0 icicICLombard I
Nibhaye Vaade e N No 4015

Praposal Form No. a e

Proposal Form For Group Health Insurance Policy

agent/ Broker Name:

Marketing Officer:

Branch Address
Group ID. Client ID.

Guidelines For Completion Of The Form

1. Please onswer all questions fully and correctly. Where any question does not apply, please mention clearly that the sameis not applicable.
2. Insurance is o contract of Utmost Good Faith requirin

responseto the questions in the proposal form. Ifyou

» " . X
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-d:sclosure in any n"xc:teriol 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.

FLY

Marketing Officer:
Phone No.

NS

gtheInsured not only to disclose all material facts but also not to suppress any material factsin
think anyfactis material, please disclose it.

FOTE:The liability 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 or injuries sustained in India.
Medical expenses upto 30 days for Pre- hospitalisation and upto 60 daysfor post- hospitalisation are also admissible.

The sum insured under this Policy for a particular Insured person and/or all the dependant members of his/her family shall be the aggregate total sum
insured availoble to the Insured person and each dependant member of his/her family, as would be set outin the Policy.

SIGNIFICANT EXCLUSIONS: Pre Existing Diseases, Diseases contracted During First 30 Days, Cost of Spectacles/ Contact Lenses, Dental Treatment,
AIDS, Pregnancy and certain specified diseases during first year of the Policy. 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: The foregoing is only an indication of the cover offered. For details, please refer to the Policy.

| CLENT INFORMATION
Proposer's Name: EJQJQQJL_J_}DL\\JS_JSJDLJHJ_U_EJ_JQJUJPJHJJ}J&J‘NEJ&JEU_J_J_J_J

D000 JJ33500020335500000500 00000 8
Proposers Maling Address: 3 )8 1)1 NS T D v )Ue)_Jolel ey e amlalels) )| |
Vol3w gt Walol_ealt e w8 ) awlairlaje wrinn ) )
City /Town / village D oJe jw/ €l §) Jvwiom]) J J J J J J J J J J J J J J J J J J |
fate A n) flaje i) ) ) S ) J ) J ) J J JPincode W a))]2]o] 2)
Contact No. EQJHJ@QJQ_JZJQJO_JO‘JJ_J_J_J_J‘JJJ JMobi'EEﬁﬂ’}JﬁJ_@gJL&JQJw@J_J
E-Mail Address gﬂgp@QQMMQ@JHM&JE\JDUM&JHMMQJM@&J;&JBJ«_JQQJW_\"J_J

__________________ R P ¥ i . R o O
Proponers o o el @ e O S T J o). T
POFtiCUlGFSOfWOI’kI__j_J_J_J_J__J_J__J,_J_J]_J_J_J_JJ_J_J‘J._J__J_J_JJ_J_J_J‘_JI_J‘__)[_)_JJ

Type of Proposer: () Individual () Partnership firm (J Company (J Govt. & Others: JJ )3 )3 ) )
Constitution of Business: (C) Non Resident Entity () Foreign company registered in India (] Foreign LLP

() Government Department [ Hindu Undivided Family (JLLP Partnership () Public Ltd Co ;
(7 Local Authorities  (J Partnership (J Private Limited Company (] Proprietorship f
[~ Others, Please Specify: g&!mgﬂggg,& 9 ] ooy

| | |
S - S S J—" g—

P e L

Ann | o | | - Fos m
ual Income i J ] j_J_J J__J ,_J__, _ Doyoufileincome tax return? Yes [__No

I SR N SRS S s YD Y S

Do yeu own a bank account? »\Z’»Yes I No

oty n DI A ] B ‘ i PAN Number @ A® TT 5 1)2/e ?l

UIN: ICIHLGP24018v052324 CIN : L67200MH2000PLC 129408

h______,
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o capital of the firm (in T million)

o
siness Sector

Uban  Rural *Registered GST: | Yes [ No (One Policy One Invoice)

tves, then please provide GSTIN:

\ddress (Registered under GST):
ailed below]

