%UﬁUGLUm fdfdamil/ HEALTH DECLARATION FORM

MUUTIGS/ Date: i§/Day | i8/Month | g/ Year

UL UANAISNNTIR/ Policy Number | |

AU asSPhGIY/ Policy Owner | |

Afnenfnifignipinsmahti/ Details of Life Assured
gnpimsmmhtmd 9/ LIFE ASSURED 1

gnpimemahtme 1/ LIFE ASSURED 2

nasn@mergamanduy Genghine

Full name as on ID Card/Passport (Capital Letter)

Y81UI/Occupation

fitieU/ §Y§ / Height/Weight |

mIRgAnIMAL/ Exact duty

wsfipmaaemni Ay ns mmhiim/ HEALTH DECLARATION FOR LIFE ASSURED
gnpimsmmhomg o
LIFE ASSURED 1
(fJBHN M ﬁhLﬁHﬁﬁJHLﬁJ’U/ Please tick M the appropriate box)

L1l
YES

s gujuntiugs
If "Yes", please give details

s
NO

1 iinsmbnEainmpfisainngn (&nn
MW BHYS) M8 yapvih wanitidniny

2

iy SBaiuunuiv:gy Shnphins tig

H v

B diwunin 14 s ? pasiims ajy

UANAEJMSUFH

Has any member of your family (parents,
siblings) suffered from or died of diabetes,
cardiovascular diseases, renal diseases, mental
disorders, cancer, etc.?

If YES, please give details
1.1 §91AESH/ Relationship
1.2 Gl(919))/ Disease(s)

1.3 181185 UaNU?/ Living or dead?

1.4 OWIRYISIMUY Onset age

s
NO

gnpimsmmhimg v
LIFE ASSURED 2

L1H
YES

s wujuntuis
If "Yes", please give details

wasltube @i widopdo uln yovqniftge Buganvehngs madglaamndl mit:ms gmiqpa s mugtige Burw:in rmage g Bangsn inp: Bamanwfe

wagEmgyapou §in gugnng

If YES to question 2 or 3 below, please indicate the number and give details as to the nature of illness, operation or treatment, date and duration, severity and results, name and address of

attending physician, clinics or hospitals.

Sapo WHo yuijondugs
2 Iﬁimngﬁ“ﬁjﬁ/ Have you ever:

2.1 §RIGAGHSMIRRM B ghnwid

NO

[]

If "Yes", please give details

vigrfuf mAmanny ymn§inaninaisg
witigig)s 181187/ Had X-ray,

electrocardiogram, blood studies or other
diagnostic test?

2.2 151u§nngj §8n noswns wspapsifighifmimynim s |:|

186w :m ynNM U TB1YIE % Been in a hospital, clinic,

sanitarium, or institute for observation, diagnosis, operation or
treatment?
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Bept

NO

[]

gt BEt yuondugs

YES

[

If "Yes", please give details




23 W8 ypinson nngnnsiimsad mo D I:I D |:|

anapmefstSudiima s yansmanhsh
Sufisad 1814187/ Had or been told you had

AIDS, AIDS-related complex or AIDS-related
conditions?

2.4 MesEAAMyWIsEEMUINAGEH MAanw D I:I I:I |:|
FnInRaNWYIE:? RnSuAMywHingu
iiglivaianagn UM ejERUMUEEHhun
SR wiRntHinnainingie? / Had any form of

sexually transmitted disease such as syphilis and
gonorrhea? Is there anything about your lifestyle
which could expose you to risks of AIDS?

25 msifinagmisupanipsis§ninaniddns I:I I:I |:| |:|

918114167/ Been tested positive for antibodies the AIDS
virus?

2.6 memnsupd migsjunt 58 uluanw uff I:I I:I |:| |:|
INAERANNG GUMINMIU US§UBMG
WIRGAMYLW Uis?/ Any abnormality, deformity,
disease or disorder, or are you receiving

treatment or taking medication of any kind?

