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PERSONAL HEALTH DECLARATION FORM FOR GROUP INSURANCE (Form No.: JU 7)

Group Policy NO. ..uveeeiieeeiieecieeeeeeie EMPIOYEI S NOME © oeiii e e et e et reeestee e e tbeessesaeesasseesrseesaseeenraeenns

Certficate No. .......................... Employment Effective Date: ........ccccceeveeinivennnnns DesSigNATION: ..eeeeiieiieiiecieee et

ORI G, AR /FUININGOME, SUMNGIME & ittt ettt et b e eh et s bt e a b et e bt ea e et e e bt e st et e sat e st e e bt eh s et e sheebb et e et e eat et eebe e st enbesaeentenseeasenee

TR BMGIT /ACAIESS © e e e Wi A, / Phone NO. ........ooooveeieiiii
IR BIMGIT /AAAIESS & .o FAESA . / Mobile NO. ......ovvvieeee e
3Toat A /Date of Birth & ..o BIR/AQE oo o5 /Gender : T3¥ (Male) / difgen (Female) /3= (Other)

dig OTel aTRol caRhadT / Proposed Insured's : 3arg/Height & .......cccccceveeeveeneeenen.... In FT/Inches, dici/weight © ..ooc..ooocveeeene INKG

TARKITA RIfpeAD a1 UIRAR® RIpcIB D! alldt g 3oTel (AfY & atel)/Name and address of personal physician or family doctor if any

BRUT / Reason: .............

HIHTDBT SRIID! Ggol Wlei JTat FGA & &5 2 Do you intend to work as below 2

W) T Aoll, 37T Aol dT garsdan /Infantry, Navy, Air Force :

J) AT UL FATS JATGRT A SIANT SMIST (G AT 1ot AT 7S 38TeT JIc] T_b |
Do you intend to travel other than as a regular fare-paying passenger in permitted airlines?

1) Tgol AU ASTdE a1 TATBEIUS STIT 7o @ UM ar J&hor J1et / Do you infend to undertake or participate in
any kind of hazardous sports / activities or work in any hazardous occupation or business 2

) oI Sfa] §AEIY JIof / Do you infend to stay abroad 2

MR BINAA G0l UeTh! IR ‘B’ 8icol STUdi eIy Jdaael [IaVT fGgaT |/ If any of answers to above questions is "Yes", please give
details:

) D qudel 0T 9 ARSI YRIT T 3o daot UbRM! Jfdsiod Uaref a1 Iai/ 316 aiiaes Uaref Jdel J1ef aludd! &7 Al
& afol A1l RIS I UM [§eTeh! ST e JIar |
Have you smoked cigarettes, or any form of fobacco or consumed alcohol within the past 12 months?
If yes, state how many/mMUCh Per dQy. TV . ... ..t e e e e e e e e e ees
QUANTITY oo /day

[) B qURST dgol TARLAUTR a1 ASABHAT dT IATLST UeIUT JR13 STH! & aT 3RUAI il §gf AT & aT TUISATS dgor

TR UG, AABBAT al SRUATCIH d7ci gol AR [GSeaD! Il o1 J1RED! fIee ?
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?

JN) qudel ford Ui oy o el I BIEIC SUAR JJEoE! ATHIR [Ageleddl & ? I B AU Bl dpol JUAR
IR S a1 Ggof ApfIaiadt vl Jaat IR G HED B2 AR & el AT DT BRUT I N0l BT RBrIADT FIReT
STeTpN fEqa |

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.

URdIads ARET T8 T aigjuel faaul / To be filled only in the case of Female Proposer

@) @ quis J1efad Gages ? GG a1al A difgal aall? Are your curently pregnant? If Yes, how many months?

J) D AUEAS DR JfUdesl ar 3fcd ol Ao fBIAAD! UJA el ol &It aT B3RS Jdeoen ot

01 a1 fIF>AT 8T B 2 Have you ever had miscarriage, abortion or other complications during childbirth
or disorder of the breast or female organs?

