
1 Group Policy No. ....................................... Employer’s Name : ………..............................…………………....................................................

Certficate No. ..........…….......... Employment Effective Date: ....................….......... Designation: .............................................................

2 k"/f gfd, y/ /Full Name, Surname : ....................................................................................................................................................................

:yfoL 7]ufgf /Address : ………………………………..........……………………….…………… kmf]g g= / Phone No. ..………...……………………

c:yfoL 7]ufgf /Address : ……….......………………………………………………………… df]afOn g= / Mobile No. ..…...….......…………………

hGd ldlt /Date of Birth : ........................................... pd]/ /Age : ............ ln· /Gender : k'?if (Male) / dlxnf (Female)/cGo (Other)

aLdf ug{ rfxg] JolQmsf] / Proposed Insured's : prfO{/Height : ……...........…........….. in FT/Inches, tf}n/weight : ………….........….... in KG
3 JolQmut lrlsT;s jf kfl/jl/s lrlsT;ssf] gfd tyf 7]ufgf -olb 5 eg]_/Name and address of personal physician or family doctor if any 

: …………………………………………………………...........……………………………………………………………………………………………....

clGtd k6s hrf“Psf] ldlt / Date of Last Examination: .............………………… sf/0f / Reason: …….……......................................................

k|fKt :fNnfx / Advice Given:………………..…………………………………………………………………………..……….......................................

4 aLldtsf] b]xfosf] s'g} sfd ug]{ dg;fo 5 ls < Do you intend to work as below ?

s_ :yn ;]gf, hn ;]gf jf xjfO{;]gf /Infantry, Navy, Air Force :

v_ dfGotf k|fKt xjfO{ ;]jfåf/f ;+rflnt lgoldt ef8f lt/L ofqf ug]{ ofq' eO{ p8fg ubf{ afx]s .
     Do you intend to travel other than as a regular fare-paying passenger in permitted airlines?

u_ s'g} hf]lvdk"0f{ v]ns'b jf s[ofsnfkdf efu lng] jf k]zf jf pBf]u ug]{ / Do you intend to undertake or participate in   
any kind of hazardous sports / activities or work in any hazardous occupation or business ?

3_ g]kfn aflx/ a;f]af; ug]{ / Do you intend to stay abroad ?

dfly pNn]lvt s'g} k|Zgsf] pQ/ ‘5’ eGg] ePdf To; ;DaGwL ljj/0f lbg'xf]; . / If any of answers to above questions is "Yes", please give 
details:

5 s_  s] tkfO{n] ljut !@ dlxgfdf r'/f]6 jf cGo s'g} k|sf/sf] ;"lt{hGo kbfy{ jf /S;L÷cGo dfbs kbfy{ ;]jg ug'{ ePsf] 5< olb 

5 eg] ;f]sf] lsl;d / k|lt lbgsf] dfqf pNn]v ug'{xf];\ .

      Have you smoked cigarettes, or any form of tobacco or consumed alcohol within the past 12 months? 

If yes, state how many/much per day. Type…………….............................………………………………………. 

Quantity …………………………………./day

v_  s] tkfO{n] s'g} :jf:Yof]krf/ jf zNolqmof jf :jf:Yo k/LIf0f u/fpg' ePsf] 5 jf c:ktfn egf{ x'g' ePsf] 5 jf tkfO{+nfO{ s'g} 

:jf:Yo k/LIf0f, zNolqmof jf c:ktfndf egf{ x'g] ;Nnfx lbO{Psf] lyof] h'g ul/Psf] lyPg <
       Have you had any medical or surgical treatment or investigative medical tests or hospitalization or have 

you been advised to undergo any diagnostic tests, hospitalization or surgery which was not done?

u_ tkfO{n] ljut kf“r jif{ leq slxn] / s;af6 pkrf/ ;DaGwL ;Nnfx lng'ePsf] 5 < / s] tkfO{ xfn s'g} pkrf/  
ul//x]sf] cj:yf jf s'g} lsl;dsf] cf}ifwL ;]jg ul/ /xg' ePsf] 5< olb 5 eg] ;f] sf] sf/0f / cf}ifwL sf] lsl;dsf] af/]df 

hfgsf/L lbg'xf];\.
      Have you ever taken any medical consultancy in the past 5 years? Or currently are you under any kind 

of treatment or under any kind of medications? If Yes, state reason and type of medications.

k|:tfjs dlxnf eP dfq eg'{kg]{ ljj/0f ÷ To be filled only in the case of Female Proposer

s_  s] tkfO{ ue{jtL x'g'x'G5 < x'g'x'G5 eg] slt dlxgf eof]< Are your curently pregnant? If Yes, how many months?

v_ s] tkfO{nfO{ slxNo} ue{ktg jf cGo s'g} c;fdfGo lsl;dsf] k|;'lt ePsf] jf 5ftL jf :qLc+ux? ;DaGwL s'g}  
/f]u jf lj;~rf] ePsf] 5 < Have you ever had miscarriage, abortion or other complications during childbirth 
or disorder of the breast or female organs?

