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Ni .
bhaye Vaade Proposal Form Ma.;

Proposal Form For Group Health Insurance Policy

For Official Use Only e | ‘

1AgE‘mjf_Bm|mr Nnn:e-_ — _ Marketing Officer:
. - ) —

Branch Address Marketing Officer: |
'@mup D, _____ ClientiD. ) Phone Mo, ‘

Guidelines For Completion Of The Form !

| 1. Pleaseonswerallquestions fully and correctly. Where ony question does not apply. please mention elearly that the same is not applicoble.

2. Insurance is a contract of Utmost Good Faith requining the Insured not anly to disclose all material focts but also not to suppress any materal facts 1+
responsetothequestions inthe proposal farm. If you think any fact 1s materiol, please disclose it

3. The pa“'}' shall be‘?omc voidable at the option of the Insurer, in the event of any untrue of incorrect stalement, misrepresentation, non-description
or non-disclasure in any material particular in the proposal formipersonal statement, declaration and cornected documents ar any material
infermation hoving been withheld by the Proposerorany ane actingonhisbehalf.

4 Kindly contact the Company’s Offices or Agents for any doubts or clantications an the proposal farm,

NOTE: The hobility of the Company does not commence until this proposal has been accepted by the Company and premium has been paid.

SCOPE OF COVER: This Policy covers reimbursement of hospitalisation expenses incurred for diseases contracted ar injuries sustained in Indin

Medicalexpenses upto 30 days for Pre- hospitalisation and upto 80 doys for post - hespitslisation are also odmissible ’

The sum insured under this Policy for o particular Insured person and/or all the dependant members of hisfher farmily sholl be the aggregate tetal sum

insured availeble tothe Insured person and each dependant member of his/her fomily, as would be set aut inthe Policy.

SIGNIFICANT EXCLUSIONS: Pre Existing Discases, Diseases controcted During First 30 Days, Cost of Spectocles / Contact Lenses, Dental Treatment,

4125, Pregnoncy ond certain specified diseases during first year of the Policy. For o detailed set of exclusions, kindly consult the palicy document.

EXTENSIONS: In addition certain optional extensions are avoilable, the detmls of which, are provided in the relevant section of this proposal form

NOTE: T -heloregﬁm_;u Er||}, arndication of the cover offerea, Sor d@'oulf- pleaoe rnfe"nthei‘-‘cllcy

""""
sroposers Nome:  SIHIRAT] INJAITH U RAM  MAHARAT JCOLLIEQE

Proposer's Mlc:l_llgg_A;drBF-SI A 7_|E|§ g :F_ K _E,j Fr:-t__. i | g J | |__ _ |
I | | » R — 2 ‘ S S _\___I

own/Village T1A L :r_l_ N T U R | | ] ] _ I ] |

City /T
swe M AHA RASHTF 'A__d_ P F’lnCode‘:rS 1S t0
Cs*'nr'r:adqu"—ffls 6‘63 o .wubr|e77éf4332353
Esaladdress 5 WAL nialtihuieammcolliljejgie k ¢ hia ll@gﬁjgf_f . ¢
Proposer's trade or business: = 7 U' C. A T tf OJ)\I i .| J ] f |
Particulars of Work: 1) E L1y E RI N G |E'ﬂ|U|CA IT,.T O N' - _|___| j |
............. e |
Type of Proposer: Individual ~ Partnership firm | Company [_] Govt. |“*I'“Cfth-,r5 £ fj é T 1 H U T F
Constitution of Business: | Mon Resident Entity | | Foreign cunlpﬂl'l:v‘FEglﬁll‘-'”-‘dm India JFOre'Q” LLP
Government Department || Hindu Undivided Family [ 1LLP Partnership || Public Lted Co
. Local Authorities Partnership || Private Limited Company | Proprietorship
| “Others, Please Specity: 1= 1) |V | (IHIII?IG’I[\M L JZN'S THETUT E
T e . . | Overseas _ | Related parties SEZ
Customer Type: General EOQU/STR/EHTP | IGO\{?rnmcnl -} Eiversec . Rel ot
I “Oihers, Please Speclfy r DU C A TIT O'N AL 1] INISIT ] iy [ 'r"l
Annual Incame: 2 0 OO -'j o u C || 1| Doyoufileincome tax return? | | Yes “No
Do )'OJ own a bank account? "‘I'{;’es IND _______________________________
Cmmtrf TNDIL PAN Number. /’\ BXAS 63 ?

