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ROYAL SUNDARAM ALLIANCE INSURANCE COMPANY LIMITED

              Registered office: 21, Patullos Road, Chennai – 600 002

Corporate Office-No.46,Whites Road, Chennai 600 014 Ph:91-44- 851 5500 Fax:91-44-851 1750

HEALTH PREMIUM PLATINUM INSURANCE POLICY 

 PROPOSAL FORM

(The liability of the Company does not commence until this proposal

 has been accepted by the Company and the premium paid)

1 Name of the Group/Association/


Institution/Corporate Body



2.
Address with Pincode


3.  Total number of members/employees to be 

covered 










4.
Period of insurance 12 months

     From 









     To

5. Do you want to  have Maternity benefit


extension




     Yes



      No

.  

5. Are you at present or were at any time in the past 

covered under any other insurance type

(PA, Cancer insurance, Hospitalisation insurance 
Yes


No

 or other Medical insurance)


If Yes, give particulars of:


(a)Name of the Insurer, 


       (b)Policy Number


       (c)Period of cover



(b)Claim amount received/receivable

Note: The Insured shall be required to furnish a complete list of Insured Persons in the following format according to Sum           Insured.  Any additions and deletions during the currency of the policy should be intimated to then Company in the same format.  However such additions and deletions will be incorporated in the policy from the first day of the following month subject to pro-rate adjustment. No change of Sum Insured for any Insured Person will be permitted during the currency of the policy.

	Sl.No.
	Names of Insured Persons with their Pay roll No or any such identification for Employees/Members
	Relation of the dependant to the Employee/

Member of the Insured
	Age & Designation
	Sex
	Pre-existing disease/injury to be excluded under the policy AND/OR  any knowledge of any positive existence or presence of any ailment, sickness or injury which may require medical attention
	Sum Insured

opted

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


We 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 our Employee(s)/Member(s)/Dependant(s)` physical or mental health. We 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 questionnaire are incorrect or untrue in any respect , the Insurer shall incur no liability under the insurance and its this insurance.

We have read the prospectus and am willing to accept the coverage subject to the terms, conditions and exceptions prescribed by the Insurance Company therein.

Date ……………../ ………………/ …………………

            DD

MM

YY

Place 


………………………………                        Signature of the Insured …………………………..…

Note:

In case, if the above proposal is not sufficient, please attach separate sheets with all details thereof duly signed which forms part of this.

_____________________________________________________________________________________________

Section-41 of Insurance Act, 1938

Prohibition of Rebates

1.  No person shall allow or offer either directly or indirectly as an inducement to any person to take out or renew or continue as 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 except such rebate as may be allowed in accordance with the prospectus or tables of the Insurers.

2.  Any person making default in complying with the section shall be punishable with fine which may extend to five hundred rupees.



















No. of Persons
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			DD/MM/YY





			DD/MM/YY

















For office use only


Issuing branch:                ���____________


Agent /Broker reference: ____________


Policy number:                ____________


Payment Rs.____________Payment type and Ref No.____________


Urban / Rural (Delete as appropriate)





Rs.





DETAILS OF INSURED PERSON























From			To
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