
SELF DECLARATION FORM
( F O R M  T O  B E  D U L Y  F I L L E D  B Y  E A C H  A p p L t C A N T  O N L Y  t N  D U P L | C A T E )

PERSONAL DETAILS
1 .  Name of  the Insured :
2. Age ( in completed years) : 3. Date of birth : Sex :
4 .  Address :

P| n fgUTAH$ Y.ESi:l{:iNO ..DEffilIS
A. Are You in good heal th and free from physical  and mental  d iseases
or inf i rmity of  major complaints ?
B. Have you ever suf fered from any of  the fo l lowing diseases
/ i l lnesses. Please write Yes / No.
1. Any Neurological / mental or related diseases ?
2. Slrpped disc or other spinal  d isorder or paralysis of  any k ind

or fainting episode, blackout, f it.
3 .  H igh  b lood pressure ,  pa lp i ta t ion ,  Hear t  d iseases  inc lu - ing

ischaemic heart diseases, other circulatory disorders including
rheumatic fever etc.

4. Diseases of uterus, ovaries, breast or any other gynaecological
disorder.

5.  Fistula,  Pi les,  Hernia.  Var icose veins etc.
6. Any disease of bones, ioints Arthrit is includinq rheumatic diseases etc.
7. Any respiratory diseases
L Any al lergic diseases
9. Any dimness of vision or cataract etc.
I U. Any Ursease ot ears ot drtt icultv or interterence with hearinq etc.

. Any drsorder of the stomach, ulcer, bowel or gall bladder, kidney etc.
12. Cancer,  mal ignant growth,  boi l ,  cyst  or  wound etc.
13. Diabetes or anv ur inary diseases.
14 .  Gen i ta l  D isorder .
15. Any cerebral  or  vascular strokes or sudden loss of

consciousness or s imi lar  d isease.
16. Tuberculosis (TB)
17. AIDS /  HIV /  re lated disorder etc.
18. Conqeni ta l  d iseases (Since Bir th)
19. (a) Have you ever suffered f rom dental problems ? YES/NO

(b) l f ,  yes,  speci fy same.
(c) When were you treated last for same.

2 0 .  A n y  o t h e r  c o m p l a i n t  r e q u i r i n g  s p e c i a l i s t ' s  c o n s u l t a t i o n  o r
surqical or hospital treatment or investioations.

21. Any other complaint or tendency that may necessitate such
consul tat ion or t reatment in the future.

5. Telephone No. : E-mai l  lD :
ldenti f  icat ion Document Detai ls :  (Photo lD Proof /  Ration card)
6. PERSONAL HISTORY :

(B'l Have vou Noticed Sudden decrease or increase in vour weight in oast six month Yes / No

(C) Have you visited a doctor / hospital / healthcare unit tor evalulion or treatment in recent past if yes, give details :

Give Details ot hospitalizalion (Anach Copy of discharge card and doctors consulation notes and investigations copy) :

easi-s-urs-icaf attait"\;-r";f *r$t;t",1;p"atA
Date of  operat ion :_ Completely cured YES/NO. give detai ls

(At tach Copy d ischarge card and doctor 's  consul ta t lon notes and invesl igat ions copy)
I the Undersigned hereby declare that all the intormation given by me in this form is true and I understand that any of these
details. lftound untrue on correlation with my medicaltest or medicalexamination before or after issuance of policy willaffect
the coverage and payments of mi health insurance benefit under this Mediclaim policy.

Name of appl icant-  Signature :

Date : P l a c e :