CIN : L67200MHZ000PLC129408

UIN: ICIHLGP24018V052324




faid-up copital of the firm (inTmillon) S 010 QO 0 4 |
Husiness Sector Urbon “Rural *Registered GST: | |Yes [ 1N (One Pn-Jiry One Invoice)
If Yes. then please provide GSTIN: | | ] [ | |
Address (Registered under GST): || | - I ||

] . | | _l " _,| _' I ,I - ___J )l = J _!_ o
One Palicy Multiple Invoice: I@es %’uryes. it can be taken as an Annexure to Proposal Furrn as detailed below]|
If Yes. then please provide: | | | | | )] g

Are you o1 uny ofthe prnposed upphrantsfbenehcrul owner a PEF’* or a close relnt:ve uf a PEP*? [ | Yer. [ Ne

If yes, please give details: | ] ) ) [ ]| J ]

“Folitically Fxposed Persons (PEPs) are ndwiduals whe are or have been entrusted with prominent public functions ina fereign country. & g Heods of States/ Governments,
senior politicions, seniar governmentudicialimiltory afficers, semor executives of state-owned carporatnns impartant palticol party off cals, etc
Note:In all above cases, camplete address af the customer |s required to bie taken

State-wise GSTIN Address Registered under respective GSTIN

Proposer's Nome; Y 'J| E_|S_J H| N v|j_ P‘i| A_.Iz. ,_f_‘ K|p'/'} O;_J 'C_/T-,l ” UiC"!,E_;!_._J _ -| f

| AR J_
Proposer's Mailing Address: A |T| P13 /S T K E H]ﬁ.' L T AL _} Nu-] ViR
B N A J | | | |
City / Town / Village KlEl
State IM A’” f—'h‘[l . .
Contact No, | i |MUbI'E’I?|{f 515? %‘Z—3|5|3

EMmJAddressé} 51 L,]j; !’1|i 1 '-'-OQ-L&‘ al) m;ﬂﬁﬂ.' ! CO ;M' |

BN

.‘IJE?&_ J 1] Immcose 413111501

GHBEGTE of person to be insured in the following format. .
Period of Insurance: ﬁ-Fjﬂ ! [ 210, 2] d{ To Midnight _}_ _EI__] [ ?_: 025

Mumber of Persons to be Insured

Sr. Nume ofthE employee/ Relationship  Date of Bith Age Gender Sum Insured Specify existing
No. self and dependent | with the R) ‘diseases, if any
employee/ self :
1 DDAMIYYYY M/F '
2 - DOMMAYYYY MiF o o
3 DDMMIYYYY M/F o
4 DDMMYYYY M

Note:

1} Please provided on edd tionol sheet fspace is not sufficent to complete details

2} Nomes of the dependents should be mentiored immediately befow the nara af ench employce

Lo all the memters sroposed to be insLred form part of One Group or Assecatian ar Corporate body 7 Yes !_ [Mo Kindly provide the partculon for the past
b policy purivds o fess perod fur whick palicy cvalled 0 the follawing formet

Period of Insurance Naome & Address of Total Premium  Total Amount

the Insurer Palicy [£4] of claims )
From Date To Date Number (Paid + Qutstanding)

VIN: ICIHLGP24018V052324 CIN : L67200MH2000PLC 129408



L} If you wont to avail of extension of the palicy by payment of additional premium, please specify

1 Maternity Benefits Yos | | No
2 Pre-existing Diseases [Yes | | MNo
3 Reimbursement of Cost of Health Check-Up | Yes | No

Nete: The Reimbursement of Cost of Heallh Check-Up Extensian s anly avallable after 4 conseeutive elalms free years of palicy avolled

2} IFyou want Lo ovoll of exclusion of coverage under the policy with consequent reduction of premium, please specify:
1 Domiciliary Hospitalisation Yes | |No
2 Pre & Post Hospitalisation Cover Yes | INo

Any Additional information relevant to the policy applied for

Mote: Kindly refer the annexure for the list of adi-ons. Pleage use additional sheats if space is not sufficient te complete details

