BRANCH OFFICE : S.C.F. 40- 41, Phase - 5, Mohal' Bh#n n479. 9998707 Telefax: 0172-2262598

'
> 2 E

1 -

: L
01 | Name of the Person Insured R(\VJ ko ¥ mv&m ﬁ\’\\({ o
02| Age & Date of Bt : 201011392 [R6]1e]412 Rolloi12. [70/10/19
03 | Retation with Proposer : - >

Profession (Service/Bussines/StudentHW) Loxwi(e Lranle - [Yurale
05. | Sex (Male / Female ) fonalg,  |Ternalg, femala. %
Average Monthly income

07| Trcome Tax PAN Number RIyPALBIED [BGiyPAEIRD B0 YPARIED

08 | Name. Add & Rega. No. of Medical Practitionar
0s

. NATIONAL INSURANCE COMPANY LIMITED °

AGENCY CODE| |
Name Address & Tel. No of the Insured
Ankita
58, Mandinah uaa
Denxadin”

o

s

Any Previous Insurance. PA or Mediclaim =
Insurer, Policy No & Period of Insurance

10. | Any Proposal of this kind refused
or higher premium charged St Y : - =

11. | Are you in good Heallh Yes/No VYes/No Vas/No Yes/No

12 | If not, give details (Also give pre-existing Diseass Detail)

MEDICAL HISTORY 1" 2 I A
13, | Have you ever Suffered from any of the diseases/iliness Yes/Ng Yas/NY Yes/NE Yes/NG.
[ | Any nervous, mantal o psychiaine disease Yes/Noy YesiNg/” YesiNow/ 4 Tesinen/
51555 cearder of parays's of any Kind ([ainbng episode, Blackoul. i) Yes/Noy Yes/No/ Yes/No~” | _YasiN
C. [Fisivla_ piles. nemis., vancose veins _YesiNo, Yes/No Yes/No Yes/N
D | Any disease of banes on joint including rheumalic diseasa Yes/No Yas/N Yes/N Yes/Na/
= Breast or any SPeciic gynecoiogical aIsargers YesiNo./.| YesiNa | YesiNa/ | YesiNg
Any respiraiory of alergic disaase s ! % N Yes/N
Ry Giscrder of The stomach ulcer Bowel of gall bladder, idney stones N Yi Yes/ ? o
T Any cancer, malignant growtn, boll, cyst of wound etc. Yes Yas/N Yes/ Yos/N &
Which goes nol heal or improve desplte lreatment. ,NV : V . 9\/
| | Any other complaint recuiring specialist's consultation or surgical Yes. Yes/No Yes/N Yes/N i
of hospital ireatment of invesligation ,Ne/ ,V V
J | Any complain! of lendency thal may necessitate such consultation Yes Yes/ i Yas/N " Yes/
or Laatment in ihe future INQ/ - Q/
K| Any dimness or vision | cataract Yes/N _YLSM Yes/Na /| . Yes/!
L | Any disease ol ears or difficulty or interference with heaning Yes/Ng Yes/Ng 7 . Yes/N Yes
M| Any other liness or disease_or accident of operalion sustained byyou Yes/N Yes/Noy - Yes/Na~| YesiN S d
N, | High Blood Pressure. Hean Diseases Inciuding ishchaemic Heart  * - Yes/ Yes/No Yes/ Yes/No ’
Diseases order circulatory disarder etc.(Rheumatic Fever) o es,V 7‘(9/" V
14 | A Have you ever sufiered from dental problems Yes/Nov |- YesINg/ Yes/Non/ | Yes/bo~"
8. |l yes specily same Yes/Ng A YesiNg /| ‘Yes Yes/Ng~”"
. Yes/No™ :

C. When were your treatmenl last for same.

15_| Give particutars in table telow of any other lliness or disease o accident or oparation sustain ed by you in the past

1 2 3 4
Nalure iliness/disease injury and treatment received |
Date firs! treated
Name of attending medical practitioner, surgeon with
his address and telephone no . -
whether fully cured Yes/No Yas/No YosiNo Yes/No

15 A. Any additional facts affecting the proposed insurance
Which should be disclosed to the insurers?

6. Please give details of any knowledge of any posilive
existance or presence of any allment, sickness or
injury which may require medical attention

17. SUM INSURED OPTED . |
(Contd. on the back side

0
Do e BAs AN
{QS\J“a ure ) (S%: 7e)  (Signats) (Signaweg‘/

Sianature (Proposer)



| heraby declara end warrant that the above statement are true and complete. | consent and authorise the insurers lo seek medical
information from any HospitalMedecal Practitioner who has &t any time attended or may attend conceming any disease or lliness 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
effectad, It Is found that the statement, answers or particulars stated in the proposal form and its Questionnaires and incorrect or untrue in any
respect. the Insurance company shall Incur no liability under this insurance.
| have read the Prospectus and am willing to accap! the coverage Subject to the tenms, conditions and exceplions prescnbed by the insurance
company therain.

SIGNATURE OF PROPOSER DIABETES QUESTIONNAIRE e 34 ¥ Ro%0

| 1, Date of diagnoses of diabeies
&&«l’ﬂgﬂ!ﬂ.&@!" L,
3 Dwyouhknny iabetic drugs Yoo/ Y
o Aoiy o Yes/NQ/ | Yes/iN es/N es/io/]
4, details asting
Blood Sugar readings, ECG, Findings, Urine and other
Investigations with Plsasa also sand
5. Coyou of have

m any
MdMuﬂmMm‘r

HYPERTENSION QUESTIONNAIRE
1 2 3 4

1. What s your Blood Pressure reading
Please state with Dates
2. Please state names of anti hypeﬂomion drugs

with dosa
3. Are you a smoker Yes/No Yes/No Yes/Na YesMNo

. Is it Essential/Secondary Malignant hyperiension

5. Please slaté whether you have suffered from any
complications or other diseases

6. Please give findings of all investigations report

CHEST PAIN OR CORONARY INSUFFICIENCY OR MYOCARDIAL INFRACTION QUESTIONNAIRE
1 2 3 4

i

1. Did you ever suffer from chest pain or coronary
insufficiancy or myocardial infraction? If so,
please Give diagnosis & date
Z. Plaass state namaes and dose of Drugs you are
taking at present
3. Plense state the findings wilh dates of Investigations
done like ECG, Strass lest, Coronaty angiography, X-Ray,
Pathology reports etc. Please send reporis with the proposal form
4. Please state tha date of Hospitalization and
names of Hospltals and consultanis.
5. Please state complication and other disesses
if suffered,
6. Please state whether you can do your regular
work & whether you have any limitation of activity
7. Are you advised any Special trealment?
if s0, Please give information

ANNEXTURE-B(TO BE COMPLETED BY CONSULTING PHYSICIANSURGEON)
: g 2 3 “

1. Name of the Insured
2. Present complaints and kwuﬂgtﬂbm if any
3. Any past history of diseases, operations gccidents.
Investigations with date, major medical complaints
of Hospitaiization
4. Dutails of present and past medication
with duration
. s He/She cured of diseases, If auy?
When was your treatment:if.any qlven or slcppod?
Genaral Examination C
. Systematic Examination

o|~le|;

Date Placa Signature of Proposer

Name of consulting Physician coiianseniises AUBTACRUONS uoiiciiacsnniverrarsrssrsasasossrarmssassorasese Phone

- o P, g e