T JUISH DAY a eallQd AT aT JISTLDT ATUT SRATH! & a1 AIhT AT AU BT 5id, UAR AT ATABBAT IRI3] HIDT & 2
Have you ever had indication of, diagnosis of, treatment or surgery for:

@) FUFa (Rheumatic Fever), 3ta al ool IHA, BT GATS, FGATd dl Jg, 01T al 1A oich Jdaoctl 3o agol

o1 a1 o1sadt 2/ Rheumatic Fever, high blood pressure, chest pain, heart attack or any disorder of heart,
blood or blood vessels 2

[) Tgol BRI 31de0T (Cancer), @R ar fa (Cyst)2 Any form of cancer, tumor or cyst?

J7) IR, ITARBYOR, ATSASS Yool AFaoeN J5adl aT 3ied dyot 3ed: Jd Jeeft (Endocrine) Jdasel J1sadt? Diabetes,
high blood sugar, thyorid disorder or any endocrine disorder?

7) durersed (Hepatitis) ar aseish, sramem, 3R I 3eaI3io1 Toacth 36 0T ar Jsas?
Hepatitis or any other liver, stomach or intestines disorder?2

§) INeT, AAGEY aT Uslalally JdaaEl dgof 0T T fAFeAI? Any kidney, urinary or reproductive disorder?




q) 'a (Stroke), BRRADT, USHTT aT 316 dol Taiy Adaotn AT aT [aTeal? Stroke, epilepsy, seizure, paralysis or any
other nervous disorder?

®) Tgol YR 1A AeaEl A1 a1 o15as1? / Any form of blood disorder or diseases?

31) ©d, SRR, AM-UaRT aT BidAT Jadeen Ao1? Asthma, tuberculosis, respiratory or lung disease?

ab) TIJIAT (Anxiety) X fNTg (Depression) TOTNIA dleiids dT diaiiaiterds AT dT [amt? Mental or psychiatric illness
including anxiety and depression?

) MM, FBEUS, Soht I AIAYCET ATTGEN Adal YoAdT al BT I dgor AT aT [ ? Any diseases or disorder of
the muscles spin, joints and limbs including loss of feeling or fremor?2

T) SICAfEIas AfeRITe], AT ar 3iwel geafier? Excessive consumption of alcohol, alcoholism and drug abuse?

B) ol fIERIDT ST, 3R, dyol RBFIAAD! 3|, $/avl, a1 Al AFacEn AT JT5AS al MY 3ToiA GlaTed 36 Tgol
o1 ar &rsdie? Any chronic condition, infirmity, any form of eye, hearing or speech disorder or disease or
injury not mentioned above?

3) @ qUISS! U, USAIT JIEET ST al USAAIT AISISEIT 310 Tgol AT a1 Ao ATHT ST RIRBATBIA
JoeTls, URIGIY a 3UTR UItd JIgf aTehl & ? aT qUIScils AT STuch! ifoTedhl & 2, al AUISeTS USy URET JIRI3g] el 8 ?
(TR TBIRUT I URUTAT 3e0IA JGAIT) dT TUISETTS §&t DTS T, At o), SAER UAIE AT I§0), [FATwhIIeh FeaT ar
SIS TSiRA0T 3NfE 81Ledl & 2 Have you ever consulted or been treated for AIDS, AIDS related complex,
or sexually tfransmitted 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 2

©) @ JUISHT Taof SANDBDT SAAGR I IFAAT SATAEE DR N STUDT a e SUD! B ? AG B ol (AT [SgArT/
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

MY IAIAA YT olda= Y T & DI 3AL Pol ‘8’ dico! AT I ATt (AT RGART : f3fd, A0TehT 31afe], STarg IAeh! RIBCAD! oild, STAIDT SRUTAD!
SiTe, IR, JTRTD! SiTaR, TR T FITaT ISR quf fFa=uT GgarT |/ 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,
freatment and current condition.

AT 3T 315 SATDT T T AT Jodid JTHIoN ol BASTS ITHII §od ? (NI TR Mol STHIEDI TARD oIl STl IGTel AToS
T Il AT BATS UlST TSTHILSA AT SMAAD! I SUD! I]A AT JTHILD! TARBDT I ANFADBD! IJE ol ST 3ol gJebren Jer Iba
&Io UeT Q08Q DT GBI 3T TSI MDY SNMBITFBENS PThlon IMRGIG | / In case of death during insurance period, who do you want to nominate to
receive benefit 2 (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.

