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PORTABILITY DECLARATION FORM
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e Type of Existing Insurance : Individual sum insured / Floater sum insured

e If policy copy is not attached, please fill up the following details of existing insurance.
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o Name of existing Insurance product ... weeee
o Please furnish claims History of Expiring Policy and two years prior to it.

Sr.No. Name of Claimant Nature of illness Ciaim Amount (Rs.) | Year of claim

1.

2
3.

o If the sum insured is enhanced please specify the details :

SrNo.| Name of member |Amt. of original S. I. (Rs.) Enhanced S. |. (Rs.) | Date of Enhancement

e Are you suffering from any chronic / recurring illnesses or diseases (Refer Table B) If ‘Yes' Please

Provide the QELAIIS ....e..eiierieeeesrierisirsars s e

e Are you suffering from Hypertension ......cee.cowcininns ? If yes, from when 7

o Are you suffering from Diabetes ..o 2 If yes, from when ? ,

Whether the PED exlusions / time bound exclusicn have longer exclusion period then the existing
policy ? (Please indicate Yes / No.)




2. If yes, please give written consent to the declaration below

| am aware that the waiting period for the following disease (s) / treatment (s) is more than the previ-
ous policy terms. | hereby agree to observe the additional waiting period for the following disease (s) /
treatment (s).

Sr.No. Name of illeness / Disease Waiting Period q

3.

2.

3.

| hereby declare that the above information given is true and correct to the best of my knowledge or
belief. No information has been concealed or misrepresented or suppressed which is material to this
proposal and which can have a bearing on its acceptance / denial.

Non-disclosure of facts material to the assessment of the risk, providng misleading information,
fraud or non -co-operation by the insured will nullify the cover under the policy.

Place :

Date :

Signature of the Policyholder

(Name of the Policy holder in full)



