क� 
न�म

Name of 
Insured Person

र_र /बGम�रG अथव� 
[_ट कg पकpकत और 

प�प उप[�र
Nature of illness / 
disease injury and 
treatment received

कजस कदन�'क पर पथम 
उप[�र ल6 कलB� ह0 Date 

on which first 
treatment taken

पथम उप[�र प#र� हआ / 
ज�रG ह0 First Treatment 

completed/is continuing

क[ककतसक , kलB 
क[ककतसक क� न�म पत� 
व द#रभ�ष स'खB� Name 
of attending medical 
practitioner, surgeon 
with his address and 
Telephone Number



न_ट: बGम� क6 कलए पसत�कवत वकVBy क6 कलए Bह ज�नक�रG कदB� ज�न� [�कहए, Bकद पसत�कवत वकV ककसG भG बGम�रG / र_र [_ट स6 पGकडत ह0, 
त_ अलर स6 ज�नक�रG द6 दE।
Note: This information should be given for the persons proposed for insurance, if  he/she had suffered from any illness/disease 
injury, please give details separately.

6. ऐस6 क_ई अनB त�B ह�, ज_ पसत�कवत बGम� क_ पभ�कवत कर रह6 ह_ ,
ज_ बGम� कत�D क_ स#क[त ककए ज�न6 हy , Bकद ह�' त_ कववरण नG[6 पस तWत करE  
 Are there any additional facts affecting the proposed Insurance,
 which should be disclosed to insurers? If yes, then give details below:

7. ककसG भG बGम�रG, बGम�रG B� [_ट क6 ककसG भG सक�र�तमक अकसततव B� 
उपकसथकत क6 ककसG भG ज�न कg ज�नक�रG ह_न6 पर उसक� कववरण 
दE कजसक6 कलए  क[ककतस� धB�न द6न6 कg आवशBकत� ह_ सकतG ह0 ।
Bकद ह�' त_ कववरण नG[6 पस तWत करE  
Please give details of any knowledge or any positive 
existence or presence of any ailment, sickness or injury, 
which may require medical attention?
 If yes, then furnish details below: 

र&ग /ब���र= अथव� च&टक@ पक�लत
   /  Nature of illness disease injury

पथ� ब�र कव लनद�न ह�आ
 First diagnosed

प�प उ�च�र  Treatment taken

8) कB� आप कनम नकलकखत मE स6 ककसG स6 पGकडत रह6/रहG ह�? 
Are you suffering from any of the following conditions? 
Hypertension / Diabetes/ high cholestrol 

9) कf
य� आ�क& ट=��ए स�व�ओ� क@ आव�यकत� ह*
 (यडद "नह=�", त_ द�व�  क�व� पलत��लत! आध�र �र
 लन�ट�न डकय� ज�एग�
 प�ल�य� �� और क&ई कटhत� नह=� ह* ।)
 Do you require TPA Services
 (If “No”, claim will be settled on reimbursement basis only,
 and No reduction in Premium.) 

10) Name of the Assignee - ___________________________  
    स'ब'h Relationship _______________________ 

11) बGम� कg अवकh Period of Insurance: स6/ From ___________ तक /To _______________________________

12) घ&षण�: Declaration:



1 �j /ह� अ�न� तथ� ब��� ह�त� पसत�कवत सभ� वयक9य: क@ ओर स� यह घ&षण� करत� ह�� करत� हj डक ��र� /ह��र� द�र� डदय� गय� 
उ�र&9 कथन,उतर एव�/य� कववरण ��र= /ह��र= ज�नक�र= क� अन�स�र सभ� पक�र स� सतय एव� ��ण! हj तथ� �j/ह� इन वयक9य: 
क@ ओर स� ब��� पसत�व करन� क� ल�य� आलधक�त हj।
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 I/We am/are authorized to propose on behalf of these other persons.