6 s] tkfO{df slxNo} tn pNn]lvt /f]u jf u8j8Lsf] nIf0f b]lvPsf] 5 jf ;f]sf] nflu tkfO{n] slxNo} hf“r, pkrf/ jf zNolqmof u/fpg' ePsf] 5 <
Have you ever had indication of, diagnosis of, treatment or surgery for:

s_ afyHj/f] (Rheumatic Fever), pRr jf Go"g /Qmrfk, 5ftLsf] b'vfO{, Xbo3ft jf d'6', /ut jf /ut gnL ;DaGwL cGo s'g}  

/f]u jf u8j8L <÷ Rheumatic Fever, high blood pressure, chest pain, heart attack or any disorder of heart, 
blood or blood vessels ?

v_ s'g} lsl;dsf] cj'{b/f]u (Cancer), 6\o"d/ jf l;i6 (Cyst)? Any form of cancer, tumor or cyst<

u_  dw'd]x, pRr/Qm;'u/, yfO{/fO8 u|GyL ;DaGwL u8j8L jf cGo s'g} cGtM;|fj u|GyL (Endocrine) ;DaGwL u8j8L< Diabetes, 
high blood sugar, thyorid disorder or any endocrine disorder?

3_  x]kf6fOl6; (Hepatitis) jf sn]hf], cfdfzo, pb/ / pb/Loc+u ;DaGwL cGo /f]u jf u8j8L<
     Hepatitis or any other liver, stomach or intestines disorder?

ª_  d[uf}nf, d'q]lGb|o jf k|hggf· ;DaGwL s'g} /f]u jf lj;Grf]< Any kidney, urinary or reproductive disorder?

Hof]lt nfOkm OG:of]/]G; sDkgL lnld6]8
k|wfg sfof{no – zfGtf Knfhf, 1fg]Zj/, sf7df8f}+, g]kfn

kmf]g g+= $$$%($!, kf]=a=g+= !($##, Od]nM info@jyotilife.com 
-sDkgL P]g @)^# / aLdf P]g @)$( cGtu{t :yflkt_

;fd"lxs hLjg aLdfsf] nfuL JolQmut :jf:Yo ;DaGwL ljj/0f
PERSONAL HEALTH DECLARATION FORM FOR GROUP INSURANCE (Form No.: JU 7)



r_  3ft (Stroke), 5f/]/f]u, kIf3ft jf cGo s'g} :gfo' ;DaGwL /f]u jf lj;Grf]< Stroke, epilepsy, seizure, paralysis or any 
other nervous disorder?

5_  s'g} k|sf/sf] /ut ;DaGwL /f]u jf u8\j8L< ÷ Any form of blood disorder or diseases?

h_  bd, Ifo/f]u, Zjf;–k|Zjf; jf kmf]S;f] ;DaGwL /f]u< Asthma, tuberculosis, respiratory or lung disease?

em_ Jou|tf (Anxiety) / ljiffb (Depression) nufot dfgl;s jf dgf]j}1flgs /f]u jf ladf/L< Mental or psychiatric illness 
including anxiety and depression?

`_  df+zk]zL, d]?b08, hf]gL{ / xftv'6\6f ;DaGwL r]tgf z'Gotf jf s+kg nufot s'g} /f]u jf ladf/L< Any diseases or disorder of 
the muscles spin, joints and limbs including loss of feeling or tremor?

6_  cToflws dlb/fkfg, dlb/f jf cf}ifwL b'Jo{;g< Excessive consumption of alcohol, alcoholism and drug abuse?

7_  s'g} lb3{/f]u cj:yf, czlQm, s'g} lsl;dsf] cf“vf, >j0f, jf jfs ;DaGwL /f]u u8\j8L jf dfly pNn]v gePsf] cGo s'g}  
/f]u jf 3fprf]6< Any chronic condition, infirmity, any form of eye, hearing or speech disorder or disease or 
injury not mentioned above?