Payment Information Mode Of Payment

Cheque [ | Demand Draft ~ Demand Draft Mo, [ |cash [ Credit Card
Drawn On. | ) | I e Doted | )
Bank AccountNo. | | | Amount in Figures [
Amount in Wards: | | | ] | [ | I | ) | |

Declaration By Proposer

I'We. the undersigned hereby declare that the above statements ang particulars ore true, gecurate and complete and 1 e declare and agrees that thy
declaration and the onswers given above shall be held to be promissory and sholl be the bosis of the controct between me/us ond the Company. 1We
agree thot the Company may exchange, share or part with any infarmation 1o or with other ICIC] Group Companies or any other person in cannection
withthe Proposol as moy/be determined by the Company ond snell not hold the Company liable for such use/application.

I"We, hereby declare, on my behalf and an the behalf of all the persons proposed to be insured, that the above stotements, answers and/or poriculars
given by me ore true and complete in oll respects to the best of my knewledge and that 1'We am/are are guthorized to propose on behalf of these othe:
persons

lunderstand thot the informotion provided by me will form the basis of the insurance policy, 1s subject to the Boord approved underwriting pelicy of the
insurance company and thotthe policy willcome into force enly after the full reczipt of the premium chargeable

I"we further declare that IfWe will notify in writing any chonge accurring in the eccupation or general health of the life to be insured/proposer after th
proposal has been submitted but before communication of the risk acceptance of the company,

I'We declare and cansent ta the company seeking medical infarmaton from any dortor or fram o hospital who at anytime has attended an the life to be
insured/proposer or from any past or present employer concerning anything which offects the physical or mental health of the life ta be
pssured/proposer and seeking infarmotion fram any insurance compaony to which an opplication for insurgnce on the life o assured/proposer hos
beenmode forthe purpose of underwriting the proposal and/or clom settlement,

U'We authorize the compony to share information pertairng to my proposal including the medical records for the scle purpose of proposal
undenwritingand/or claims settlement ond with any Governmental ond/or Requlatary Authonty

I hereby give my consent to the Company to verify and obtaln my identity/address proof as well os the identity /oddress proof of the insured through
Centrol KYC Registry or UIDAl or through any other modes for the purpose of undertoking KYC

"We hereby agree and ensure to maintain details of all the beneficiaries covered under the policy ond shall share the same with Company as and

wihen required

Place: 'K(CLI CE'{-" 7{1! jf'V} ;t"ij Date: (J 7 [) "L;Uldf | fﬂq;i;éf a_'l

Mame #G"JCJL w‘wcnf%rﬂ—-}‘:éqm CD“'ciﬁ?—e Nathuram Mah‘arangOIEagrt?
4 ¥ imtur Dist.Pard

Designation : :ﬁz{-’:c‘mc n'!;f}c.'l..} B - Kehal Ta.distur D

Company Seal :

Statutory Warning : 3

FROHIBITION OF REBATES. (Under Section 41 of Insurance Act 1938)
Mo person shallallow or offer to allow, either directly orindirectly os an inducement to ony persen to toke out or renew or continue an insurance i
respect of any kind of risk relating to lives or property, in India, ony rebote of the whale or port of the cammission payable o any rebate of the
premium shown on the policy, nor shall any persen taking oul or renewing ar continuing a policy accept any rebate, axcent such rebateas moy be
allowedin accordance with the published praspectuses or lahlos of the Insurer
2 Anypersonmakingdefaultin complying with the provisions of this section shaoll be lioble for a penalty, which may extend to ten lakh rupees

-

Referred by - Agent Code

Agent Name sector © JUrban [ |Rural _ Socal

For Official Use Only

Vertical Information

Agent Name: B ) o - _ Marketing Officer; - -

| Received date & time by MO, Date Time:

R — — . — -

UIN; ICIHLGP24018v(052324 CIN : L67200MH2000PLC129408



l Insured Details
l Nome of Insured/! Proposer

Data Sharing Format For Group Health Policies

. Address of Insured/ Proposer

Business of Insured/ Proposer

Contuct Person at Insured

PhOne no. and E-mail ID

[E i Employer-Employes relationship No
If Mo, specify relationship

Intermediary Details

Yes |

MName of the Intermediary (Existing & New if nppllcnﬁle}

Contact Details including E Mall 1D
TPA Details
| Name and Address

| Conrtact Detalls

Landline:

