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IFFCO-TOKIO GENERAL INSURANCE CO. LTD.

Regd. Office: 34, Nehru Place, New Delhi - 110 019





PROPOSAL FORM FOR MEDISHIELD INSURANCE POLICY

DO/AGENCY CODE……./……..
ANNUAL PREMIUM Rs…….…. POLICY NO ……..…..……

I  M P O R T A N T

A) THE COMPANY WILL NOT BE ON RISK UNTIL THE PROPOSAL AND INSURED PERSONAL DETAILS HAVE BEEN ACCEPTED BY THE COMPANY AND COMMUNICATION OF THE ACCEPTANCE HAS BEEN GIVEN TO THE PROPOSER IN WRITING/ON FULL PAYMENT OF PREMIUM.

B) IF OTHER FAMILY MEMBERS RESIDING WITH PROPOSER (i.e. SPOUSE, ELIGIBLE DEPENDENT CHILDREN AND DEPENDENT PARENTS) ARE REQUIRED TO BE COVERED, SEPARATE INSURED PERSONAL DETAILS FORM SHOULD BE COMPLETED FOR EACH OF SUCH FAMILY MEMBERS.

P R O P O S E R   D E T A I L S

01.  NAME OF THE PROPOSER 

:

02.  ADDRESS     : I) RESIDENCE                    
:

        & TEL. NO.



         II) OFFICE                        
:

03.   TOTAL NUMBER OF MEMBERS TO        
:  (IN FIGURES)   :

        BE COVERED                                            
:  (IN WORDS)     :

04.   PERIOD OF INSURANCE                         
:  FROM    :  ……..……/……..…../200

            
   TO          : … … ……/…………./200          

                                                        


(MIDNNIGHT)

PLACE:

DATE:




                SIGNATURE OF THE PROPOSER

SECTION – 41 OF INSURANCE ACT 1938

PROHIBITION OF REBATES
01) 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 ANY INSURANCE IN RESPECT OF ANY KIND OF RISK RELATING TO LIVES OR PROPERTY IN INDIA, ANY REBATE OF 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 REBATE AS MAY BE ALLOWED IN ACCORDANCE WITH THE PROSPECTUS OR TABLES OF THE INSURERS.

02) ANY PERSON MAKING DEFAULT INCOMPLYING WITH THE PROVISIONS OF THIS SECTION SHALL BE PUNISHABLE WITH FINE WHICH MAY EXTEND TO FIVE HUNDRED RUPEES.

INSURED PERSON DETAILS

***********************************
   POLICY NO………………………….

INSURED PERSON NO…………….

ANNUAL PREMIUM………..………..

TO BE COMPLETED SEPERATELY INCLUDING QUESTIONNAIRE FORM FOR EACH INSURED PERSON. (IF MORE THAN ONE INSURED PERSON IS REQUIRED TO BE COVERED PLEASE OBTAIN ADDITIONAL FORMS FROM COMPANY)

	

	
01.  NAME OF THE INSURED PERSON
: 

02    ADDRESS                  

:

03 SEX                                                  :     MALE/FEMALE      

04 RELATIONSHIP WITH PROPOSER:

05 DATE OF BIRTH AND AGE            :


06 A) AVERAGE MONTHLY INCOME :

B)INCOME TAX PAN NO.              :

07 PROFESSION/OCCUPATION/TRADE

         OR BUSINES (PL. DESCRIBE  FULLY 

         WITH NATURE OF DUTIES)          :      

08 NAME & ADDRESS OF THE         

         MEDICAL PRACTIONER, HIS 

         QUALIFICATIONS & TEL. NO. 

          IF ANY.



:

                 Pin Code


:

                 Tel.No.


:



                 State/U.Territory

:

09 MEDICAL PRACTITIONER’S REGN.NO. : 

10. ARE YOU AT PRESENT OR ANY                 TYPE OF INSURANCE

         OTHER TIME IN THE PAST COVERED

         UNDER ANY OTHER INSURANCE   

         IF SO, GIVE PARTICULARS OF                    A) INSURER:

        POLICY NO.                                   
:           PERIOD OF COVER:

        B)CLAIM AMT RECD/RECEIVABLE :

        PERIOD                                             :  FROM               TO

11. ANY PROPOSAL FOR THIS INS. OR                     

ANY OTHER SIMILAR INS. REFUSED

OR CANCELLED OR HIGHER PREMIUM 

CHARGED, IF SO, GIVE DETAILS. 
: 

12. MEDICAL HISTORY TO BE COMPLETED BY THE PROPOSER/INSURED PERSON

:

PLEASE ANSWER THE FOLLOWING QUESTIONS 

IN YES OR NO (A DASH IS NOT SUFFICIENT) AND

         GIVE FULL DETAILS IF ANSWER IS YES)
:

12.1 ARE YOU IN GOOD HEALTH AND FREE

                    FROM PHYSICAL AND MENTAL DISEASE 

          OR INFIRMITY OR MEDICAL COMPLAINTS
:

12.2 IF NOT IN GOOD HEALTH GIVE

          FULL DETAILS                    

:       

13. HAVE YOU EVER SUFFERED FROM ANY 

         OF THE DISEASES/ILLNESS?                    :

IF YES, GIVE DETAILS


:

A) ANY NERVOUS, MENTAL OR PSYCHIATRIC 

DISEASE                                                         :

B) SLIPPED DISC OR OTHER SPINAL DISORDER 

      OR(FAINTING EPISODE, BLACKOUT, FIT) 

      PARALYSIS OF ANY KIND                             :

C) HIGH BLOOD PRESSURE, HEART DISEASE, 

      INCLUDING ISCHAEMIC HEART DISEASE, 

      OTHER CIRCULATORY DISORDER ETC.

      (RHEUMATIC FEVER)                                   :     

D) FISTULA, PILES, HERENIA, VARICOSE VEINS:

E) ANY DISEASE OF THE BONES OR JOINT

      INCLUDING RHEUMATIC DISEASE             :

F) DISEASE OF UTERUS, OVARIES OR BREAS 

      OR ANY SPECIFIC GYNAECOLOGICAL

      DISORDERS                                                  :    

G) ANY RESSPIRATORY OR ALLERGIC 

DISEASE                                                       :

H) ANY DISORDER OF THE STOMACH, ULCER, 

      BOWEL OR GALL BLADDER, KIDNEY 

      STONES ETC.                                               :

I) ANY CANCER, MALIGNAN, GROWTH, BOIL, 

      CYST OR WOUND ETC. WHICH DOES 

      NOT HEAL OR IMPROVE DESSPITE 

      TREATMENT                                                 :

J) ANY OTHER COMPLAINT REQUIRING 

      SPECIALIST’S CONSULTATION OR 

      SURGICAL  OR HOSPITAL TREATMENT 

      OR INVESTIGATIONS                                          :       

K) ANY COMPLAINT OR TENDENCY THAT MAY

      NECESSITATE SUCH CONSULTATION OR 

      TREATMENT IN THE FUTURE                             : 

L) ANY DIMNESS OF VISION/CATARACT

M) ANY DISEASE OF EARS OR DIFFICULTY

      OR INTERFERENCE WITH HEARING                 :

N) DIABETES OR ANY URINARY DISEASE            :

O) ANY ORTHER ILLNESS OR DISEASE OR

      ACCIDENT OR OPERATION SUSTAINED 

       BY YOU.                                                               :


	FOR OFFICE   USE ONLY


ANNEXURE  - A

TO BE COMPLETED BY PROPOSER IN CASE OF ADVERSE HISTORY IN THE PROPOSAL FORM IN RESPECT OF APPLICABLE ILLNESS

DIABETES QUESTIONNAIRE

01  DATE OF DIAGNOSIS OF DIABETES

  :

02  DID YOU SUFFER FROM COMA OR PROCOMA ?     :

03  DO YOU TAKE ANY ANTIDIABETIC DRUGS ?            :

      IF YES, PLEASE GIVE NAMES WITH DOSE                :

04 PLEASE GIVE DETAILS OF FASTINGS AND 

      POSTPRANDIAL BLOOD SUGAR READINGS, ECG 

      FINDINGS AND OTHER INVESTIGATION REPORTS 

      WITH DATES.  PL. ALSO SEND REPORTS                 :

05 DO YOU SUFFER OR HAVE SUFFERED FROM 

      ANY COMPLICATIOONS OF DIABETES OR ANY 

      OTHER DISEASES ?                                                     :

HYPERTENSION QUESTIONNAIRE

01 WHAT IS YOUR BLOODPRESSURE READING

PLEASE STATE WITH DATES                                    :

02 PLEASE STATE NAMES OF ANTIHYPERTENSIVE

      DRUGS WITH DOSE                                                      :

03 ARE YOU A SMOKER ?
                                          :

04  IS IT ESSENTIAL/SECONDARY/MALIGNANT 

       HYPERTENSION?                                                          :


05 PLEASE STATE WHETHER YOU HAVE SUFFERED 

        FROM ANY COMPLICATIONS OR OTHER DISEASES :

06 PLEASE GIVE FINDINGS OF ALL INVESTIGATION      :

       REPORTS 

14. HAVE YOU EVER SUFFERED FROM DENTAL PROBLEMS ?  YES/NO

A)  IF YES, SPECIFY THE SAME                                    

B)  WHEN WERE YOU TREATED LAST FOR SAME    

15. GIVE PARTICULARS IN TABLE BELOW OF ANY OTHER ILLNESS OR DISEASE OR ACCIDENT OR OPERATION SUSTAINED BY YOU IN THE AST.