8_  s] tkfO{n] P8\;, P8\;;+u ;DalGwt hl6ntf jf P8\;;+u ;DalGwt cGo s'g} cj:yf jf of}ghGo /f]usf] nflu lrlsT;sLo 
;Nnfx, k/fdz{ jf pkrf/ k|fKt ug{' ePsf] 5 < jf tkfO{nfO{ ;f] ePsf] elgPsf] 5 <, jf tkfO{nfO] P8\; kl/If0f u/fpg' ePsf] 5 < 
-s[kof sf/0f / kl/0ffd pNn]v ug{'xf]nf_ jf tkfO{nfO{ a9L ysfO{ nfUg], tf}n 36\g], a/fa/ kvfnf nflu /xg], lnDkmu|+yL a9]sf] jf 
c:jfefljs rd{/f]u cflb ePsf] 5 < Have you ever consulted or been treated for AIDS, AIDS related complex, 
or sexually transmitted disease or been told you have any of these or that you had tested positive for 
AIDS (please state reason and results) or have you had unexplained fatigue, weight loss, diarrhoea, or 
unusual skin lesions ?

9_  s] tkfOsf] s'g} glhssf] gft]bf/ dfly pNn]lvt cj:yfaf6 slxNo} kLl8t ePsf] jf d[To ePsf] 5 < olb 5 eg] ljj/0f lbg'xf];\÷ 
Has any member of your immediate family ever suffered or died from any of the conditions state above? 
If yes please give details.

Family Member       Age       Health Status/Cause of Death       Age at time of diagnosis      Age at Death

...........................    ............    .........................................................    .........................................    ...............................

...........................    ............    .........................................................    .........................................    ...............................

dfly pNn]lvt k|Zg gDa/ % / ^ sf] pQ/ s'g}  ‘5’ eGg] ePdf To; ;DaGwL ljj/0f lbg'xf]; M ldlt, /f]usf] cjlw, hrfO /fv]sf] lrlsT;sf] gfd, hrfPsf] c:ktfnsf] 
gfd, sf/0f, ul/Psf] hf“rx?, kl/0ffd / xfnsf] cj:yfaf/] k"0f{ ljj/0f lbg'xf]; . ÷ If any of answers to above questions no 5 and 6 is "Yes", then please give 
details: dates, period of such disease, attending doctor's name, hospital name, reasons for consultations, tests performed, results, diagnosis, 
treatment and current condition.

aLdfn]vsf] cjlw leq aLldtsf] d[To' ePdf aLdfn]v cGtu{t e'QmfgL lng s;nfO{ OR5fpg' x'G5 < -aLldtn] rfx]df cfkmgf] OR5fPsf] JolQm s'g}klg a]nf abNg ;Sg]5 
/ olb aLldtn] s;}nfO{ klg gOR5fPdf jf aLldtsf] d[To ePsf] avt aLldtn] OR5fPsf] JolQmsf] d[To' eO;s]sf] /x]5 eg] aLdfn]v cGtu{t e'QmfgL ul/g] /sd 
aLdf P]g @)$( sf] bkmf #* adf]lhd aLldtsf] cfl>tx?nfO{ e'QmfgL ul/g]5. ÷ In case of death during insurance period, who do you want to nominate to 
receive benefit ? (Insured can change beneficiary at any time and if insured had not nominated any beneficiary or if nominated beneficiary is 
not alive at the time of death of insured, benefits as per this policy will be given to legal heir of insured as per Article 38 of Insurance Act 2049.

OR5fPsf] JolQmsf] k"/f gfd, y/               OR5fPsf] JolQmsf] lktf÷dftfsf] gfd                  7]ufgf               aLldt / OR5fOPsf] JolQm larsf] gftf
Beneficiary's Full Name, Surname          Father's /Mother's name of Beneficiary           Address :                           Relationship

........................................................           ..................................................................            ................................          ............................................