Jne PolAicy Multiple Invoice: “IYes | No [If yes, it can be taken as an Annexure to Proposal Form as det

f Yes, then please provide: |
....... [ JNo

| |

) o ) ' / s of States/ Governm
15 who are or have been entrusted with prominent public functionsina foreign CO“""‘/-; 9:;;"'02:15 ofS
o h . officials.
rnment/judicialimilitary officers, senior executives of state-owned corporations. important political party ofit
|

lete address of the customerisrequiredtobetaken.

ive details:
f yes. plecse give ents. |

wpolitically Exposed Persons (PEPs) areindividug

seniof politicians. senior gove
Note: Inall above cases. comp

{
|

—
|

ontact Details

ﬁmﬁm:gyngmmuyJwngg44Jngmyggmm4JJJ

] ’JJJJJJJJJJJJJJJJJJJJJJJJJJJJf
s it JymygyyyﬂgJngMMMg@mng;

’roposer's Mailing Address: @_QJEJBJH }
HEYAJEJ_JEQJS_J&_QJBJLJ_JEJE_E\JﬁJBJBJéJ\AJLJ&JﬁJ_J_J_J_J_J_J_J.J_J_J_J_J_J1
o v S0 )8 we) &z Jwiajolal ) J ) J )
et b el a e DA JJ_J ) J ) ) Jpncede W2JLslo)3)
otact No. EJ&J’JJﬁ)_DJzJZJQJQJQ'J_JJJjjj:JJjMolﬁﬁﬁﬁﬂywﬂgﬂ@j_i)i
*-Mail Address | | _J_J _JI __JI_J _._J)__J_J _JI
dp%@gﬂ‘@JﬂJ@’iﬁjh{fa&%wmm ......................................................................................... i

g format.

o o))y )

Risk Details of person to be insured in the followin

%eriod of Insurance: _J__j_j_J_J_J_J_J To Midnig
Vumber of Persons to be Insured __J J J __J _J

v 1] DD/MM/YYYY M/F
2 DD/MM/YYYY M/F J
3

0 | DD/MM/YYYY M/F l
I | DD/MM/YYYY M/F J

; Z’s;seesp“’v'ded an additional sheet if space is not sufficient to complete details.

0 all the of the dependents should be mentioned immediately below the novme of each employee

Policy members proposed to be insured form part of One Group or Association or Corporate body ?
Penods or less period for which policy avaled, in the following format

lote:
l.] Yes DNO Kindly provide the particulars for the past |
|
|

B I R
L Period of Insurance Name & Address of ’ RPN
: F-r\‘ : the Insurer ‘] Policy Total Premium|  Total Amount
- '°m Date To Date } | Number ® of claims (3)
o g (Paid + Outstanding)
el RINNRT) ‘ } !
;;\;‘;—wi_ v L " R ," ~
gy el el tot - B R U I R—
g Sl onea T -4 S
N:>ié:HLévé T — RS = =
: 24018052324 = -
CIN : L67200MH2000PLC 129408
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ium, please specify

) If you want to avail of extension of the policy by payment of additional prem
A sgternity Benefits Yes No
2 pre-existing Diseases “IYes [ No
3 Reimbursement of Cost of Health Check-Up [ Yes [ |No
ote: The Reimbursement of Cost of Health Check-Up Extension is only available after 4 consecutive claims free years of policy availed
) If you want to avail 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 No
\ny Additional information relevant to the policy applied for
lote: Kindly refer the annexure for the list of add-ons. Please use additional sheets if spoce is not sufficient to complete details

payment Information Mode Of Payment
(] cash ) Credit Card

] Demand Draft (") Demand Draft No. B

7JCheque

yewnon.  _J J I ) JJJJJJ ) J I Dated _j_J ' J J J_J_JJ
jgnk AccountNo. |} J ) ) ) ) ) | AmountinFigures: J | | J_J_J_J J J
\mount in Words: __J_/__)_J_J_J_/_/d_—/y ] 7/_,_,_J§~,;_,,J‘_;__,‘,_J,,HJ,J _ J‘j#

Declaration By Proposer |
nd complete and I/We declare and agree that this |

e.the undersigned hereby declare that the above statements and particulars are true, accuratea

