
3_ aLdfz'Ns e'QmfgL tl/sf  /  Premium Paying Frequency  :          Annually  /    Semi-Annually     /  Quarterly  :

ª_  dfu  ul/Psf] k"/s  s/fx?  -rflxPdf  lrGx  nufpg'  xf]nf_ / Required Supplementary Contracts (Optional Benefits, Tick if required)  :

	i)  	 Only  ADB    Rs. ....................................................	  ii)	 ADB,  TPD,  PWB Rs. ..........................................		  iii)	 Critical  Illness (18 D) Rs. ....................

	iv)	 Critical Illness (35 D) Rs. .....................................	 V)	 MIB/ PWB (in Child Policy Only)  Rs.   ...........................	  v) 	 Other  Rs.  ..............................

@= 	 hLjg aLdf ;DaGwL ljj/0f lbg'xf];\  / Please give details of Life insurance  :
	 s_ aLdf of]hgfsf] lsl;d 		  v_ aLdf cjlw
	 Insurance Plan :										          Term (Years):

aLdf k|:tfjs ;DaGwL ljj/0f

s_ gfd, y/  :

NAME IN ENGLISH BLOCK LETTER  :

!=

em_ ;a} >f]taf6 ;fnfvfnf dfl;s cfo / Monthly income from all source  : 

`_ 	aLdf ug{ rfxg] JolQmsf] lktf ÷ dftfsf] gfd, y/
	 Proposer's Father/Mother name, surname :

u_ aLdf° /sd / Proposed Coverage Amount (SA) :
c+sdf / In Figure : .........................................................................

cIf/df/ In Words : ...........................................................................................................................................

#= aLdfn]vsf] cjlw leq aLldtsf d[To' ePdf aLdfn]v cGtu{t e'QmfgL lng s;nfO{ OR5fpg' x'G5 < -aLldtn] rfx]df cfkm\gf] OR5fPsf] JolQm s'g}klg a]nf abNg ;Sg]5 / olb aLldtn]  
s;}nfO{ klg gOR5fPdf jf aLldtsf] d[To' ePsf] avt aLldtn] OR5fPsf] JolQmsf] d[To' eO;s]sf] /x]5 eg] aLdfn]v cGtu{t e'QmfgL ul/g] /sd aLdf P]g @)$( sf] bkmf #* adf]lhd 
aLldtsf] cfl>tx?nfO{ e'QmfgL ul/g]5 .
In case of death during insurance period, who do you want to nominate to receive benefit ? (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 .

Photo

hLjg aLdf k|:tfj kmf/d (Form No: JU 1)

Hof]lt nfO{km OG:of]/]G; sDkgL lnld6]8
k|wfg sfof{no – zfGtf Knfhf, 1fg]Zj/, sf7df8f}+, g]kfn

kmf]g g+= $$$%($!, kf]=a=g+= !($##, Od]nM info@jyotilife.com 
-sDkgL P]g @)^# / aLdf P]g @)$( cGtu{t :yflkt_

$=   aLldtsf] b]xfosf] s'g} sfd ug]{ dg;fo 5 ls < /Do you intend to work as below ?

s_ :yn ;]gf, hn ;]gf jf xjfO{ ;]gf /Infantry, Navy , Air Force :

v_ dfGotf k|fKt xjfO{ ;]jfåf/f ;+rflnt lgoldt ef8f lt/L ofqf ug]{ ofq' eO{ p8fg ubf{ afx]s .
Do you intend to travel other than as a regular fare-paying passenger in permitted airlines ?

s[kof ;kmf;“u n]Vg'xf];\ s'g} s]/d]6 ePdf pQm 7fp“df b:tvt ug'{xf];\ / l6k]S; k|of]u gug'{xf];\ . (Please write clearly and do counter sign for any correction and do not use tipex)

zfvf sfof{no (Branch ) :	       ...................................................................................  clestf{sf] Ohfht kq g+= (Agent's License No.) :    ..............................................

clestf{sf] gfd  (Agent Name )  :       ..................................................................................   clestf{sf] sf]8 g= (Agent's Code No. ) :       ......................................................

v_ :yfoL 7]ufgf /Permanent Address :

	 k|b]z /Province : ................................................	 lhNnf/ District  :...................................................	 g= kf÷uf=kf/ Municipality / R.M.:  .........................................