2.7 mulianin gmsm fm mmmmmmmﬁmﬁmm |:| I:I |:| |:|
uifnme

uirghiny s ymiqpauGim:ming)s
iLﬁ]ﬂLﬁj?h L INISERT qmrtmi]smm]mmms 2
Ever used alcoholic beverages to excess, taken habit-forming
drugs or sought advice or treatment for alcoholism, drug habit
or other addiction?

2.8 ghimighginghisiitiuig? wasiimo I:I I:I |:| |:|

Smoked cigarettes within the past year? If YES,
inRgRmsiAnTHIwInuisshiviw?
How many years have you smoked cigarettes?

g somimegjsisuianagrtrmianniig

Average number of cigarettes daily

3 RIAYRHONS gEHnsMInInRERNS
yosiguIndyedum::/ Have you ever had gspi @o gt i untds fapt @t o gefontugs
or been told that you had, or sought advice

for: NO YES If "Yes", please give details NO YES If "Yes", please give details

3.

xgﬁiﬁﬁ?ﬁmmﬁ n |:] |:] D

3
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o 2
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E=l]
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sE

utfinmyw yAsimadgindsauimpans
i

Dizziness, fainting spells, epilepsy, nervous
breakdown, severe headaches, or any disease
or disorder of the brain or nervous system?

fin Bupy: griil gramy nod gifiom I:I I:l D D

3.2 i
yw ufithagniswigdannaife tnmis?/

Asthma, hay fever, chronic cough, spitting of
blood, tuberculosis or any disease or disorder of
the lungs or respiratory system?

33 fiflirmuny méuiuunsghgmpu adgh |:| |:| D D

gntifusty wighdnusgh utinmyw g
fifitv:gh ydgrudnny 18iis? / High blood

pressure, stroke, chest pain, shortness of breath,
heart murmur, or any disease or disorder of the
heart or circulatory system?
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3.4 finmyw ydAsndianwmumi gin: |:| |:| |:| |:|
imeif)sgo wnei)sh ghimed)s ighimeid)s
1§y Mo {8is 7 Any disease or

disorder of the oesophagus, stomach, intestines,
bowel, rectum, appendix, liver, gall bladder or
spleen?

35 SRinARERING Hoghnphiny giiamyw yAch E] |:] D |:]
AENINY INRINY YRINMUaNH imgts ? / Nephritis,

kidney stones, or any disease or disorder of the kidney,

bladder or prostate?

36 gignimuigy (rinmEiFs uddpinmedgifs El |:| |:|
iﬁigiG?/ Diabetes, thyroid or other endocrine
disorders?
37 flnnwgfn Sinfugags ufiamyw |:| |:| |:|
fmoSspind igngh fhgh §n wgn yans

%.:

g
fil {14167/ Arthritis, rheumatism, or anydisease

or disorder of the back, spine, bones, joints or
muscles?

3.8 gumin yfans fiddpnspinsamyw igiis? |:|

[]
[]

Cancer or a tumor or ulcer of any kind?

] [

3.9 fhwivaiifs figlwiaiis ginnnsiiis |:|

[]
[]

utifigsing amiytw i814is %/ Varicose veins,

varicose ulcers or phlebitis or hernia of any kind?

3.10 G (dfidnagnyfin) udigwpigmnaiaisig)a n |:| |:| |:| |:|
fifig:nnuipny ydinnunisig)niniuis» SLE or other

autoimmune diseases? Anaemia or other blood diseases?

3,11 Samyw usfingn pign py: ubninit I:I I:I |:| |:|

8
U167/ Any disease or disorder of the eyes, ears,

nose or throat?

U

3.12 ina 68 igags g umismaigig)ainuds I:I

[
O

MSUANANNIMGIRIIS? / Any other serious

illness, disease or injury or surgery not
mentioned above?