Jaration 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. I/We |
igree that the Company may exchange, share or part with any information to or with other ICICI Group Companies or any other person in connection |
vitn the Proposal, as may/be determined by the Company and shallnothold the Company liable for such use/application. !
We, hereby declare, on my behalf and on the behalf of all the persons proposed to be insured, that the above statements, answers and/or particulars |
jiven by me are true and complete in all respects to the best of my knowledge and that I/We am/are are authorized to propose on behalf of these other

)Ersons.
understond that the information provided by me will form th

nsurance company and that the policy will come intoforceon

We further declare that I/We will notify in writing any change occurrin
oposal has been submitted but before communication of the risk acceptance ofthe company.
We declare and consent to the company seeking medical information from any doctor or froma hospital who at anytime has attended on thelife to be

nsured/proposer or from any past or present employer concerning anything which affects the physical or mental health of the life to be
1ssured/proposer and seeking information from any insurance company to which an application for insurance on the life to assured/proposer has |

reen made for the purpose of underwriting the proposal and/or claim settlement. ‘
We authorize the company to share information pertaining to my proposal including the medical records for the sole purpose of proposal ‘

nderwriting and/or claims settlement and with any Governmental and/or Regulatory Authority.
hereby give my consent to the Company to verify and obtain my identity/address proof as well as the identity /address proof of the insured through “

‘entral KYC Registry or UIDAI or through any other modes forthe purpose of undertaking KYC |
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 ‘

thenrequired

hacec\d : b m Date: 9 B 0L 2029 Client’s Signature and

Name L3, Qoo Vinod  H0palleny”
designation : 9’}9\'\/\0_}? oA

e basis of the insurance policy, is subject to the Board approved underwriting policy of the |

ly after the full receipt of the premium chargeable
g in the occupation or general health of the life to be insured/proposer after the

“ompany Seal :

Statutory Warning

PROHIBITION OF REBATES. (Under Section 41 of Insurance Act 1938) sh s Of D
No person shall allow or offer to allow, either directly or indirectly as an inducement to any person to tokei%a)ems“‘u i
respect of any kind of risk relating to lives or property. in India, any rebate of the whole or part of the commiss;m%FwWSurance in
Premium shown on the policy, nor shall any person taking out or renewing or continuing a policy accept any reb PSS i ganoR i
:llowed in accordance with the published prospectuses or tables of the Insurer. yrebate, except such rebate as may be
Ny person making default in complying with the provisions of this section shall be liuble for a penalty, which mg
. y extend to ten lakh rupees

Referred by -
& y. Agent Code
gent Name - Sect
ector © M -
* W Urban [JRural []Social
For Official Use Only R
Agent Name: Vertical Information - ‘
arketing Officer
-y g Officer:
“Ceived date & time by MO. Date Ti “
: — - ime: e
N: lc'HLGPZ4018V0523i4 . V ) . ) ——— : g
CIN : LE7200MH2000PLC 129408
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Data Sharing Format For Group Health Policieg

woady - palalagy

tc&eal daguide 3 Phawwe&ﬁf_.—-———’//” —

. DY |

at Insured ‘*Q‘C}_bc),u\.\gb\(a |

ee relguonship Yes

0 Oroniip @ \doAPW LAda . wm-

cify relationship i

ntermadiary Details f

Nome of the Inte rmediary (Existing & New if applicable) .
Contact Details :"fud g E Mail ID I

5A Details_ e e AN
Name cnd Address l' :
Contoct Details [ 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 |
mandatorily provided by the Proposer J
Policy Type Base Policy / Top Up policy i
premium paid ot inception {exclusive of Service Tax)
Poremium deletion during the year
Final Premium collected (exclusive of Service Tax) as on date to be Specified.
For how many years policy has been active
Expiring Year
Basis of Premium Charging -per Family or per Member covered
No. of Members at inception Employee l Dependents
Addition during the year
Deletion during the year
Final no. of Members at expiry (With complete enroliment date) Employee , Dependents
Renewal Year
No of Members to be covered Employee l Dependents (relaticn to be specified)

Please Specify Sum Insured required

If Family coverage then no of Families to be covered

Reimbursement l Cashless

Family/ Floater Sum Insured

Claim Details as on (Date to be specifiedjunder expiring poticy

Claims paid os on date

Claims outstanding as on date

OPD cover given, then mention OPD claims separately

Details of Claims paid under Corporate Buffer Facility as on

Claims Paid as on Date

Cloims Outstanding as on dote

Total claims paid during the last two policy years immediately preceding the

eXpiring year.
Tetal claims paid during the last three months of two years of policy immediately

Preceding to the expiring year.