	 6f]n /Street  :   ...................................................	 j8f g+ /Ward  No  : ...............................................	 kmf]g g+=/Phone  No. :  ..........................................................

u_ c:yfoL 7]ufgf / Temporary Address  :  

	 k|b]z /Province : ................................................	 lhNnf/ District  :...................................................	 g= kf÷uf=kf/ Municipality / R.M.:  .........................................

	 6f]n /Street  :   ...................................................	 j8f g+ /Ward  No  : ...............................................	 kmf]g g+=/Phone  No. :  ..........................................................

3_ hGd ldlt /Date of Birth  :  .............................................................  pd]/ /Age  : ............     ln· /Gender :         k'?if (Male)          dlxnf (Female)         cGo (Other) 

ª_ pd]/ ;DaGwL k|df0f / D.O.B Document :  ...................................................................         gful/stf g+= / Citizenship No :  ......................................................................

r_ /fli6«otf /Nationality : ....................................	 :yfoL n]vf g+= /PAN No.  :..................................................  df]afO{n g+=/Mobile No :   .............................................. 

5_ O{d]n / Email  : ................................................................................. z}lIfs of]Uotf /Qualification  : ........................................................................................................... 
h_ k]zf ;DaGwL ljj/0f  -cfDbfgLsf] ;|f]t_  / Occupational Detail (Source of Income) :

s_ Jofkf/ Joj;fo M -k|s[lt ;d]t pNn]v ug]{_  /Business (Mention type also)  :

v_ gf]s/L -kb / sfof{nosf] gfd 7]ufgf ;d]t pNn]v ug]{_  /Job (Position, Nature of Job, Office name and address) :

u_ s[lif M -Joj;fosf] k|s[lt pNn]v ug]{_  / Agriculture (Mention type also)  :

3_ cGo M -cfo cfh{gsf] k|s[lt pNn]v ug]{_  /Other (Mention source of income ) :

OR5fPsf] JolQmsf]  k"/f gfd, y/    	 7]ufgf 	 OR5fPsf] JolQmsf] lktf÷dftfsf] gfd 	 aLldt / OR5fPsf] JolQm larsf] gftf
Beneficiary's Full Name, Surname	 Address : 	 Father's /Mother's name of Beneficiary 	 Relationship

           

..........................................................................   ............................................. 	 ...............................................................................      .........................................................



%= tkfO{ -aLdf ug{ rfxg] JolQm_ n] o; clw o; sDkgL jf cGo hLjg aLdf sDkgLdf aLdf ug'{ ePsf]5 eg] ;f] sf] b]xfP adf]lhdsf] ljj/0f lbg'xf];\ .
Do you (Life to be assured) have previous insurance with this company or any other life insurance company ? If yes, please give details as per below.

sDkgLsf] gfd 
Company's
     Name

aLdfn]v ÷ k|:tfj g+=
	 Policy/
Proposal Number

aLdf of]hgfsf] lsl;d
Type of insurance
           Plan

aLdf /sd
Coverage
Amount

aLdf cjlw
Policy Term

s] ;fdfGo b/df aLdf
 :jLs[t ePsf] lyof] <
Was policy approved 
   at standard rate ?

 xfnsf] l:ylt
-rfn' jf Joltt_

 Current Status
(Enforce or Lapse)

sDkgLsf] gfd 
Company's

     Name 

k|:tfj÷aLdfn]v g+=        
Policy/        

Proposal Number

aLdf of]hgf        
Type of insurance plan

aLdf /sd 
Coverage Amount

 xfnsf] l:ylt
-rfn' jf Joltt_ 

Current Status
(Enforce or Lapse)

pb\3f]if0f / Declaration

hLjg aLdf rfxg] JolQmsf] b:tvt
Life to be assured's Signature

k|:tfjssf] b:tvt -k|:tfjs / aLldt km/s ePdf_
	 Proposer's Signature
(Incase proposer and Life to be Assured is different)

k|:tfjs lg/If/ ePdf ;fIfLsf] ljj/0f / Witness incase proposer is lliterate :

gfd / Name : ..................................................................................................................

b:tvt / Signature : .......................................................................................................

ldlt / Date :          .....................................................