pb\3f]if0f ÷ DECLARATION
pNn]lvt k|Zgsf] pQ/x? ;To tyf k"0f{ 5g\ / d÷aLdf rfxg] JolQmsf] hLjg aLdf ;DaGwL hf]lvdsf] d"Nof°g ug{ cfjZos kg]{ s'g}klg kl/l:ylt jf tYonfO{ d}n} bafP÷l5kfPsf] 
5}g egL pb\3f]if0f ub{5'. To:tf tYox? bafP÷l5kfPsf] k|dfl0ft ePdf d]/f] / Hof]lt nfOkm OG:of]/]G; sDkgL lnld6]8 aLrsf] lhjg aLdf s/f/ ;'? b]lv g} /2 x'g] 5 eGg] 
Joxf]/f d}n] a'em]sf] 5' / ;f] sf/0f sDkgLn] bfjL e'StfgL gu/] d]/f] s'g} ckjfb x'g] 5}g . of] k|:tfj, pb\3f]if0f tyf ;n+Ug :jf:Yo ;DaGwL ljj/0fsf sfuhftx? d÷aLdf ug{ 
rfxg] JolQm / Hof]lt nfOkm OG:of]/]G; sDkgL lnld6]8 aLr s/f/sf] cfwf/ x'g]5 eGg]s'/f d :jLsf/ ub{5'. aLdfn]v gDa/ ;d]t pNn]v u/L aLdsn] hf/L k|yd aLdf z'Ns 
e'QmfgL /l;bdf pNn]v ePsf] ldlt b]lv d]/f] hLjg aLdf nfu'x'g]5 eGg] Joxf]/f d}n] a'em]sf] 5' . To; aLdsn] hf/L ug]{ k|rlnt hLjg aLdfn]v ;DaGwL sfuhftnfO{ :jLsf/ 
ug{ d]/f] dGh'/L 5 . s'g}klg ;dodf d÷aLdf rfxg] JolQmnfO{ cf}ifwf]krf/ ug]{ s'g} klg lrlsT;s jf :jf:Yo ;+:yf;“u d]/f]÷aLdf rfxg] JolQmsf] :jf:Yo ;DaGwL hfgsf/L 
k|fKt ug{df / s'g}klg ;do cfk\mgf] aLdfsf] nflu d}n] k|:tfj u/]sf] cGo aLds;“u Hof]lt nfOkm OG:of]/]G; sDkgL lnld6]8n] ;f]wk'5 u/L cfjZos hfgsf/L lnPdf d]/f] 
d~h'/L 5 . d o:tf hfgsf/Lx? k|bfg ug{ ;DalGwt JolQm jf ;+:yfnfO{ aLdf k|of]hgsf nflu clVtof/ lbG5' / To:tf hfgsf/Lx? k|sfzdf Nofpg dgfxL ug]{ sfg"g jf  
/Lltl/jfhsf] cfwf/ lnO{ s'g} ph'/L ug]{ 5}g . I hereby declare that all given answers of questions asked above are true and complete and I have not concealed 
any conditions or facts required for insurability risk assessment of life to be assured. I understand that if any such facts are proved to be concealed or not 
true, agreement between me and Jyoti Life Insurance Company Limited shall be void from the date of commencement of this agreement and I will have 
no objection if company denies to pay claim on this ground. I agree that this proposal form, declaration and attached health details documents shall be 
the integral part of this agreement between me / life to be assured and Jyoti Life Insurance Company. I understand that date mentioned in first insurance 
premium receipt along with its policy number issued to me by the Jyoti Life Insurance shall be the date of commencement of this insurance. I agree to 
accept life insurance policy related documents issued by the insurer. I authorise Jyoti Life Insurance Company Limited to obtain information from any 
medical doctor or any medical facilities at any time from where I / life to be assured is getting medical checkups and also to inquire and collect necessary 
information at any time from other insurer where I / life to be assured had applied for insurance. I give all rights to such concern person or organization 
to provide information required for the purpose of insurance and I shall not file a complain on ground of laws or rules and regulations against publishing 
such information.

hLjg aLdf rfxg] JolQmsf] b:tvt                                                                                          ldlt/Date : ...………......…………………….............

Life to be assured's Signature: ………………………………………………                                 7]ufgf/Address : ..……………………………............

aLdfn]v3f/sn] eg'{ kg]{ ÷ To be filled by Policyholder

pko'Qm sf]7fdf lrGg nufpg' xf]; ÷ Please check appropriate box :             gof“ egf{ / New Employee            tna kl/jt{g / Change in Salary       

       OR5fPsf] JolQm kl/jt{g / Change of Beneficiary            ju{ kl/jt{g / Change of Class or sub group

:jf:Yosf] b[i6Lsf]0faf6 sd{rf/L jf p;sf] s'g} cfl>tx¿ aLdf u/fpg' gx'g] s'g} sf/0f tkfO{+nfO{ yfxf 5 jf sd{rf/L /f]u jf rf]6k6ssf] sf/0f ljut ^ dlxgfsf] 
cjlwdf sfddf cfpg g;s]sf] tkfO{nfO{ yfxf 5 < From a health point of view, do you know any reason why the employee should not be insured or 

has the employee been absent from work because of sickness or injury during the past six months? 5 (Yes) / 5}g (No)

aLdfn]vwf/ssf] b:tvt / 5fk                                                                                               ldlt/Date : ...………......……………………...........

Policyholder’s Signature and stamp: ……………………………….                                             7]ufgf/Address : ..……………………………..........