[ cel

[ Expiring Policy Details

[ Period of Insurance and Policy Number (Inception Date and Expiry Date)

Policy copy with terms/conditions including extensions is to be
manaatorily provided by the Proposer

Policy Type Base Polcy / Top Up policy
Bremium paid at mccptmn texclu:wc of Eew;ce Tm;a

Premium deletion dur'lng the year

| Final Premium collected (exclusive of Service va] as on dote (o be ,,pr.mfucd

For how many years pchcv hus been active

~ Member Details
Expiring Year

Bosis of Premium Charging -per Family or per Member covered

ND of N ﬁcmbers ot inception

E_mpluyee |

-Dependents

Add:tuon during the year
Deletion during the year

Finol no. of Members ot expiry (With complete enrollment dote)

Emplayee |

Dependents

| Renswal Year

Mo of Members to be covered

'Empluyee |

Dependents {relation to be speclflqc_ﬂ )

Please Specify Sum Insured required
If Fomily coverage then no of Families 10 be covered

Family/ Floater Sum Insured
| Claim Details as on (Date to be specifiedjunder expiring policy

Reimbursement |

Cashless

Cloimsz paid as on daote

| Cloims outstanding os on data

If OPD cover given, then mention OPD claims separately

Dztails of Cloims goid under Carporate Buffer Focilityoson

Clzims Puid os on Daote

Cloims Qutstanding as on date

Totol claims paid during the last twao policy years immediately preceding the
expiring year.

plr't'r_dmg to the cxpiring year.

Total claims poid dﬂring the lust three months of two years of palicy immédmtety-

Fum.!y Details (specify wherever upphmble]

FCIF"nIy Defintion Whether Additional Children Cavered
Whether Additional Fiel'mlonshlpf Covered, ke brother / sister etc.

Any revicion required in Family definition under renewal palicy - please specify if yes.

- Corporate Buffer Details reguired under Renewal Palicy

Eer Family Moximurm 51 for Carporate Buffer

Moximum Number of cases during the F;afi'cy period for Carporate Buffer if scome
is to be copped

|

_-.I.':G'\.’e.he"Ehy declare, onmy behall and an beholf of ol persons prnoo%eu tobe insured, thot the above statements  answers Llnd.’ol'p.ﬂ.lllculﬂrs giveny mearetrue ond

complete inal IJr.‘ser.'ts'I-’Jﬂ‘IL

—
cipal

Suqnmu“mmma} Gﬁllﬁgcd With Mame ond Designation

Kehal Tq.Jintur [ Dlst.Parbhanl

UIN: IEIHLGF24018V052324

Date:
Place -

My knowledge and thot 1'We omdare guthonized to propose on behof of these persons

Sigrioture of the Intermediary or Agent With Mame and

Desigrnation

CIN: L67200MH2000PLC129408




1

12

UIN: ICIHLGP 24018052324

Terms and Conditions for Payments through RTGS/NEFT

The detulls provides by the Customers i the Mandate Form sholl be considered os final and ICIC) Lombord Gereral Insurance Company Lid
Shn"ﬂnlhercspumlhle‘nrcrassvcrlficuhunnrunyufthedetmlspruwdu._lthnn:in

The RTGS/ NEFT facility sholl be effective for the respective Customer(s) within 15 doys of the receipt of the Mandate Form by ICICI Lombard
General Insuronce CDI'I'IEUH}' Ltd. and! er within such pc||nd o5 muyberonsnnobly reguired ble‘l-ﬂ Lombard Genorol Insurance Camporny Ld
loactivate the RTGS/ NEFT facility

The Customer garees thot under the RTGS! MEFT facility, there may be o risk of nan-payment in the Account of Customer on the day of the
credit of Payments due to chonge in the applicable regulations pertaining to RTGS! NEFT farllity or dur to ony other reasons without any
faultingctionfailure on part of ICICI Lambard General Insurance Company orf any foctor beyond the contral of ICIC1 Lombard General
Insurance Company Limited,

