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ﬁ ICICI €Lombard

~GENERAL INSURANCE—

PROPOSAL FORM FOR GROUP PERSONAL ACCIDENT

Marketing Officer: Business Sector: Urban Rural Social
Branch Address: Proposal Form No:
Group I.D.No:
URN No.: PF/4005/01 Customer 1.D.Na:
Phone #:

%
GUIDELINES FOR COMPLETION OF THE FORM

1. Please answer all questions fully and carrectly. Where any question does not apply, please mention clearly that the same is not applicable.

2. Insurance is a contract of Utmost Good Faith requiring the Insured not only to disclose all material facts but also not to suppress any material facts in response to
the questions in the proposal form. If you think any fact is material, please disclose it.

3. The Policy shall become voidable at the option of the Insurer, in the event of any untrue or incorrect statement, misrepresentation, non-description or non-
disclosure in any material particular in the proposal form/personal statement, declaration and connected documents or any material information having been
withheld by the Proposer or any one acting on his behalf.

4. Kindly contact the Company’s Offices or Agents for any doubts or clarifications on the proposal form.

QIDTE The liability of the Company does not commence until this proposal has been accepted by the Company and premium paid. P

o

SCOPE OF COVER

This Policy pays the Insured in case of Accidental Death, Loss of limbs and eyes, Permanent Total Disablement and Permanent Partial Disablement.

SIGNIFICANT EXCLUSIONS

This Policy does not cover losses arising out of Suicide, Self-Injury, Venereal Diseases, War and Nuclear Perils and Pregnancy. For a detailed set of exclusions, kindly
consult the policy document.

EXTENSIONS

In addition, certain optional extensions are available, the details of which are provided in the relevant section of this proposal form.

NOTE

Q’he foregoing is only an indication of the cover offered. For details, please refer to the Policy.

\
1. CLIENT INFORMATION DETAILS: Put a (¥") mark wherever applicable

(i) Proposer's name (please leave a space after each part of name)

SAMIDHA COLLEGE oF CIN/tL ISeRVICES ADPALLTL

(ii}) Proposer’s mailing address (please leave a space after each part of address)

‘3amidh ¢%ngﬂ3$mgllrcoW\uu ...... L g R S T

City/Town/Village Pincode
ABPAPALLL 1GOGAON MAHAKﬁSHT&A BN 4141216906
Phone number Fax number

0713 229%5267

E-mail address

Ssamidhai. bcs@gman | v com

(iii) Proposer’s trade or business

EDVCATEON INSTLTUTLON | 5l 0 O 0 R
{iv) Paid-up capital of the firm {in Rs. Million)

b EJopS | | | J .- 5 O S O O R S 9 G I

* RIS [ Al i e e o SN S e S e P d

Occupation Details Status [please tick any one)

| Private Limited Co. | Public Ltd. Co. | Unincorporated Association or Body of Individuals
""""" Partnership/LLP s~"Thust/Foundation - | NGO/NPO Others
ABMANo. | | | J ) J J J ) |
| agree to shars my medl::al records \Mth ICICI Lombard f TPA through ABHA Yes INo
For generating/ABHA no please visit ABHA number (ndhm.gov.in) Post generation of the ABHA no please share the same with us.
4
=

Are you orany of the proposed applicants/beneficial owner a PEP* or a close relative of a PEP*? Yes | Nn\(:”

Ifyes, please give details:

*Politically Exposed Persons (PEPs] are individuels who are m-havu beanmmmdmmpmmmpume functions in & foreign counfry, e.g., Heads of States/Governments, senior politicians, senior
government/judicial/military officers, senior fves of stale portant political party officials, efc.

L 7
UIN: ICIPAGP2207TV062122 CIN: LET200MH2000PLC129408




For Buy/ Renew/ Service/ Claim related gueries Log on to www.icicilombard.com or call 1800 2666

_ DETAILS: Put a (v') mark wherever applicable i

(i) Period of Insurance: Fom 2% /1/0)/ 2.0 24 To:Midnight 2.8/ )/ 9/2. 0 2.¢
(ii) Number of persons to be insured = |$7) _

(ii) TotalCapital Suminsured T . .. 1. 8282 - &

(iv) Please indicate the basis adopted for fixing the Capital Sum Insured Flat Basis Maonthly Salary

(v) Please provide the list of persons to be insured in the following format

Place of Employment Risk Category Benefit Table Capital Sum
(VAT AB/C Insured )

Note:

Please provide an additional sheet if space is not sufficient to complete details.

Risk Category

| Doctors, Lawyers, Persons engaged in clerical & Administrative staff,

Il Builder, Contractor, Engineer on site, workers, Mechanics, Driver & Manual labourers.

Il Persons working in mines, explosive units, Electrical installations on line, Racing, Circus, Skiing, Mountaineering, Ballooning, Winter Sports & Polo.
Benefit Table

A- Accidental Death

B- Accidental Death + loss of limbs + loss of eyes + Permanent Total Disablement

C- Accidental Death + loss of limbs + loss of eyes + Permanent Total Disablement + Permanent Partial Disablement
(vi) Kindly provide the particulars of the losses for the past 3 years or less period for which policy availed.

