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                                                                                                                                                             ITGI / IMS / 01
PROPOSAL FORM FOR INDIVIDUAL MEDISHIELD INSURANCE

1. Name of the Insured : Mr./Ms                

2. Address:   

3. Telephone/Mobile                            
4. E-mail                                

5. Income Tax PAN No.

6. Name and address of the Family Doctor                                                                 

      Telephone

       Qualification

7. Details of the persons to be insured

	S.No
	Name of Insured Person
	Date of Birth
	Sex
	Gross Monthly Income
	Relationship with the Insured
	Sum Insured

	a)
	
	
	
	
	
	

	b)
	
	
	
	
	
	

	c)
	
	
	
	
	
	

	d)
	
	
	
	
	
	

	e)
	
	
	
	
	
	

	f )
	
	
	
	
	
	


8. Details of present/previous medical insurance like Individual or Group Mediclaim, Cancer Policy, Critical Illness or any other Policy for any of the Insured Person 
       Note: A photocopy of the expiring Policy or current Renewal Notice is necessary for transfer of         
      Cumulative Bonus, if any.

	Name of Insured Person


	Policy No.
	Name and address of Insurance Co.
	Sum Insured
	Period of Insurance

	
	
	
	
	

	
	
	
	
	


9. Details of claims lodged under such Policies during the last 4 years.

	S.No.
	Name of Insured Person


	Date of claim
	Nature of claim
	  Amount of claim

	
	
	
	
	

	
	
	
	
	


10. Do you require the benefit of additional Sum Insured for Critical Illness* available as an Optional Extension on payment of additional premium under the Policy ? Please note that this option can be availed of only on all or none basis for the Insured Persons under the Policy.

Yes                             No   
*Critical Illness consists of following diseases: 
a) Cerebral paralytic stroke   
b) Cancer – invasive malignancy 
c) End stage renal failure requiring dialysis 

d) Coronary artery disease requiring open chest bypass surgery or angioplasty 

e) Transplantation of kidney, lung, pancreas or bone marrow

f) Major injuries resulting in permanent separation/ loss of use of one or more hand, foot or eye.

g) End Stage Liver Disease

h) Coma

i) Major Burns
j) Multiple Sclerosis

(Detailed definitions are given in the Policy document)

11.  Is any of the persons proposed for insurance receiving any treatment/ medication or has in  past  four years  received treatment for any medical condition or disability ?

If yes, indicate details in the Table given below

	S.No.
	Name of Insured Person
	a)Name of disease/injury 
    suffering from

b)Treatment/medication received  

   /receiving
	Date first treated
	Whether fully cured ?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


12.Have any of the persons proposed for insurance ever suffered from any of the diseases / illness particularly cancer , renal failure ,coronary artery disease, Paralytic stroke , Major organ transplant, Accident which has lead to loss of limbs, End stage liver disease ,Major burns, Coma ,Multiple Sclerosis.    


Yes                         No   
If yes , Pls. provide all relevant details  : 
	S.No.
	Name of Insured Person
	a)Name of disease/injury 

    suffering from

b)Treatment/medication received  

   /receiving
	Date first treated
	Whether fully cured ?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


13. Any additional facts which affect the proposes insurance & should be disclosed to the insurer.

____________________________________________________________________________________________________________________________________________________________
 I, hereby declare and warrant that the above statement are true and complete and declare that I have not suffered from cancer, renal failure, paralytic stoke, coronary artery diseases, major organ transplant nor have I been diagnosed for such diseases.  I 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.  I agree that this proposal shall form the basis of the contract should the insurance be effected.  If after the insurance is affected, 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.

I have read the prospectus and am willing to accept the coverage subject to the terms, conditions and exceptions prescribed by the insurance company therein.

Date                                                                                                 Signature of Insured                                                                                                                         

                                                                                                          Name of Insured                             

Note: If answer to  the question    11/12 is “Yes “or if you have to declare ailments / processes in response under item 11,12 & 13 or if you are above 45 years of age please submit  the Medical certificate in the prescribed format duly completed and signed by a Consulting Physician/ Surgeon  along with the following test reports :ECG , Blood Sugar ( PP, fasting  and Urine), Urea  and Creatinine

SECTION 41 OF THE INSURANCE ACT 1938

PROHIBITION OF REBATES

Payment of rebates is expressly prohibited under Section 41 of the Insurance Act, 1938.

1. 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 or risk relating to lives or property in India any rebate of the whole or part of the commission payable or any rebate of the premium shown on the policy nor shall any person taking out or continuing a policy accept any rebate except such rebate as may be allowed in accordance with the prospectus or tables of the Insurer.

2. Any person making default in complying with the provisions of this Section shall be punishable with fine, which may extend to Rs.500/-.

TO BE COMPLETED BY CONSULTING PHYSICIAN# /SURGEON

(Applicable for those with adverse medical history* and / or above 45 years of age)
01   Name Of The Insured Person
:

02 History:

A) Present Complaints And        
:   


    
Investigation, If Any


         B)    Any Past History Of Diseases   
:             

             
Operations, Accidents, Investigations 

             
With Date, Major Medical Complaints 

             
Or Hospitalisation

        C)    Details Of Present And Past                   
:

          
Medication With Duration

         D) 
Is He/She Cured Of Diseases, If Any?     
:

              
When Was Your Treatment, If Any 

               Given, Stopped? 

03    General Examination                                       
:

04     Systematic Examination                                 
:

* reply to the questions 8 being “No” and reply to question  9, 10   and /or 11 being “Yes”

Signature Of Proposer    
Signature Of Consulting Physician #  

Date  :                                           
Name Of Consulting Physician

Place:                                          
Qualifications#:


Address:


Tel. No.   

# Minimum qualification of Physician should be MD
To be completed by Official of Insurance Company

Do you consider the risk as acceptable?   
:

Competent Authority to accept the Proposal       
: 