The Customer ogrees to indemnify, without delay or demur, ICIC] Lombard Generol Insurance Company Ltd. ond its agents and keep [CIC)
Lombard General Insurance Company Ltd. and its agent indemnified harmless at all imes from and against any and all claims. damages,
losses, costs, and expenses [including attorney's fees) which ICICI Lombard General Insurance Company I.td. may suffer or incur, directly o
ndirectly, arising from ar in connection with. amengst ather things. either of the ofaresaid reasans stoted in above clauses

The Custormer ogrees thot transaction(s) through RTGS NEFT facility moy attract inword RTGS! MEFT charges, which if levied by the
Customer's bank. shell be borne by the Custamer

ICICI Lombard kas the absalute discretion to amend or supplement any Terms ond Conditions stated herein at any time and will endeavour 1o
gwve prior notice of Ten days for such changes wherever feasible for the terms and conditions to be applicable. By using the new services, or ot
the completion of such pernod, whichever iz eatler. the Customer shall be deemed ta hove accepted the changed terms and conditions
Submission of documents or bank details or any ather informotion does rotin any way, shape ar form, imply or express or suggest adimission of
lighility by the company.

Motices under these terms and condions may be given in writing by delivenng them by hand or e-mail or on ICICI Lombard Genéral Insurance
Company Lid Website wwwicicilombard com or by sending them by post 1o the last addrass of the Customer,

These terms and conditions will be governed by the laws of Indio and ony legal uction or praceedings orising out of these Terms and Conditions
shallbe nitated in the courts or tribunals et Mumbaiin Indio

[/ We further undertoke torefund any excess amount whether demanded by ICICI Lombard General [nsurance Company Ltd, ar not, which bas

been credited in excess to my account ol ony time due to any reason within 7 days of such recelpt of such communication fram ICICHL ambard
of such excess credit or such infurmation of excess ¢ rEI:iitrnrning lutru'hncwlzdgcnr thie Cus[umerthruul&hr:ny other saurce

I'wWe agree that my/our claim payment will be eredited from the date ICIC) Lombard General Insurance Company Ltd, gets canfirmation from
its bonkers, This Tocility will continue unless itis revoked by any party and any issuonce of relevant credit instruction from ICICH Lombare
General Insurance Compony Ltd, to its berkers will be valid 0l such instiaction s complete imespective of the fact that the notice period has
expired provided such a credit request has beenmade by ICICI Lombard General Insuronce Comgany Lid. before the xpiry of the notice perad
ofthe Customer.

Plegse attach ¢ blank concelled chegue or photocopy of o cheque forverificotion of the particulars provided o this regard

Nathuram Maharaj College
Kehal Tq.Jintur Dist.Parbhani

Signature and Stamp of Custamer

CIN : L67200MH2000PLC129408



YAnnexure

Sr. Na. | - mdnh‘ Extensions l Options
’_‘ 1_ - Cover lar -P.!u-Em!'.t_Ing Diseases ‘
2 1 Muler;il.y Exuu%:.;
3 : Out Patient Department {OPD) Expenses L |
|_f'l . Cost of Prcscruh_rrrl [Fxternal acrEal AI{J_ - - - :
5 Baby Day One Cover
I G Crlti-cuilllnr:SSes Cover - N ‘
7 - Travel Expenses for Medical Trealment R |
. 8 | - R Dental Expenses o ]
9 [ C;\.n::r-fur Alternote Methods of Treatment I
| 10 | i Donor Expenses _‘
| | 1 { Ambulonce C_hqrges i |
| L ”_J Fre and Post Hospitalization T

1crci€Lombard

Nibhaye Vaade -

_ ICICI Lombard General Insurance Company Limited
Mailing Address: Interface Bulding No. 16, 601-802, Gth Floor, New Link Road, Malad (Westh Mumbai - 200 064,

Registered Office Address: 10101 Larmbord House. 414, 7 Balu Marg, OFf Veer Savarkor Road, Kear Siddhi Vinayok Ternple, Probhacdevi, Mumbai 400 025
Visit us gt www.idicllombard.com » Mail us at customersupport@iciclombard.com » Toll Free Moo 1800 2666 « Charqoble o +91 86 55 222 666

Insuranee s the subject mattor of coletation IRDA Reg. No. 115, Citd : LG7200MH2000PLC 129408,  UIN ¢ ICIHLGP24018V052324 » WMizc 11

roupn Health-FORWMS -
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