Paolicy Period Name & Address of the Policy Number Total Premium Total Amount of claims
From -To Insurer ) 4]

From LA KDY | i

TO £ My J

From / i / |

TU r’ / | .......... I =
From £ raliald ; .

\J A

_'\
m DETAILS: Put a (v') mark wherever applicable

If you want to avail of extension of the Policy by the payment of additional premium, please specify:
Payment of medical expenses incurred due to accidents  Yes | No

Any additional information relevant to the policy applied for
Any additional information relevant to the policy applied for

Note : Please use additional sheets if space is not sufficient to complete details v

L4

UIN: ICIPAGP22077V062122 CIN: L67200MH2000PLC129408




For Buy/ Renew/ Service/ Claim related queries Log on to wwwiicicilombard.com or call 1800 2666

[ DECLARATIONS

and the answers given above shall be held to be promissory and shall be the basis of the contract between me/us and the Company.
the Proposal, as may be determined by the Company and shall not hold the Company liable for such use/application,

Central KYC Registry or UIDAI or through any ather modes for the purpose of undertaking KYC.

be paid out of legally declared and assessed source of income.

changes therein, immediately and not later than 30 days.

indirectly goveming the prevention of money laundering.

Name  KALILIDAIS | SHANKARRAD RAUT i Lo

e 23 1/V0)I2 0 B e @D ICTH [ 8.0 LF )
/ e 55 |

i

o AGENT CONFIDENTIALITY REPORT (To be signed by Agent/ SP)

declaration does not confirm issuance of policy or assumption of risk thereof,

Date: |

*  I/We agree that the Company may exchange, share or part with any information to or with other ICICI Group Companies or any other person in connection with
*  |/We hereby give my/our consent to the Company to verify and obtain my/our identity/address proof as well as the identity /address proof of the insured through
*  |/We hereby declare and confirm that the premium has been paid out of legally acquired sources of income and the subsequent premiums if any, will continue to

* |\We hereby agree and ensure to maintain details of all the beneficiaries covered under the policy and shall share the same with Company as and when required,
* MW hereby declare that the details furnished above are true and correct to the best of myj/our knowledge and belief and Vwe undertake to inform you of any

* Incase any of the above information is found to be false or untrue ar misleading or misrepresenting, |/\We amyare aware that 'We may be held liable for it. Further,
the Company hes a right to cancel the insurance contract in case, | am/have been found guilty by any competent court of law under any statutes, directly or

oesgraion PR ES DDERT | ) =i I P v O * :
Proposer's Signatpe  (ThA TR R A

l, (Full Name)in my capacity as an
Insurance Advisor / Specific Person of the Corporate Agent, Insurance Sales Persons of Insurance Marketing Firm / Broker Qualified Person, Rural

information and response(s) submitted by him/her in this Proposal Form to questions contained herein or any details sought herein will form the
basis of the Contract of Insurance between the Company and the Proposer, if this Proposal is accepted by the Company for issuance of the Policy.

| have further explained that if any untrue statement(s) information/response(s) is/are contained in this Proposal Form/including addendum(s],
affidavits, statements, submissions, furnished /to be furnished, the Company shall have the right to cancel the policy at its discretion. Further, this

AuﬂmNamB:W_J__,'_J_MJ__JM’WQ__,|_4__JWJ_J_..J_J.Mf_Ju_;_J_JWJ_;_J_J_J o] ]
= had IO L) T e ik

TN
* W, declare the undersigned hereby that the above statements and particulars are true, accurate and complete and We declare and agree that this declaration

AgentiD = | | . |

4 STATUTORY WARNING
PROHIBITION OF REBATES.

(Under Section 41 of Insurance Act 1938)

prospectuses 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 ten lakh rupees.

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 of 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 renewing or continuing a policy accept any rebate, except such rebats as may be allowed in accordance with the published
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GIC Ltd. to the proposer and that he/ she confirmed that he/ she has understood the same and that he/ she agrees to abide by all the terms & conditions of the same,

proposal form inmy presence, after fully understanding the contents thereof, Further, this declaration does nat confirm iss uance of policy or assumption of risk thereof.
klharahv state that the contents of the form and documents have been fully explained to me and that | have fully understood the significance of the proposed contract,

I hereby declare that | have read out and explained the content of this proposal form and all other connected documents incidental to availing the insurance policy from ICICI Lombard

I hereby declare that | have fully explained to the proposer the answers to the questions that form the basis of the contract of insurance have also explained the contents in 1h.'u: form to
the proposerin language, that | have truly and correctly recorded the answers give by the proposer and that the proposer has affixed his/ her thumb impression on the
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ﬂm:c: CLombard

“GENERAL INSURANCE

ICICI Lombard General Insurance Company Limited
Mailing Address: Interface Building No. 18, 601-602, 6th Floor, New Link Road, Malad (West], Mumbai - 400 064,
Registered Office Address: ICICI Lombard House, 414, P Baly Marg, Off Veer Savarkar Road, Near Siddhi Vinayak Temple, Prabhadevi, Mumbai - 400025,
Visit us at www.icicilombard.com » Mail us at customersupport@icicilombard.com * Toll Free No.: 1800 2666 « Chargable No.; +91 86 55 222 666
Insurance is the subject matter of soficitation. IRDA Reg, No. 115.
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