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UNITED INDIA INSURANCE COMPANY LIMITED
USigd TG YU FETEd ;24 d1$eH s,
REGISTERED & HEAD OFFICE: 24, WHITES ROAD,

Jde=t CHENNAI-600014

ol / ATET PIATAT DIVISIONAL / BRANCH OFFICE.....ccoteeeee e,

T 3T ARZHIX Urdd yud TOP UP MEDICARE PROPOSAL FORM

HfPepaT P/ AGENCY CODE i NFATH /  ANNUAL PREMIUM
giferdY %./ POLICY NO g 31f¥eRY s / DEV. OFFICER CODE
IMPORTANT

M) N T FHAAT G TE AT U S8 AR 7 fEeeor =hea 72t B @ g, g udy =wta fi e geer
Hifw & qOf e & woard geqraE # A & IR @ 99 adb FAT SeH 97 A8 2o

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

T) Ife urdgs B 1Y 3" URae e T | &, 3T ufa/udt  Td ury 3T =, S
3RO 3aRTh & adl, W Udh UIRARe Feed & v qol eafthord faeror & |1 qus g&d@ a3 qot
T UEJd BT B

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) g TiRataat § FEOrT & SaTe Al i 30 @ 9% Pl STt STH Serarer/ TR g/ TR
/ZATETT § I TRt Tarey T ST g

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.

T)  fHT srafEr W srerEr it afS # sead i fufd s ) AR Y e [ sed saiy A (7)) F
ATHTE I T TTET TEE0T 3 |79 747 e O ufara R

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.

3) SIf@H YR ¥ aId a2 Imedewer H Rufd # a1 afda aeedt uee R SmE,
HUCYYT AT PfAT gRT I@eAT Y I Hr RUfd & AT 30R0T AT @ ST ( HARID AL
q deqd @ Sdemal & fSae 3uR W dHAred! I gRAfRd & e 6w Shif@w w@her e
e & 3R I A R R Igeey dAr el 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.

) FIAT TEAE@TT T & & 9 | AT T ATATH 2 qT AATHATTAR. THF I8 FAd F2 |

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



UEdTaeh &1 fIaior / PROPOSER DETAILS

1 UEdTEad & 1 / Name of the proposer SUATH/(Surname) atH (Name)

2 Ul T eJHAY H./
Address and Telephone No
1darEd/  Residence

3 UM (TaaTd / URIT/PRIGR YT TIUR)
FTATAT BT ATH T Tl
Occupation(Profession/Occupation/
Trade/ or Business) :
Name of Office & Address

4 AMHG 3T / Monthly Income

5 3MTIPT Ui T&AT Income-Tax PAN No.

6 Rfhcged & &6, Udl, 38N IeIaT Td
Y T, Ife P @
Name of the Medical Practitioner, his
qualifications & Telephone no. if any Medical
Practitioner's Regn. No.

7 HTEROT & o @l Afhal & JEAT (3T H)

Total number of Persons to be covered (in

figures) :

ereet & (in words) :

AT cafral &1 RAaror wa AHAT TEATGIX  Details of Insured Persons and their specimen signatures

. i =l @1 & SeA fafy | 3mg fofar GECH arfda | arfdd @ day | AR Signature
. Name of Insured . . .
q Date of | Age Sex Relation Nominee Nominee
Person
S.No Birth relationship
1
2
3
4




@iffa cafkal @1 wer  Photographs of Insured persons:

Photograph Photograph Photograph Photograph Photograph

gifod fFg 3R W Ied @ RRITT AT BiFel Falel & MMUR W

Do you wish to have Policy on : Individual basis or Family Floater basis

Ifg BfFAT Felcy & YR W ared & al e Th & 9da A (IRaRT & aRAwT & o uar
ol &1 3aciaRa & AT Tar & o gue der )

If on family floater basis, choose any one , (pl.refer to Prospectus for definition of

family. Parents have to be covered under separate policy)

] ufa, ufd/ufa va s Self, spouse and children
1] AT fUar Parents
fheT &l Fiad @2 Indicate option: A/Bs/C/D/E/F/G/H