7]ufgf/Address : ........................................................

ldlt / Date : ..............................................................

7]ufgf/Address : ........................................................

pNn]lvt k|Zgsf] pQ/x? ;To tyf k"0f{ 5g\ / d÷aLdf rfxg] JolQmsf] hLjg aLdf ;DaGwL hf]lvdsf] d"Nof°g ug{ cfjZos kg]{ s'g}klg kl/l:ylt jf tYonfO{ d}n] bafP÷l5kfPsf] 5}g egL pb\3f]if0f  
ub{5' . o:tf tYox? bafP÷ l5kfPsf] k|dfl0ft ePdf d]/f] / Hof]lt nfO{km OG:of]/]G; sDkgL lnld6]8 aLrsf] hLjg aLdf s/f/ ;'? b]lv g} /2 x'g] 5 eGg] Joxf]/f d}n] a'em]sf] 5' / ;f] sf/0f sDkgLn] bfjL e'QmfgL gu/] 
d]/f] s'g} ckjfb x'g] 5}g .

of] k|:tfj, pb\3f]if0f tyf ;n+Ug :jf:Yo ;DaGwL ljj/0fsf sfuhftx? d÷aLdf ug{ rfxg] JolQm / Hof]lt nfO{km OG:of]/]G; sDkgL lnld6]8 aLr s/f/sf] cfwf/ x'g]5 eGg] s'/f d :jLsf/ ub{5' .  
aLdfn]v gDa/ ;d]t pNn]v u/L aLdsn] hf/L k|yd aLdf z'Ns e'QmfgL /l;bdf pNn]v ePsf] ldlt b]lv d]/f] hLjg aLdf nfu' x'g]5 eGg] Joxf]/f d}n] a'em]sf] 5' . To; aLdsn] hf/L ug]{ k||rlnt hLjg aLdfn]v 
;DaGwL sfuhftnfO{ :jLsf/ ug{ d]/f] dGh'/L 5 .

s'g}klg ;dodf d÷aLdf rfxg] JolQmnfO{ cf}ifwf]krf/ ug]{ s'g} klg lrlsT;s jf :jf:Yo ;+:yf ;“u d]/f]÷aLdf rfxg] JolQmsf] :jf:Yo ;DaGwL hfgsf/L k|fKt ug{df / s'g}klg ;do cfkm\gf] aLdfsf] 
nflu d}n] k|:tfj u/]sf] cGo aLds;“u Hof]lt nfO{km OG:of]/]G; sDkgL lnld6]8n] ;f]wk'5 u/L cfjZos hfgsf/L lnPdf d]/f] dGh'/L 5 . d o:tf hfgsf/Lx? k|bfg ug{ ;DalGwt JolQm jf ;+:yfnfO{ aLdf  
k||of]hgsf nflu clVtof/L lbG5' / To:tf hfgsf/Lx? k|sfzdf Nofpg dgfxL ug]{ sfg"g jf /Lltl/jfhsf] cfwf/ lnO{ s'g} ph'/L ug]{5}g .

I hereby declare that all given answers of questions asked above are true and complete and I have not concealed any conditions or facts required for insurability risk 
assessement of life to be assured. I understand that if any such facts are proved to be concealed or not true, agreement between me and Jyoti Life Insurance Company Limited shall be 
void from the date of commencement of this agreement and I will have no objection if company denies to pay claim on this ground.

I agree that this proposal from, declaration and attached health details documents shall be the integral part of this agreement between me / life to be assured and Jyoti 
Life Insurance Company. I understand that date mentioned in first insurance premium receipt along with its policy number issued to me by the Jyoti Life Insurance shall be the date of 
commencement of this insurance. I agree to accept life insurance policy related documents issued by the insurer.

 I authorise Jyoti Life Insurance Company Limited to obtain information from any medical doctor or any medical facilities at any time from where I / life to be assured is getting medical 
checkups and also to inquire and collect necessary information at any time from other insurer where I / life to be assured had applied for insurance. I give all rights to such  concerned person 
or organization to provide information required for the purpose of insurance and I shall not file a complain on ground of laws or rules and regulations against publishing such information.

^=	 tkfO{sf] hLjg aLdf k|:tfj ;fdfGo zt{afx]s cGo zt{df slxNo} :jLs/ jf :ylut ul/Psf] 5 < olb 5 eg] ljj/0f lbg'xf];\ .
	 Has your life insurance proposal ever been approved at other than standard rate or declined ? If yes, give details

&= 	 aLldt dlxnf eP dfq eg'{kg]{ ljj/0f/ To be filled only in the case of female proposer

	 s_ s] tkfO{ ue{jtL x'g'x'G5 < x'g'x'G5 eg] slt dlxgf eof] </ Are you currently pregnant ? If Yes, how many months ?

	 v_ kl5Nnf] k6s k|;'lt ePsf] ldlt pNn]v ug'{xf];\ ./ Mention date when you last had delivery.

	 ........................................................................................................................................................................................................................................................................

	 u_ s] tkfO{nfO{ slxNo} ue{ktg jf cGo s'g} c;fdfGo lsl;dsf] k|;'lt ePsf] jf 5ftL jf :qL c+ux? ;DaGwL s'g} /f]u jf lj;~rf] ePsf] 5 <
	 Have you ever had miscarrage, abortion or other complications during child birth or disorder of the breast or female organs ?

	 ........................................................................................................................................................................................................................................................................

	 3_ tkfO{ -aLdf ug{ rfxg] JolQm_ sf] >Ldfg\sf]÷ cleefjssf] o; sDkgL jf cGo aLdf sDkgLdf hLjg aLdf u/]sf] eP lgDg ljj/0f lbg'xf];\ .
	 Is your (Life to be assured's) husband or guardian a policy holder of this company or any other life insurance company ?
	 If yes, please give details as per below.

*= 	 afnaRrfsf] aLdfsf] nflu dfq eg'{ kg]{ ljj/0f/ To be filled incase of Child Insurance only

	 s_ aLdf ul/g] gfafnssf] gfd, y/ M

	 NAME IN ENGLISH BLOCK LETTER :

	 v_ :yfoL 7]ufgf/ Permanent Address :

	 k|b]z/ Province : ...................................................... lhNnf / District : ...................................................g=kf÷uf=kf/ Municipality /R.M. : .....................................................

	 6f]n/ Street : ......................................................j8f g+/ Ward no : ......................................................kmf]g g+=/ Phone no : .........................................................................

	 u_ hGd ldlt/ Date of Birth : ................................................... pd]// Age : ................................................... ln·/ Gender : ......................................................................

	 3_ k|:tfjs / aLldtsf] gftf ;DaGw / Proposer's and Assured's Relationship : ............................................................................................................................................

	 xfnsf] :jf:Yo l:ylt/ Current Health Condition : ...................................................................................................................................................................................

	 s}lkmot/ Remarks : .....................................................................................................................................................................................................................................

u_ s'g} hf]lvdk"0f{ k]zf jf pwf]u ug]{ /Do you intend to work in any hazardous occupation and business ?

3_ g]kfn aflx/ a;f]af; ug]{ / Do you intend to stay abroad ?



aLdf ug{ rfxg] JolQmsf] ljj/0f / DETAILS OF LIFE TO BE ASSURED

#=

$=

s_ s] tkfO{ dlb/fkfg ug'{x'G5 < / Do you consume Alcohol ?	 ub{5'/Yes	 ulb{g/No	 v_ tkfO{ w'd|kfg ug'{x'G5 </Do you Smoke ?	 ub{5'/Yes	 ulb{g/No

u_ tkfO{ xfn nfu"kbfy{ k|uf]o ug'{x'G5 jf klxn] k|of]u ug'{ ePsf] lyof] < / Do you currently or in past have taken any drugs ? :	 ub{5'/Yes	 ulb{g/No

	 -olb ug'{x'G5 eg] x/]s lbg s'g lsl;dsf] / slt kl/df0f v'nfpg'xf];\ ._ / If yes, please mention name, frequency and type of drugs:

	 ……………………………………………………………………………………………………………………………………………………………	

Proposal / Policy No.  ..............................................................................................
s[kof ;kmf;“u n]Vg'xf];\, s'g} s]/d]6 ePdf pQm 7fp“df b:tvt ug'{xf];\ / l6k]S; k|of]u gug'{xf];\ .
To be filled by life to be assured. Please write clearly and do counter signature for any correction and do not use tipex.

hLljt / Alive 				    d[ts / Dead

xfnsf] pd]/  	 :jf:Yosf] cj:yf  	 pd]/ -d[To'sf] ;dodf_  	 d[To'sf] vf; sf/0f  	 d[To' ePsf] ;fn 
current Age  	 Health Status  	 Age at time of death  	 Cause of death	 Year of death

kl/jfl/s Oltxf;
Family History

dftf /Mother

lktf /Father

bfh'÷efO{ /Bother

lbbL÷alxgL /Sister

klt÷kTgL /Spouse

5f]/f,5f]/L /Children

JolQmut :jf:Yo ;DaGwL ljj/0f /PERSONAL HEALTH DECLARATION FROM  (Form No: JU 2)

Hof]lt nfO{km OG:of]/]G; sDkgL lnld6]8
k|wfg sfof{no – zfGtf Knfhf, 1fg]Zj/, sf7df8f}+, g]kfn

kmf]g g+= $$$%($!, kf]=a=g+= !($##, Od]nM info@jyotilife.com 
-sDkgL P]g @)^# / aLdf P]g @)$( cGtu{t :yflkt_

%=	 ;fwf/0f ljj/0f  / General Details :

	 s_ s] tkfO{÷aLdf ug{ rfxg] JolQm clxn] k"0f{ :j:y x'g'x'G5 < / o;clwsf] lj/fdL jf rf]6k6ssf] c;/af6 d'Qm eO;Sg' ePsf] 5 < 
	      olb 5}g eg] k"0f{ ljj/0f lbg'xf];\ .
	      Are you / life to be assued currently in good health ? And recovered from any previous illness or injury ? 
	      If not, please give details.

	 v_ cS;/ tkfO{nfO{ cf}ifwf]krf/ ug]{ lrlsT;s, c:ktfn jf gl;{· xf]dsf] gfd, 7]ufgf, lbg'xf];\ .
	      Give name and address of doctor, hospital or nursing home you visit for regular checkup.
	      

	 u_ tkfO{ jf aLdf ug{ rfxg] JolQmn] ljut kf“r jif{ leq slxn] / s;}af6 pkrf/ ;DaGwL ;Nnfx lng'ePsf] 5 . jf s'g} pkrf/ ul//x]sf] cj:yf
		  jf s'g} lsl;dsf] cf}ifwL ;]jg ul/ /xg' ePsf] 5 < olb 5 eg] ;f] sf] sf/0f / cf}ifwLsf] lsl;dsf] af/]df hfgsf/L lbg'xf];\ .
		  Have you  or life to be assured taken any medical consultancy in the past 5 years ? Or currently  under any form of 
		  treatment or under any form of medication ? If Yes, state reason and type of medications.