2 ��झ�/ ह��  अवगत ह* डक ��र�/ ह��र�  द�र� द= गई ज�नक�र=  इस ब��� �mल�स� क� आध�र ह&ग�, ज&डक ब��� क��न� क� 
लनद�शक ��ड� द�र� अन��&डदत ब���-��खन �mल�स� क� अधयध�न ह&ग� तथ�  �mल�स� पभ�य! प�ल�य� क@ ��ण! प�लप  क� �श�त 
ह=  पभ�व� ह&ग�।
I 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 �j/ ह� आग� यह भ� घ&षण� करत� ह�Y/ करत� ह�Y  / करत� हj डक �j/ ह� ब��� पसत�व पसत�त करन� क� ब�द ��डकन  क��न� 
द�र� ऐस� ज&खख� सव�क�लत क@ स�चन� द�न� स� �ह�� ब�ल�त /पसत�व क� व यवस�य य� स���न य सव�सRय �� ह�ए डकस� भ� 
�ररवत!न क@ स�चन� ल�खखत र� �� द�Yग�/ द�Yग�/ द�ग� । 
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 �j/ह� यह घ&षण�  करत� ह�Y/ करत� ह�Y  / करत� हj एव� सह�त ह�Y/ हj डक क��न� द�र� यडद डकस� लचडकतसक अथव� डकस� अस�त�� 
, खजसन� कभ� ब�ल�त /  पसत�वक क� सव�सRय  �र=कण डकय� ह* य� भ�त��व! अथव� वत!��न लनय&9�  स� ब�ल�त /  पसत�वक  क� 
श�र=ररक व ��नलसक सव�सRय क& पभ�कवत करन� व��� डकस� भ� तRय य� डकस� ब��� क��न� क& ब��� ��खन ह�त� डकए गए  पसत�व 
अथव� द�व� लन�ट�न स�ब�ध� ज�नक�र=  प�प करन� क@ सह�लत भ� क��न� क& द�त� ह�Y / द�त� ह�Y  / द�त� हj।
 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 �j/ह� क��न� क& ��र=/ ह��र= वयक9गत ज�नक�र= सडहत लचडकतसक@य अलभ��ख: क@ ज�नक�र= क�व� पसत�व ब��� ��खन 
और/अथव� द�व�-लन�ट�न ह�त� डकस� सरक�र= एव�/अथव� लनय��क प�लधक�र= स�  स�झ� करन� क� ल�य� अलधक�त करत� ह�Y /करत� 
ह�Y / करत� हj ।
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.

पसत�वक क� हसत�कर Signature of the proposer                          लतथ� Date  ------------ / ---------- / ----------

सथ�न Place:        -----------------------

ब�ल�त वयक9य: क� फ&ट&      Photographs of Insured persons



पस त�वक 
Proposer

1 2 3 4 5

पस त�वक 
Proposer

1 2 3 4 5

ब��� अलधलनय�  1938 क@ ध�र� 41 Section  41 OF INSURANCE ACT 1938

PROHIBITION OF REBATES (SECTION 4) OF THE INSURANCE ACT 1938

छ�ट क@ लनकषदत�  PROHIBITION OF REBATES

क&ई भ� वयक9 पतयक व �र&क र� स� डकस� वयक9 क& भ�रत �� ज�वन व स��कत ब��� ��न� नव�न�करण करन� य� च��� रखन� 
क� ल�य� प�&भन क� र� �� द�य क��शन क� ��र� य� डहसस� क@ छ�ट य� �mल�स� �� स�लचत प�ल�य� क@ छ�ट द�/ य� डद��य� और 
क&ई वयक9 �mल�स� ��न� य� च��� रखन� क� ल�य� ऐस� डकस� छ�ट क& सव�क�र नह=� कर�ग� ज& ब���क�त द�र� पक�लशत स�च� व 
कववरण क� अन�स�र अन��त न ह&। 
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.

इस ध�र� क� उ�ब�ध: क� उल��घन करन� व��� वयक9 ��Yच सh र�य: तक क� ल�य� द�डन�य ह&ग�। 
Any person making default in complying with the provisions of this section shall be punishable with fine 
which may extend to five hundred rupees.

क�य�!�य पय&ग ह�त�  FOR OFFICE USE:
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