10 e cafthora 3MuR W & @ , U <afh & ol faspeu gRaa &

If on Individual basis, indicate option for each individual person

1 =7 Self - A/B/C/D/E/F/G/H
2 ufa/9f&Spouse - A/B/C/D/E/F/G/H
3 g7 Child -1 - A/B/C/D/E/F/G/H
4 A/B/C/D/E/F/G/H
5 A/B/C/D/E/F/G/H
6 A/B/C/D/E/F/G/H
11. T fr 7=t Period of Insurance ¥ From T& To

(A&7 Tt T midnight)
12. @1 MO g & 1 qF F e TEg wretor v R #7 (U dAie W 6 g uifed # @@
Rgae fF & 3eRor §e Ao & oY I Saery nféa ¥ 58 Seerl @ gty & ufa
qAfera frar smdem|
Rt 3 9 UBR B Iaed
(SRA-IRHITT giedr, dER e, 3T Rfvcar far 3= RAfhcar fam) Il &, ar s@er faawor

Are any of the insured persons at present or have been at any other time in the past covered
(Please note that this information is required to decide the coverage of Pre-Existing Disease in
this policy. This information may be cross-verified at a later date)

Under any other Insurance

Type (Cancer Insurance, Hospitalisation Insurance Or other Medical Insurance), If so,

(3) TdAT  IT AT Farel Uiferdl 41 79 IR aul &1 Feror &S
(A) Give particulars of current or expiring policy as well as for the previous four years

AT wdm | GiferdT %, Policy No. | @i &1 ARy | diffa i @ g | &diw TPA
Insurer Expiry date Sum Insured | oy, afe S
(RS.) & Pre existing

Diseases, if any

o & g A SN =7 991 B 1 RIIdy 39 & 3idea 39aa Sdieor fhar s @ oa

Date of first coverage which has since been renewed continuously without break or within
grace period




Il freEl 37 Rfhcar <o yfagfd Aeiar & 3iadd g/ A
(FEcaqul: Tl BT IR0 33 §U U WG Ale ¢, S 31U UEdd @ deck Hedihd & FHeg e

Under any Medical expenses Reimbursement Scheme : YES/NO

(IMP : A brief note giving details of the Scheme will help in better evaluation of your proposal).

e forfaa ST 3 (AT 781 g i ot 8§ 39 Fe )
Please furnish the following - (strike off wherever not applicable)

a.JTSHT T Y&TdT  Scheme Provided by : ==t Employer / 3= Others

fIPT @1 AT Name of the Employer

3T Others :
b.zmafxa =xfxrai hr & Persons covered g Uiferdl & 3T Tt gedaraedl & 3TaRoT & ford &
T B HS ATBAT B T d
All those who are proposed for coverage under
this policy or only some persons.
C. =og &1 ufaqfd Expenses reimbursed : IS IFEIAT HOT / had ARAE AR

Any Hospitalisation / Only Specified Diseases

d. TfA Amounts :
AT & eI 3TaR0T UTd bl dbl  ATH g ufd gfd & af feoaufy

Names of the persons covered under the Scheme Eligible Reimbursement amount | Remarks

13yRAYd & AT B eaid Ned u™ anf aftd IFE aa ael Qi W g /ued  aren
iy Ifg P <afh R ot Aorer 3rver gifod & 3 3maRa a8 g & =R &, g o= auf

T _ITEUATeNoT 1 faawor & S|

Claim amounts received/receivable in preceding five years including expiring

policy/Reimbursement Scheme. In case of persons not covered under any Policy or Scheme, the
details of hospitalisation for the last five years may be provided -

AT BT ATH / giferdy T 3 EqaTelieior | fAR | erar ufy faufea Ry / e, afg @y

ufaaf & v TNSTAT T ATH # 3@ | lliness | Claimed | o™ & fod o
Name of the Policy No./ Period of amount TPA’ "
Insurer / Scheme Name Hospitalisation Amount settled / applicable
pending for

Reimbursement
settlement

Provider

14. 38 @11 & o I1 e 3T Taeed @i & o ueda & haar a1 faved T arar an 31
HifdTa form = &, af 39 AaRer S

Has any Proposal for this Insurance or any other health insurance been refused or cancelled or
higher premium charged. If so give details:

15 .1 o= geft iffa afe ol *u & Taee § aun
el it 3R Al fAy ar erhar &
Rfrcada Remd @ goa §

Are all the insured persons are in good health
and free from Physical and mental diseases
or infirmity Or medical complaints?