^=	 tnsf k|Zgx?sf] pQ/ 5 jf 5}g df lbg'xf]nf /Please answer below questions in "Yes" or "No"

	 s_ tkfO{sf] s'g} klg hLljt jf d[t gft]bf/x? kfunkg, 5f/] /f]u, afy -ufp6_, bd, Ifo/f]u, SofG;/, dxf/f]u, x]df]kmf]lnof, dw'd]x, thyroid sf] ;d:of,
		  pRr /Qmrfk, 3ft, s''g} d'6' ;DaGwL /f]u jf cGo k'vf}{nL /f]uaf6 kLl8t eP ;f]sf] ljj/0f lbg'xf];\ .
		  If any of your alive or dead relatives is/ was suffering from mental disease, epilepsy, arthritis, asthma, tuberculosis, cancer, 
		  leprosy, diabetes, hemophilia, thyroid disorder, hypertension, stroke, any heart diseases, any endocrine disorder or any

		  hereditary diseases, then please give details:

	 v_ tLg jif{otf s'g} Ifo/f]u, dxf/f]u jf c? ;?jf /f]uaf6 kLl8t JolQmsf] ;fydf a:g' ePsf] 5 < olb a:g'ePsf] eP ;f]sf] ldlt, cjlw, cS;/ 
		  cf}ifwf]krf/ ug]{ 8fS6/sf] gfd, y/, 7]ufgf, / 5 eg] c:ktfnsf] ;+s]t ;d]tsf] ljj/0f lbg'xf];\ .
		  During last three years, have you lived together with person suffering from tuberculosis, leprosy or any other communicable
		  disease ? If Yes, give details of date, period, regular checking doctor's name surname, address and if possible also give 
		  details of hospital.

&=	 s] tkfO{df jf aLdf ug{ rfxg] JolQmdf slxNo} tn pNn]lvt /f]u jf u8j8Lsf] nIf0f b]lvPsf] 5 < jf ;f]sf] nflu tkfO{n] slxNo} hf“r, pkrf/ jf zNolqmof u/fpg' ePsf] 5 < k|Zgx?sf] 
pQ/ æ5æ jf æ5}gæ df lbg'xf]nf /Have you or life to be assured ever had indication of, diagnosis of, treatment or surgery for following diseases or problem ? 
Please answer in "Yes" or "No".

	 s_ Stroke, Paralysis, Seizure, Epilepsy, Coma, Jou|tf, ljiffb, rSs/fpg' jf  l/+u6f nfUg', d'5f{kg'{, lkm6\;, kIf3ft, kfunkg ePsf] sf/0faf6 a]xf]; 
		  x'g] jf cGo s'g} dl:tis jf :gfo' k|0ffnL ;DaGwL /f]u <
		  Stroke, Paralysis, Seizure, Epilepsy, Coma, Anxiety, Depression, Dizziness, Unconsciousness, Fits, Unconsciousness due to

		  Mental illness, or any other disease related to brain or nervous system ?

	 v_ Psgf;n] vf]Sg], bd, Go'df]lgof, Kno"l/;L, vsf/df /ut cfpg], Ifo/f]u jf cGo s'g} kmf]S;f] ;DaGwL /f]u .
		  Continuously coughing, asthma, pneumonia, pleurisy,blood in sputum, tuberculosis or any other lungs disease.

	 u_ d'5f{ x'g], 5ftL b'Vg], lg;fl;g], d'6' xlNng], x[bo3ft jf cGo s'g} d'6' ;DaGwL /f]u jf pRr /Qmrfk .
		  Unconsiousness, chest pain, suffocation, heart vibration, hypertension, heart attack or any other heart disease.

	 3_ sdnlkt, Plgldof,hepatitis, cNsfO{, cfp“, x}hf, k]6 b'Vg], Pk]G8L;fO{l6; jf cGo s'g} k]6, sn]hf], lkmof] jf cfGb|f ;DaGwL /f]u <
		  Jaundice, anemia, hepatitis, piles, dysentery, diarrhea, stomach pain, appendicitis or any other disease related to 
		  stomach, liver, spleen or intestine ?

	 ª_ s'g} rd{ ;DaGwL /f]u / Any skin disease.

!=	 s_ k"/f gfd, y/
	 Full Name, Surname :  .....................................................................................................................................................................	 pd]/ / Age :  .................................

	 v_ 7]ufgf/ Address :  ...........................................................................................................................................................................................................................................

