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~—-GENERAL INSURANCE—

PROPOSAL FORM FOR GROUP PERSONAL ACCIDENT

Marksting Officer: Business Sector: Urhan | Rural  Social

Branch Address: Proposal FomNo: | | | R
Group 1.D.No: )

URN No.: PF/4005/01 Customer!lDNo: | | | =

Phone #:

N
GUIDELINES FOR COMPLETION OF THE FORM

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

2. Insurance is @ contract of Utmaost 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 incomrect statement, misrepresentation, non-description or non-
disclosure in any material particular in the proposal formypersonal 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.

\NOTE:Theﬁd:i'rtyofﬁwCanpawdomnotmmmceumimisproposalhasbeenacceptedbyme(:awmyandptemiunpaid. p

~
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 & 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

\The foregoing is only an indication of the cover offered. For details, please refer to the Policy. )

DETALS: ot v) mak wheevs appicabl |

(i) Proposer’s name (please leave a space after each part of name)
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{ii} Proposer’s mailing address (please lsave a space after each part of address)
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E-mail address
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{iv) Paid-up capital of the firm {in Rs. Million)

Dccupation Details Status (please tick any one)

i Private Limited Co. | Public Ltd. Co. \,',Uninoorporated Association or Body of Individuals
~ {Partnership/LLP | Trust/Foundation | NGONPO ' Others
ABHA No. | ) ; | B
| agree to share my medical records with ICICI Lombard / TPA through ABHA: Yes !No
Cof generating ABHA no please visit ABHA number (ndhm.gov.in) Post generation of the ABHA no please share the same with us. y
\

Areyou or any of the proposed applicants/beneficial ownera PEP* or a close relative of a PEP*? Yes | No

Ifyes, please give details:
Ptk £ J B IPEPe| are individiale wha ars nr haun hean antrusted with paminent public functions n a8 loreian country, 2.0. Heads of States/Covemments, senior DoltICIans, Senor
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(i) Period of Insurance:
(i) Number of persons to be inst
{iii} Total Capital Sum Insured
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DETAILS: Put a {v') mark wherever applicable
‘8 Iy 2 0j) ) L‘ To: Midnight \ | 8/ \\o/2. 0 l_.éf‘

 FlatBasis _

Monthly Salary

(iv) Please indicate the basis adopted for fixing the Capital Sum Insured
(v) Please provide the fist of persons to be insured in the following format

Risk Category
/i/m

Place of Employment

Benefit Table
A/B/C

Capital Sum
Insured (%)

Note:

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

Risk Category

| Doctors, Lawyers, Personsengagedmdedcalammistmﬁvesmﬁ.

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

Benefit Table

A- Accidental Death

8- 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.

Hl Persons working in mines, explosive units, Electrical instaliations on ling, Racing, Circus, Skiing, Mountaineering, Ballooning, Winter Sports & Polo.

Policy Period Name & Address of the Policy Number Total Amount of claims
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DETAILS: Put a (v') mark wherever applicable

If you want to avail of axtension 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
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Mwmmmmmeaymw,m«mmemmumm i
the Proposal, nmudmbymmmdumwmmhﬂammuw”p&m.
VWehavebygivemy/wrconsenttotheCompanytovetifymobu'nnw/widmﬁty/addmsspmofaswenastm

identity /address proof of the insured through
Central KYC Registry or unmnmtmghwmmmmmdmmm.

VWe hersby 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
be paid out of legally declared and assessed source of income.,

WVshembyagreeandensummmaimaindataisofalmebensﬁciaﬁesooversdmdertfnpdicyandshﬂshammemewithwnpanyasandwhenmired.

VWehembydsdnﬂmatthedstaﬂsﬁmishdabovemtmeandcmemtomebestafnw/mulcwedgeandbeliefandlﬂvemmmmeofw
dnnmmemin,inmediatdyandnotmﬂmwdavs.
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Proposer’s Sig

ve further explained that if any untrue statement(s} information/response(s) is/are contained in this Proposal Form/including addendum(s),
avits, statements, submissions, furnished /to be fumished, the Company shall have the right to cancel the policy at its discretion. Further, this
sration does not confirm issuance of policy or assumption of risk thereof.
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STATUTORY WARNING
PROHIBITION OF REBATES.
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(UnderSeedonﬂofhswmAcﬁm)

s i il winn)
b 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
ndolriskrelaﬁngtolivesorpmperty in India any rebate of the whols or pa issi z i
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