15.2 afg T@Ey a & ar gouT faeror € If not in good health give full details




w8 | dfFa Wt /Al H¥ar | gud IR | Rfecds . AT | ot F QUIE:

SN. | P | Gy upfa iR | g e | Rfveas &A@ uar 9 | 30aR W qD
A U 3UER g3 AT T Treatment | gU/g&
Nam.e of Nature of illness / | First Name of attending medical | taken Whether
the insured disease injury and | diagnosed practitioner, surgeon with fully cured
persons treatment received his address and Telephone

Number

1.

2.

3.

16 VF P 31T 92T &, 3N yTarfad S & gesnfad H R &,

St T T @ Fad e = g
Are there any additional facts affecting the proposed insurance
which should be disclosed to Insurers ?

17 fFd o oy, fordy @ 9 & Rl oY FoRIcHs 3Raca o sufRRyfa & Ry off s &
AR @ R 3aA vt & fows for Rifecar caa ¢ it smaeasdar & aodr § |
Please give details of any knowledge of any positive Existence or presence of any ailment,

sickness or injury which may require medical attention.
1

2.
3.
4.

1# /& 3 a e G vEATad T IRbAT B HR A T G0N FRAT § WA & b M /AR GRI
Y T IWIF HUF,3R /AT AR AN /5 FEER B IJAR T TR @ Teg vd qut & qu
H/eH 5 IRbal IR A A gFdd W @ o 3nfga 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.

23/ T aud § TR M/ TR N § S It 38 diam uiferd & 3R eeh, Sife e
HUAT & A Fsa gRT AgAGd dAT-oiEe iferd & e el aur  uifordt ge ifds &
T O B g & g g

| 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.

3H/ & 3 TE o SO AR &/ A &/ B & B A/ gA N UFd@ g A B a6 Afhed
FUA ERT T A ThGA H G & § vget AT /uFda & A9 AT AT TR F g0
Rl off aRada &1 gaar fafld & 3 o/ gaft/ &t |

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 F/29 T ATIOT FAT &/ PR &/ BA & UT TeAd &/ & Fudr g Aty Bl S storar Gt
Feqare |, e welt Affa / gearas & Ty qheToT AT § AT qaqd s aaue e & it /
TEATAF D AT  AIATHF TTET I TATIAT e arer fopdl Y qor ar oy i doet & ST o 2q e

TT  YEATT ST 2T (e et SRt STe 7 7 qgata ft Fu A ear & /e & / 3R

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 #H/za Pult A A/ AN ATPIT TTARY Tied RfFcadr @@l ff SAEhRT dad gara ST
A@e 3R/ 3ar grar-fAuere g o SRRl Td/3uar FaHe wiRkel 8@ @ v @ ol 3fed
BT & /BN & /B R




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.

A ferormr @t ger § vd uifordl & BRI T Seaflad AEH T od 3R HuaEr @& HgER A 3R
H THPR S & for IR &

| 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.

TEATEL Signature -----------smmmmmmmmsnaaaes faeft Date ------------ [ -mmeeeene R
T Place:  ----m-emememmemeeeeees

19 PLACE:

fafr DATE: JEATA T ZEATETT Signature of the proposer

@ AT 1938 &1 UrT 41 Section 41 OF INSURANCE ACT 1938
PROHIBITION OF REBATES (SECTION 4) OF THE INSURANCE ACT 1938

@._Cf Eﬁ' iﬁ i ﬁ@ﬂ [ PROHIBITION OF REBATES

S oft cafth uczer g WIeT & @ frelt cafh 1 IR & Shaa g gufa e o FhheRor & ar
Tl @A & o yelod & & A ST TR & @ I e H o 1 uifer & gRa dides & o
g/ a1 o 3R a1 afes difeddt o a1 a9 @A & o 08 Rl o @ TR a& Hem A
AR §RT UHIAT Gl d fIeR0T & HFER AT A T

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.

30 URT & 3UGYl Pl Sootld I alell <Tih Uid & 3UAT db & o calig gl
Any person making default in complying with the provisions of this section shall be punishable
with fine which may extend to five hundred rupees.

HEATET GANT &g FOR OFFICE USE:
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	 बीमित व्यक्तियों का फोटो  Photographs of  Insured persons:


