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PROPOSAL FORM

CRITICAL ILLNESS

Instructions for filing up the Proposal Form

1. Please answer all questions in BLOCK letters.

2. ThelLiability ofthe Company does notcommence until this Proposalhasbeenaccepted by the Companyand premiumhasbeen paid.

3. ThisProposalwillbethebasisofany subsequentpolicy thatthe Companyissuestoyou. Itisthereforeessentialthatyouprovidealltheinformationinthis Proposal FULLY AND
ACCURATELY andthatyou provide the Company withanyandalladditionalinformation relevanttorisktobeinsuredorits decisionas toacceptance of theriskor the termsupon

whichitshouldbeaccepted.

1. Proposer Details

1 FullName:Tile [ [ [ T ] FrstName [ [ [ [ [ [ [ [ T [ T [ [T [T [ [ ]

| viddleName [ [ [ [ | [ [ [ [ [ [ Jsuwname [ | | [ [ [ [ [ [ [ [ [ [ [ [ [ | [ ]
2) Are you an existing Bajaj General Customer: - Yes - No, if Yes please share below details

a. the Policy No.: OG

b. Existing Customer (PID) No.: L1 hereby confirm that, there is no change in my existing KYC details that are available from my previous/existing policy
3) Gender: ] Male [JFemale [] Other 4) Date of Birth | | | | | | | | |
5)  PanNo. T T [ [ [ [ T [ [ | © Aadnhaarno. | Enter last 4 digits only RN

7) Bajaj General Employee Code, if Proposer is Bajaj General/Bajaj LifeEmployee | | | | | | |
8) Marital Status: [ Married [ Single [ Divorced [] Widowed ‘ 9) No. of children: Sons ___Daughters

10) Occupation [ Business [ Salaried [] Professional [] Student [] House wife (] Retired [] Other

11) Are you or any of your family members registered under the Ayushmaan Bharat Yojana? [1Yes []No, If Yes please share your Ayushmaan Bharat Health Account Number
(ABHA) in below table

2. a. Permanent /Residential Address 2.b. Communication Address (all communications will be sent to below)
House No.: House Name : House No.: House Name :

Landmark/Locality: Landmark/Locality:

Road/Area Name: Road/Area Name:

City/District: City/District:

State: State:

Pin Code: | | ‘ ‘ ‘ ‘ Pin Code: ‘ ‘ ‘ ‘ ‘ ‘
Telephone: Mobile: Telephone: Mobile:

Email: Email:

3. Other Details

i. Educational Qualification:[] Matriculate []Undergraduate []Graduate []PostGraduate []Professionally Qualified

ii. Nationality:

iii. Proposer Monthly Income: Rs. Only
From

iv. Policy Term: O 1Year O 2Years | O 3Years v. Proposed period of Insurance
to

4.Details Of Persons To Be Insured
Name Relationship with DOB Age Gender Ht. (cms) Wt. (kgs) ABHA
Proposer (dd/mm/yyyy) (M/F) Number

ABHA Declaration (Applicable only if you have shared the ABHA number with Us)
[ I/We provide my/ our consent to access my/ our (all insured) medical and personal records/ details, as are available in my/ our Ayushman Bharat Health Account (ABHA) and
share the same with Third Party Administrators, Reinsurer (if applicable), Service Provider/s of Bajaj General and/or with any Governmental and/or Regulatory aiithol
sole purposes of underwriting my/ our proposal and/ or for checking the authenticity of claims lodged by me/ us and/ or to comply with the applicable Law/ Regulations T

Nominee Details: Name DOB (dd/mm/yyyy) Age Relation

Nominee*




Appointee (If nominee is minor)

If Nominee is "Others" please specify the relationship and reason

*Nominee for Self (Primary Insured/Proposer) has to be one of the mentioned relations - Father/ Mother / Son / Daughter / Spouse/Other
*For all family member Primary insured will be the Nominee

5.Selection of Rider/Add on

O Yes U No O  Individual U Floater
Plan Option

Health Prime Rider

6.Insurance Information

Critical illness benefit applied for Rs.

Do you have other current or pending critical illness Insurance with BGIL ? If Yes, Policy No. O Yes O No
Do you have other current or pending critical illness Insurance with another Company ? O VYes O No
If Yes, Name of Institution:

Sum Insured Year:

Has any proposal for Life, Accident, Disability cover, Critical lliness or any other Health-Related Insurance on your life ever been postponed, declined or| []  yes O No
accepted on special terms?

If yes, give details including amount applied for :

7.Health Questioner (please answer all questions by checking either the yes or no box)

1. Are you now in good health and entirely free from any mental or physical impairments or deformities? 0 Yes 0 No
2. How much weight have you lost or gained over the last 12 months? (Kg.) 0 VYes 0 No
Reason for weight change
3. Have you ever suffered or do you now suffer from
a. Diseases of the circulatory system (e.g. heart trouble, chest pain, rheumatic fever, high blood pressure, diseases of the arteries and O Yes O No
veins)?
b. Diseases of the respiratory system (e.g. tuberculosis, asthma, persistent cough, pneumonia or emphysema)? 0 VYes 0 No
c. Diseases of the genito-urinary system (e.g. infections of the kidneys, urinary or genital organs, renal stones, venereal disease)? 0 VYes 0 No
d. Diseases of the gastrointestinal system (e.g. digestive disorders, gastric or duodenal ulcer, hepatitis B, hepatitis C or other disorders of O Yes O No
the liver, disorders of the gall bladder)?
e. Diseases of the nervous system or mental disorders (e.g. stroke, epilepsy, fits or fainting attacks, frequent headaches, nervous 0 VYes 0 No
breakdown, depression or other mental or psychiatric disorder)?
f. Diabetes mellitus, cancer or tumour of any kind, or any diseases of the blood, glands, spleen, ears, eyes or skin? O Yes O No
g. Unexplained night-sweats and/or loss of weight, persistent fever, chronic or recurrent diarrhea, unexplained infections or swollen O Yes O No
glands?
h. Any other diseases or ailments not mentioned above? 0 VYes 0 No
4. Have you or any of your immediate family members (father, mother, brother, or sister) have/had cancer, heart attack, or stroke and at 0 VYes 0 No
what age? Prior to age 60?
5. Have you ever had or been advised to have hospital treatment or surgery? 0 VYes 0 No
6. Have you ever had or been advised to have a blood test for AIDS or an AIDS-related condition or have you ever been refused as a blood 0 VYes 0 No
donor?
7. In the past 5 years, have you consulted a physician for any reason or have you had any investigation such as blood or urine tests, X-rays, O Yes O No
electrocardiograms, ultra sonograms, CT scans or biopsy, other than for routine employment or immigration purposes?
8. Have you ever received or do you now receive any personal accident, disability benefit, or disability-related payments? 0 VYes 0 No
9. Are you at present or any time in past were on any medication, special diet, or treatment? 0 Yes 0 No
10. Have you ever taken narcotics or other habit forming drugs or been treated or advised in connection with your alcohol consumption or the 0 Yes 0 No
taking of drugs?
11. Do you participate or do you intend to participate in any hazardous sports or activities such as motor sports, climbing, parachuting, 0 Yes 0 No
hang-gliding, or aviation except as a fare-paying passenger?
12. Are you pregnant (for female only)? If yes, please state how many months. Please state if you had any pregnancy related complication O Yes O No
during your previous pregnancy/delivery?
13. Have you smoked or used any substance or product containing tobacco, nicotine or marijuana? 0 Yes 0 No
If yes, please state duration and average daily consumption and type:
14. Have you or any of the persons proposed to be insured were/are detected as Covid positive? O Yes O No
15. Name and address of your regular medical consultant: O Yes O No
If the reply is YES to any questions from 1. to 15. above, please share details in below table
Name of the person Name of the lllness /injury suffered Treatment details Date first treated Current Status of the lliness/
/ suffering in the past Diseases/Injury




8.Additional Details

Payment Mode I  Full Payment ] Instalment Payment
0  Monthly | 0  Quarterly | [0 Half | 00  Annual
Payment Details [0 cash 0  Ccheque 0 oD 00  credit Card [0  Debit Card O  upl
Cheque Given By O Spouse O  Father O  Mother O  Son/Daught O  Financer O  Employer/E
BIMA ASBA Declaration (Applicable only in case Premium payment through online payment mode)
a
under the BIMA ASBA facility and debit the same from my bank account upon acceptance of this proposal. In case the proposal is not accepted, | accord my consent to
debit only the expenses incurred towards medical examination, if any, and unblock the balance amount
Amount | Transaction No. Transaction Date | Bank Name I Branch
Electronic-Insurance Account
Please provide e-IA No. to deposit your insurance policy. Do you want to open e-IA account | O Yes ONo
Bank Details
Name as per Bank Account
Name of the Bank: IFSC Code:
Bank Account No: Account Type:
Mobile No: Email Address:
O
aforesaid Bank Account and also agree to inform if there is any change in the above contact or bank details, for ensuring smooth policy servicing.
In case of any Offer, youwould preferto be contacted by: | 0 Phone | 0 Email | | WhatsApp

9.Declaration *

e | hereby declare, on my behalf and on behalf of all persons proposed to be insured, that the above statements, answers and/or particulars given by me are true and

o complete in all respects to the best of my knowledge and that | am authorised to propose on behalf of these other persons.

e | understand that the information provided by me will form the basis of the insurance policy, is subject to the Board approved underwriting policy of the insurer and that
the policy will come into force only after full payment of the premium chargeable.

e | further declare that | will notify in writing any change occurring in the occupation or general health of the life to be insured/proposer after the proposal has been
submitted but before communication of the risk acceptance by the company.

e | declare that | consent to the company seeking medical information from any doctor or hospital who/which at any time has attended on the person to be
insured/proposer or from any past or present employer concerning anything which affects the physical or mental health of the person to be insured/proposer and
seeking information from any insurer to whom an application for insurance on the person to be insured /proposer has been made for the purpose of underwriting the
proposal and/or claim settlement.

