
 

If Yes,      Monthly           Quarterly            Half-yearly Installment Option YES NO

  Reload of Sum Insured    Enhanced Cumulative Bonus            Waiver of Medical Expenses SublimitsOptional Cover (s):

SECURE HEALTH CONNECT

Proposal No.:

Nominee Name

First Policy Inception Date
of any other Insurer :

Relationship of Nominee

URN: LVH001V12016

Proposed Policy Period: From Tod d m m y y y y d d m m y y y y

 
 

 
 

 
 

 
 

 
 

 
 

 

 Relationship with proposer  Relationship with Insured I  Relationship with Insured I  Relationship with Insured I  Relationship with Insured I
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Gender :Date of Birth :

Martial Status:

Nominee Address

  Secure Basic :   2 Lacs   3 Lacs   4 Lacs   5 Lacs□ □ □ □ □

  Secure Elite   :   2 Lacs   2 Lacs   3 Lacs   4 Lacs   5 Lacs   7.5 Lacs  10 Lacs□ □ □ □ □ □ □ □

  Secure Supreme :   3 Lacs   3 Lacs   4 Lacs   5 Lacs   7.5 Lacs   10 Lacs □ □ □ □ □ □ □

  Secure Complete :    2 Lacs   2 Lacs   3 Lacs   4 Lacs   5 Lacs   7.5 Lacs   10 Lacs   15 Lacs□ □ □ □ □ □ □ □ □

Plan:

□ □ □ 3□ □ □

□ □

□ □ □

□□□:

Policy Type :   □   Individual   □   Family Floater        



Is the person, proposed to be insured positive for HIV/AIDS (Please attach the relevant consultation documents and blood investigation reports)
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SECURE HEALTH CONNECT

 

/Hypertension

If yes, please provide quantity consumed per day:

 

Habits                   Proposed Insured I     Proposed Insured II             Proposed Insured III  Proposed Insured IV         Proposed Insured V

Smoking (Quantity per day)                         No. of cigarettes                                     No. of cigarettes                     No. of cigarettes                                   No. of cigarettes                  No. of cigarettes

Hard Liquor/Wine/Beer                           Quantity in ml                                       Quantity in ml                      Quantity in ml                                     Quantity in ml                    Quantity in ml
(Quantity per week)  

Pan masala/Guthka                          No. of packets                                       No. of packets                      No. of packets                                      No. of packets                    No. of packets
 (Quantity per day)

Tobacco                         Quantity in grams                                    Quantity in grams                     Quantity in grams                                    Quantity in grams                  Quantity in grams
(Quantity per day)

Others (Quantity per day)                       Name & Quantity                                    Name & Quantity                     Name & Quantity                                     Name & Quantity                   Name & Quantity

Does any person, proposed to be insured consume Alcohol/ Smoke/ Pan masala/ others 5.

3.

4.

5.

Policy No./
Appl No.

Insured Name Insurance
Company

Sum Insured Cumulative
Bonus

if any earned

* Claim Details 
(If any)

To (date)

d d m m y y y yd d m m y y y y

d d m m y y y yd d m m y y y y

d d m m y y y yd d m m y y y y

d d m m y y y yd d m m y y y y

From (date)

*Please provide claim details

Instrument type
(Cash / Cheque / DD / Others)

Name of the premium payer Bank Name Cheque Date Amount in Rs.

Please make a A/C Payee Cheque / DD / Pay Order in favour of 'Liberty General Insurance Limited' only.

Bank Details of the Proposed Insured :

Bank Name :

Branch :

Account Type :    □   Savings   □   Current

City : Account No. :

IFSC Code :

For NEFT Payments, please fill the details mentioned below:

6.Payment Details

Do you want us to consider these details for portability?   □   Yes   □   No

Is the proposer or the persons proposed, already insured under or proposed for a health insurance policy for in-patient hospitalisation with Liberty General Insurance 
Limited or any other insurance company? If yes, please indicate below the Policy/ Application number(s) (Please mention application number in case of pending 
proposal)
Since when are you continuously insured? Please specify the Inception Date of the first Indemnity Health Insurance Policy 
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SECURE HEALTH CONNECT

DECLARATION BY INTERMEDIARY/PROPOSER

I, the intermediary/ proposer hereby declare and confirm that I have explained/understood the features, terms and conditions of the policy and question contained in the 

proposal form, I have also explained/ understood that the answers to the questions contained in the proposal form, forms the basis of the contract of insurance If any 

information/statement given in proposal is found to be untrue, the policy shall be treated as void abintio and the premium paid shall be forfeited to the Company.

7.

the payment is allowed under the   Income Tax Act 1961, and there is insurable interest with the payee. 

AML Details:

Please provide Permanent Account Number (PAN) if premium amount exceeds Rs. 1 Lac 
□ I/We hereby declare that the premium for the said policy is paid out of the legally declared and assessed sources of my / our income OR
□ I/We hereby declare that the premium is paid from the Bank Account of Mr. / Ms. 

Are you or any of your relative a Politically Exposed Person?          Yes / No

If yes, please provide details:__________________________________________________________________________________



10. Electronic Clearing Service(ECS) To be filled in case of Premium Installment facility

UMRN

I/We hereby authorize

Bank a/c number

With Bank IFSC MICR

An amount of Rupees

FREQUENCY

Reference 1

Reference 2

I agree for the debit of mandate processing charges by the bank whom I am authorizing to debit my account as per latest schedule of charges of the bank

- This is to confirm that the declaration has been carefully read, understood & made by me/us. I am authorizing the User entity/Corporate to debit my account, based on the instructions as agreed and signed by me.

PERIOD

- I Have understood that i am authorized to cancel / amend this mandate by appropriately communicating the cancellation/amendment request to the User entity/Corporate or the bank where I have authorized the debit.

From

To

Or Until Cancelled

Phone No.

Email ID

Monthly Quarterly Half Yearly Yearly As and when presented DEBIT TYPE Fixed Amount Maximum Amount

Liberty General Insurance Limited To Debit
SB CA CC SB-NRE SB-NRO Other

Create

Cancel

Update

Sponsor Bank Code 400200002 Utility Code NACH00000000006714

Date

11. Receipt of Acknowledgment

Proposal No. :

We acknowledge with thanks the receipt of your application and amount by Cast/Cheque/Demand Draft/Others                                      of the amount of

INR                                                 dated                                                  drawn on                                                .

The Company will have no liability until the proposal is accepted by the Company and communicated so to the proposer and on receipt of full premium against the 

proposal.

Please note the following :

1. This acknowledgment letter confirms only receipt of premium towards insurance policy. Issuance of this receipt neither confirms assumption of risk nor 

guarantees issuance of policy.

2. Assumption of risk is subject to realization of full premium amount and acceptance of risk in form of issuance of an insurance policy as per underwriting policy 

of the Company.

3. In case premium is not realized by the company due to any reason, Company shall not be on cover and contract of insurance shall be treated as void ab-initio.

4. In the event of any refund of premium or claim amount being payable under the policy, the same shall be paid directly to the Proposer/Insured/Nominee (as 

applicable), as per the details mentioned in duly filled proposal form.

Date :

Toll Free No : 1800 266 5844

SECURE HEALTH CONNECT

9.

Signature of the receiver and office seal