STBIED! TARBDT YR o, AR STBIED! cABap! U/ SATaTeh! aldT Pl HifoTd I STBISTDT <A farach! arar

Beneficiary's Full Name, Surname Father's /Mother's name of Beneficiary Address : Relationship

3cHINUT / DECLARATION

IEIA UGTD! ITRET A 7T Yuf & I 31/ ATRoT CARBDY SNdeT SIS JTTGEN SMTHD FEAFoT Jof NAIAD ot daoiufor URIFRA ar TS ot Gamg/ furead
B oToN ICENUT JTEE | TIAXT TIRD GaTe/ [BUTED! YT T0aT ST I A S SoIAReA BHIUat fAfies Saw! Fras fian HIR JS A of IE §ol B ool
TURRI et §abad! § T AN DRV FUoie SIdT S[adien oioR I dgof TG ot &af | AT UIATd, SCHINUT JT JciIel TAReY JTaot [{aRUIs! BIOTSIARS o/ dT ot
TR ARE I T cISH FoIARGH BIUH ASTES FT BRIRDI 3R Ford Siooidz 1 IADR ST | SR oTdaR Tid 3ol I dldidber S Yl §iaT o
[cHToN IV Ierera Jedh! A SRT IR Sfdet am 3150l TARIRT ISt YIbDI § | T ATt ST JTo! UAAd et AT JFTGEN BIITINACTS TATBIR
7ot IR FoFA & | Tgoiulel SIS /S TR © SIWENTAR J7of Tt UleT RIRBCAD a IARSY JALARIT IR/ TTRoT SARHDBT IATTLY TFEGE SHoTchIl
UTtd JTeiaT I dgolUlel AT 3boll ST DT diot ULAId JIReP! 316 AADBLIN T TS SoIA0T DHIUS IS ANEYs I JAIAD GBI AT I
I B | I IXATN SMABRIGD UGTel Jlet JFSISEIT SARH a1 JLAGTS T UA3ToTehT ST JRXTAR 858 I TAXAT SNIDBIRIGS bR AT3el FGET JTof dlefel al
JIRATTBT MR 7S agot 3314 J1af & | | hereby declare that all given answers of questions asked above are true and complete and | have not concealed
any conditions or facts required for insurability risk assessment of life to be assured. | understand that if any such facts are proved to be concealed or not
frue, agreement between me and Jyoti Life Insurance Company Limited shall be void from the date of commencement of this agreement and | will have
no objection if company denies to pay claim on this ground. | agree that this proposal form, declaration and attached health details documents shall be
the infegral part of this agreement between me / life to be assured and Jyoti Life Insurance Company. | understand that date mentioned in first insurance
premium receipt along with its policy number issued to me by the Jyofi Life Insurance shall be the date of commencement of this insurance. | agree to
accept life insurance policy related documents issued by the insurer. | authorise Jyoti Life Insurance Company Limited to obtain information from any
medical doctor or any medical facilities at any time from where |/ life to be assured is getting medical checkups and also to inquire and collect necessary
information at any time from other insurer where | / life to be assured had applied for insurance. | give all rights to such concern person or organization
to provide information required for the purpose of insurance and | shall not file a complain on ground of laws or rules and regulations against publishing
such information.

Sfidat Sig Aol cAhed! GIaAd TARI/DATE it
Life to be assured's Signature: ..........ccoiiiiiiiiiiiiiii BOMGT/AAAIESS = .o
SR G a7g] Ut / To be filled by Policyholder
3UYTh BISIAT Rioal oToN3g] A / Please check appropriate box : [] owif aref / New Employee [ @ete uRadel / Change in Salary

[ Iscees! saiis uRadar / Change of Beneficiary [ aof uRadst / Change of Class or sub group

IARIADT QEIBITEIE DA dl FADB! ol SS9 IRI3 oigol ol BRI qUTEeTS AT B dl Barard A0 a7 ACUSHD! BRI AT & HARAH!
SIS DHIAAT 330l TAD D! AUISTS ATAT & ? 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 months2 & (Yes) / 8t (No)

ARG DT GIAAT T BT TAA/DATE & oo

Policyholder’s Signature and stamp: .........coovviiiiiiiiiiiiiiiniin., BOMET/AAArESS & oo