® |/We hereby authorize and give my/our consent to Company to collect my/our personal and medical information/data available in my/our Ayushyman Bharat Health
Account (ABHA). Further |/we hereby authorise Company to use/share the information/data, pertaining to my proposal and/or collected from my/our ABHA, with
reinsurer, Service Provider and or with any Governmental and/or Regulatory authority, for the sole purpose of proposal underwriting and/or claims settlement and or to
comply with applicable laws/regulations.

Date :

Place: Signature/ Thumb Impression of the Proposer

The content of this form and its particulars have been explained by me in vernacular language to the proposer who has understood and confirmed the same**

Date :

Place: Signature of Intermediary Signature of Intermediary

Name of Witness:
Signature of Witness

**Thisis required only where, for any reason, theProposal Form and other connected papers are not filled by the Prospect/Proposer or if the Prospect/Propose is not knowingEnglish.

Disability Declaration
Any Physical deformity or handicap? O Yes/ O No

If Yes. Please provide details: (Disability Certificate issued by the Medical Board appointed by the Government
for certifying Disability)

| authorised representative of Mr./Miss/Mrs. hereby giving
consent on the behalf of the proposer due to his/her disability, that he/she has understood the content of this form and its particulars and confirmed the same.

Name of Authorised Representative: Date:

Signature of Authorised Representative: Place:

Place:

Agent details

Agent/IMD Name Agent/IMD Code

Agent/IMD Signature

SP /BQP / DP / PoS Name SP /BQP / DP / PoS Signature

Agent Declaration

I, [Full Name], acting in my capacity as an Insurance Advisor/Specified Person of the Corporate Agent/Authorized Employee of the Broker/Relationship Officer, hereby
declare that | have explained all the contents of this Proposal Form, including the nature of the questions contained herein, to the Proposer in their vernacular
language, if required. This includes all statements, information, and responses submitted by the Proposer in this Proposal Form to the questions contained herein or
any details sought herein. These details will form the basis of the Contract of Insurance between the Company and the Proposer if this Proposal is accepted by the

Company for the issuance of the Policy.

SP /BQP / DP / PoS CoR No.:

| have further clarified that if any untrue statement(s), information, or response(s) is/are contained in this Proposal Form, including any addendum(s), affidavits,
statements, or submissions furnished or to be furnished, the Company shall have the right to vary the benefits payable. Moreover, if there has been a non-disclosure
of any material fact, the policy issued to the Proposer pursuant to this Proposal may be treated by the Company as null and void, and all premiums paid under the
Policy may be forfeited to the Company.



Date:
Place:

Signature of Agent:

*Please read declaration wordings carefully before signing the proposal form.
INSURANCE ACT 1938 SECTION 41- Prohibition of Rebates

Nopersonshallallow or offertoallow either directly orindirectly, asaninducementtoany person totake outorrenew or continueaninsuranceinrespect ofany kind of risk relatingto
livesorpropertyinIndia, any rebate ofthewhole or part of the commission payable orany rebate of the premium shown on the policy, norshallany persontaking outorrenewingor
continuingapolicyacceptanyrebate, exceptsuchrebateas maybeallowedinaccordance with the published prospectus ortables of theinsurer. Any personmaking defaultin
complying withthe provisions ofthis section shall be liable for a penalty which may extend totenlakh rupees.
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ACKNOWLEDGMENT:

Received fromMs. /Mrs. /Mr:

sum of Rs. through Cash# / Cheque /DD / Credit Card / Debit Card No. against your proposal for Health
Policy.

Date:

LTl | |

Signature of Bajaj General Official/ Intermediary
Bajaj General Official / Intermediary Name: Time: Place:

Note: Neitherthe submission ofacompleted proposalforinsurance orany paymentforany policy sought oblige the Companytoagreetoissue a policy, which decisionis
and alwaysshallbeinthe Company'ssoleandabsolutediscretion.



Bajaj General Insurance Limited (Formerly Known As Bajaj Allianz General Insurance Co. Ltd.)

IONS—PHYSICALPROPOSAL FORM

® Areyouorany of the proposal applicants a PEP* or a close relative of PEP*?

If yes, please share the details

“Politically Exposed Persons” (PEPs) are individuals who are or have been entrusted with prominent public functions in a foreign country, e.g.,
Heads of States/Governments, senior politicians, senior government/juridical /military officers, senior executives of state-owned corporations,
important political party officials, etc.” D Yes / D No

® 1/we hereby give my/our consent to the Company to verify and obtain my/our identity/address proof through CERSAI records or National
Securities Depository Limited Portal for the purpose of undertaking KYC verification.

® I/we hereby 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.

L]

1/We hereby give voluntary consent to Bajaj General/Company to share my/our personal information and data provided in this proposal form witt
its group companies or any other person in connection with the Insurance Policy or otherwise, including for providing products and services

of group companies that may be of interest to me/us, to be used in accordance with their respective privacy policies and subject to

appropriate measures being in place to safeguard my/our personal information. D Yes / D No
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