Family Details (specify wherever applicable)
Family Definition Whetner Additional Children Covered

Whether Additional Relationships Covered, like brother / sister etc
Any revision required in Family defintion under renewal policy - please specify if yes

;WDOrcte Buffer Details required under Renewal Policy l
& Family Maximum Sl for Corporate Buffer
Maximum Number of cases during the Policy period for Corporate Buffer if same —
|
culars §iveny me are true and

5 to be capped

AV‘ e har
Ve here by declare, on my behalf ond on oehalf of all persons proposed to beinsured. that the above statements, answers ond) or
ized to propose on behalf of thase persons.

'WD‘E e inall respacts to the best of my knowledgs and that /V/e am/are author
- 93loL]2$

Tdeok Tergiitutesl. Phonyines wadoy

dgnciure of the Designated Official of the Insured VVith Name and Designation

N ICIHLGP24018V052324

é

pﬁ]%}“&w
_Pa \gha'

CIN: L67200MH2000PLC 129408

Sncmu*&a:a- the Interme \?r{

i"is-g"TC'JOn 'dea\ ‘n
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ciCl €Lombard
" Nibhaye Vaade

?
z
§

URN No. ' PF/4015/00 Proposal Form [ ———

NEFT/EFT Mandate Form
(Payment through FFT Mechanism)

TAILS

- Network Name I
i
) ) ) )

padress: _
j | andmark

oy - - J ) J o S e et
oote | J_J_J J_J_J ) J_J_J_J_J ) ) '
bcode | Pan Card No..** J | J ) J

) T T 0 0 I N I B B B f

o mmeque NO}‘,_»I _J

] 0 T S I B A S B B A J

RSB E RN W |_J_]

) ) ) [ A J ) J J J J )

| Jwsccodes ) ) j ) JJJ ) J_J_J

J }JJJ]J)J J J)' Full Account No. ]
ne os per Bank Records: JI' J |J J JJ IJ J JJI i /' ] ) ) ;‘ J

EEEEEEEEEEEEER e ) J_J_J_

i
{

printed on the cheque and Pan Card Copy)

 Pleuse ottach o blank cancelled cheque cOPY with payee name
ote form with Bank Sign & seal and customer signature

4" “Whlomer ngme/ occount no IFSC code 15 not available on conce!
R Mangot o Y

[led Cheque then NEFT mand

ransaction is delayed or not effected at all reasons of incomplete or

ate, If the t
®y declare that the particulars given above are correct and complet

“riec information, | would not hold the use . institution responsible.

r“‘\C“’ Pha'“’\aw verified By
"“i"muu £ Stﬂf‘ % l.( ?a“@a( (Hank Oicial Stamp and Authart red Signature)
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10.

g1,

12,

embard Cenerc Insurd

ails provided by th stome +
etails D y the Customers in the Mandate Form shall be considerec as sincl and ICICH L

Thed
ot be responsible for cross verification of any of the details grovided therein

shalln
¥ h
The RTGS NEFT facility sholl be effective for the respective Customer(s) withn 15 doys o
~ ; £ N o ayS«
eneral Insurance Company Lté. and/ or within such period as may be reasonably req:'red pyICICiLom

G
to activate +the RTGS/ NEFT facility.

f +he receipt of the \anaote Form by JCICI Lombord
barc General {nsurarce Compary LIS

5tOf r T y : . "
The Customer thiesut:ltl; u:der the RTGS/ NEFT facility. there may be a risk of non-payment in the Account of Custome’ on the cay of 1€
change in the applicable regulations pertaining to RTGS/ NEFT focility of due to any other reasons without ary