	ATURE OF ILLNESS/DISEASE, INJURY & TREATMENT RECD.
	DATE FIRST TREATED
	NAME OF ATTENDING MEDICAL PRACTITIONER, SURGEON WITH HIS ADD. & TEL. NO.
	WHETHER FULLY CURED

	A)
	
	
	

	B)
	
	
	

	C)
	
	
	


16. ARE THERE ANY ADDITIONAL FACTS EFFECTING

         THE PROPOSED INSURANCE WHICH SOULD BE

         DISCLOSED TO INSURERS ?                                                    

17. PLEASE GIVE DETAILS OF ANY KNOWLEDGE OF ANY POSITIVE EXISTENCE OR PRESENCE OF ANY AILMENT, SICKNESS OR INJURY WHICH MAY REQUIRE MEDICAL ATTENTION:

A)

B)

C)

18.    PLEASE SPECIFY SUM INSURED OPTED     :      RS.

I, HEREBY DECLARE AND WARRANT THAT THE ABOVE STATEMENT ARE TRUE AND COMPLETE.  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 EFFECTED, 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 SELECT TO THE TERMS, CONDITIONS AND EXCEPTIONS PRESCRIBED BY THE INSURANCE COMPANY THEREIN.

PLACE:

DATE:




             SIGNATURE



                 

            NAME IN BLOCK 

NOTE: THIS SHOULD NECESSARILY BE SIGNED BY INSURED.  IN CASE OF MINOR, 

GUARDIAN OR PROPOSER MAY SIGN.

                                               FOR OFFICE USE

                BASIS PREMIUM FOR SCHEME             Rs.

                 FAMILY DISCOUNT                                 Rs. 

ANNEXURE – B

TO BE COMPLETED BY CONSULTING PHYSICIAN/SURGEON

(IN CASE OF ADVERSE MEDICAL HISTORY)
01   NAME OF THE INSURED



:

02 HISTORY:

a) PRESENTG 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                                 :

SIGNATURE OF PROPOSER        SIGNATURE OF CONSULTING PHYSICIAN   

DATE  :                                             NAME OF CONSULTING PHYSCIAN

PLACE:                                             QUALIFICATIONS :






     ADDRESS:






     TEL. NO.   
:

TO BE COMPLETED BY OFFICIAL OF INSURANCE COMPANY

DO YOU CONSIDER THE RISK ACCEPTABLE?   
:

COMPETENT AUTHORITY to accept the proposal           :

CHEST PAIN OR CORONARY INSUFFICIENCY OR MYOCARDIAL  INFARCTION QUESTIONNAIRE

01.    DID YOU EVER SUFFER FROM CHEST PAIN       :

         OR CORONARY INSUFFICIENCY OR

         MYOCARDIAL INFARCTION? IF SO, PL. GIVE 

         DIAGNOSIS AND DATE


02 PL. STATE THE NAMES AND DOSE OF DRUGS   :

         YOU ARE TAKING AT PRESENT

03     PL.STATE THE FINDINGS WITH DATES               :

         OF INVESTIGATIONS DONE LIKE ECG, 

         STRESS TEST, CORONARY ANGIOGRAPHY,

         X-RAY, PATHOLOGY REPORTS ETC. 

         PL. SEND REPORTS WITH THE PROPOSAL FORM

04      PL. STATE THE DATE OF HOSPITALAISATION    :

          AND NAMES OF HOSPITALS AND CONSULTANTS

05     PL. STATE  COMPLICATIONS AND OTHER           :

    DISEASES  IF SUFFERED  

06       PL. STATE WHETHER YOU CAN DO YOUR          : 

           REGULAR WORK AND WHETHER YOU HAVE 

           ANY LIMITATION OF ACTIVITY

07       ARE YOU ADVISE ANY SPECIAL TREATMENT    :

           IF SO, PLEASE GIVE INFORMATION                      :

PLACE :

DATE    :




SIGNATURE OF PROPOSER
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