4 apnd(Aiadinm:/ FOR FEMALE ONLY ;e me 1tns aut untufs ;s we  1lme guflondge

NO YES If "Yes", please give details NO YES If "Yes", please give details
wgnAnhmsigimeme? pandns diipsis? |:| |:| |:| |:|
wie mig ¢ig 1U49? YUUA

Are you pregnant? If YES, how many months?
2 months, 3 months, 4 months, etc? Please state

42 mesmndspiamywidiminsigi minsig I:I I:l D D
in: fn s yoingugnuitiuig? wasifms

4.

fJBRITAIGH (UG Y/ Any abnormality in

menstruation, pregnancy, of the breast or
reproductive organs? If YES, give details.

5  iignpinsmahimne mipiagiyeio nighapfiet fahifangRalimuoTige mimands) miugaaumavgusphimgmu?
Has the Life Assured changed his/her occupation/ Residence/ Avocation from the date of Application date/ Last revival?
wasims Amyaiur @nuunhs maspanmais §s mig: Hunungd Afmoianwy Sidhifiang @euniah: mmuosian i@niuhinmygs fidhuimn
nan gjhg shmmipanihamyw) msmm‘pi@ﬁmqﬁﬁmm:g}ﬁmﬁmﬁ uynsumEfwamyus
If yes, is the occupation (e.g. chemical factory, mines, explosives, radiation, corrosive chemicals)/ avocation (e.g. aviation, other than as a fare paying passenger, diving,

mountaineering, any form of racing, etc.) associated with any specific hazard/ risk.

AJERTARTISETTIS/ PIEASE GIVE BEIAIIS, ...ttt e ettt e e
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sms-nhdadng yupmaun dme-nudaduipangiunanigms msmypinsiansimwiHapriimin/Sdnpmahvmmwiis St swifidvaniinpinngingss

N
Y 7

Shisfipmuemnis: iwysumin Afnssivismemnnming fug Salngman dne-nhg mynpinsmnhtmisiphivousmaagemnis: WUPEeHRGA
(RIUANUSNNTMH) MAMAJRIU§AUMIUTANAISPhTIMGegeShniY

Ilwe, the undersigned, hereby declare that I/we read/ to be advised by the Llfe Insurance Specialist/ LIfe Insurance Consultant and have understood the entire questions and declaration in this
Health Declaration form and confirm that this provided information is complete, accurate and true. I/we — the Life Assured in this Health Delcaration form agree for the Applicant (Policy
Owner) to apply reinstatement for myself/ourself.

NI AP RuANF AT/ Signature of Policy Owner nmuagniinsmnhomi 9/ signature of Life Assured 1

TN ST FUIlNAME: . e MUUTIGS/ date:............coooo.. TN ST/ FUINAME oo MUUTIGS/ date: ......ccooovvrnnn.

npwagngHnsmahtmd v/ signature of Life Assured 2

wsfim o inpiigig/dinpmahtnem it
FINANCIAL CONSULTANT/ LIFE CONSULTANT’S DECLARATION

sagupmat ffmsisumsisighivvuspmaaemnis: Andfnsidunsgrigidinwynma R PTG VP SO TR
majaitatiyn: iWiwidsnsaniomgidfnsiguaig)aitumot:musdimisguwnivoue Signature of FINANCIAL CONSULTANT/ LIFE CONSULTANT
wmaagemnigiw

| hereby declare that the information provided in this Health Declaration is the only information given to
me by the Applicant and | have not withheld any other information which may influence the acceptance
of the Health Declartion.

dagupmang)am dmsiansignmimapdaieguddnsinmiugsiona iwdEsmssvm oy Fuiname. MUUTIGS/ date:....................

imassmiamys igiivsfpmaogemn iBumsn s §nunigns sim:mninminmisiass

fumaaemnig:is

| further declare that | have advised the Applicant to fully disclose all information, and that | have not
given any statements to the Health Declaration which may adversely influence the completeness of this
Health Declaration.
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