¢ |CICI Lomoorg Generd®

credit of Paymen
faultﬁnactlon/fualure on part of ICICI Lombard General Insurance Comoany of any factor beyord the control ©

|nsurance Company Limited.

emnify. without delay or demur, ICICI Lombord General Insurance Company Ltd. and its cgents

indemnified harmless at all times from and against ary and all cdlaims, comages

mbard General Insurcnce Company -td. may su
f the oforesaid reasons stated in aDOVE clauses.

ord RTGS/ NEFT charges. which if leaec by e

and keep 1CIC

The Customer agrees o ind
d General Insurance Company Ltd. and its agent
d expenses (including attorney’s fees) which ICICI Lo
in connection with, amongst other things. either o

The Customer agrees that transaction(s) through RTGS/ NEFT facility may
Customer's bank. shall be borne by the Customer

Lombar
Josses. costs, an 0 O o, directly or
indirectly. arising fromor

attract inw

nditions stated herein ot gny time anc will endegvour 1o
ditions tobe cpplicable. By using the new services, of ot
hanged terms and conditicns.

express o7 SUggest admission of

entany Terms ond Co
forthe terms ang con
hall be deemed to have acceptecInNeC

y way. shape orform.imply o7

s the absolute discretion to amend or supplem
days for such changes wherever feasible
period, whicheveris ea rlier.the Customers

|cICI Lombard ha
give prior notice of Ten

the completion of such
submission of documents or bank details or any other informatior does notinan

Jiability by the company-

Notices under these terms a
Company Ltd. Website www.icici

These terms and conditions will be go
shall be initiated in the courts or tribun
nd any excessa
ccount at any time duetoad
cess creditco
od from the date ICICI
rty and any issuance of releva

on is complete irespect
ral Insurance Company Ltd. before the exoiry oftheno

by hanc o7 e-mail oronICICI Lombard Genercl Insuronce

address of the Customer.
ceedings arising out ofthes!

n writing by delivering them

nd conditions may be given i
ding them by post tothelast

lombard.com or by sen
verned by the laws of Indiaand any legal action or pro
als at Mumbaiin India.

mount whether demand
ny regson wi
mingtothe knowled

Lombard General Insurance Company
nt credit inst

e Termsanc Conditions

hichhas

ed by ICICI Lombard General Insurance Company Ltc.or not. w
thin 7 days of such receict of such communicction from ICICI Lombard
ge of the Customer through any other sOurce.

Lid. gets confirmation from

ruction from ICICI Lombard

|/ We further undertake torefu

been credited in excess tomy @
of such excess creditor suchinformation of ex

I/ We agree that my/our claim payment will be credit
its bankers, This facility will continue unless it is revoked by any pd
General Insurance Company Ltd. toits bankers will be valid till such instructi
expired provided such acredit request has been made by ICICI Lombard Gene

of the Customer.
Please attach a blank cancelled ch

ive of the foct thot the notice period bas
tice period

eque for verification of the particulers provided in this regard.

equeor photocopy ofach
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-
@jf//”// Add-Ons/ Extensions j __E_etfaw____—'yl—"‘;
: Cover for Pre-Existing Diseases /_/

, / Maternity Expenses //
L/ Out Patient Department (OPD) Expenses //
' Z/ Cost of Prescriped External Medical Aid //
5/ Baby Day One Cover //
6/ Critical llinesses Cover //
7/ Travel Expenses for Medical Treatment //
T’ Dental Expenses ///

‘ T Cover for Alternate Methods of Treatment ///
‘wrl Donor Expenses //

jcici €Lombard

Nibhaye Vaade

pbard General Insurance Company Limited . rumbai 400 03
RTINS l,c|(-:|rl:g:::2h"9 No. 16, 601-602. 6th Floor. New Link Road, Malad (West) M ohade . 9% 232

~ néf\bar Savarkar Rond Nonr Qinda

YA
Lroun Healtn - FORIMS -

|
|
|
|
\

0 064

.91 86 55 222 666

052324 @ Misc 11 J

PLVp; 3085, 7400
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