@= 	 aLdf ug{ rfxg] JolQmsf] / Proposed Insured's 	 prfO{/ Height :  .................................    in FT/inches 	 tf}n/ Weight :  ....................................   in KG



*=	 dfly pNn]lvt k|Zgx?sf] pQ/ s'g} æ5æ eGg] ePdf To; ;DaGwL lgDg ljj/0f lbg'xf]; M ldlt, /f]usf] cjlw, hrfO{+ /fv]sf] lrlsT;sf] gfd, hrf“Psf] c:ktfnsf] gfd, sf/0fx?, ul/Psf] 
hf“rx?, kl/0ffd / xfnsf] cj:yfaf/] k"0f{ ljj/0f lbg'xf]; . If any answer to above questions is "Yes", then please give following details: dates, period of such disease, 
attending doctor's name, hospital name, reasons for consultations, tests performed, results, diagnosis, treatment and current condition.

s_ k"/f gfd, y/ /Full name, surname : ........................................................................................................................................................................................................

v_ 7]ufgf /Address : ......................................................................................................................................................................................................................................

u_ k|:tfjs / aLldt aLr ;DaGw / Relation between proposer and assured : ..........................................................................................................................................

	 pNn]lvt k|Zgsf] pQ/x? ;To tyf k"0f{ 5g\ / d÷aLdf rfxg] JolQmsf] hLjg aLdf ;DaGwL hf]lvdsf] d"Nof°g ug{ cfjZos kg]{ s'g}klg kl/l:ylt jf tYonfO{ d}n] bafP÷l5kfPsf] 
5}g egL pb\3f]if0f ub{5' . o:tf tYox? bafP÷l5kfPsf] k|dfl0ft ePdf d]/f] / Hof]lt nfO{km OG:of]/]G; sDkgL lnld6]8 aLrsf] hLjg aLdf s/f/ ;'? b]lv g} /2 x'g] 5 eGg] Joxf]/f d}n]  
a'em]sf] 5' / ;f] sf/0f sDkgLn] bfjL e'QmfgL gu/] d]/f] s'g} ckjfb x'g] 5}g .
	 of] k|:tfj,  pb\3f]if0f tyf ;n+Ug :jf:Yo ;DaGwL ljj/0fsf sfuhftx? d÷aLdf ug{ rfxg] JolQm nfO{km OG:of]/]G; sDkgL lnld6]8 aLr s/f/sf] cfwf/ x'g]5 eGg] s'/f d :jLsf/ 
ub{5' . aLdfn]v gDa/ ;d]t pNn]v u/L aLdsn] hf/L k|yd aLdf z'Ns e'QmfgL /l;bdf pNn]v ePsf] ldlt b]lv d]/f] hLjg aLdf nfu' x'g]5 eGg] Joxf]/f d}n] a'em]sf] 5' . To; aLdsn] 
hf/L ug]{ k|rlnt hLjg aLdfn]v ;DaGwL sfuhftnfO{ :jLsf/ ug{ d]/f] dGh'/L 5 .
	 s'g}klg ;dodf d÷aLdf rfxg] JolQmnfO{ cf}ifwf]krf/ ug]{ s'g} klg lrlsT;s jf :jf:Yo ;+:yf;“u d]/f]÷aLdf rfxg] JolQmsf] :jf:Yo ;DaGwL hfgsf/L k|fKt ug{df / 
s'g}klg ;do cfkm\gf] aLdfsf] nflu d}n] k|:tfj u/]sf] cGo aLds;“u Hof]lt nfO{km OG:of]/]G; sDkgL lnld6]8n] ;f]wk'5 u/L cfjZos hfgsf/L lnPdf d]/f] dGh'/L 5 . d o:tf  
hfgsf/Lx? k|bfg ug{ ;DalGwt JolQm jf ;+:yfnfO{ aLdf k|of]hgsf] nflu clVtof/L lbG5' / To:tf hfgsf/Lx? k|sfzdf Nofpg dgfxL ug]{ sfg"g jf /Lltl/jfhsf] cfwf/ lnO{ s'g} ph'/L 
ug]{5}g .
	 I hereby declare that all given answer of questions asked above are true and complete and I have not concealed any conditions or facts required 
for insurability risk assessement of life to be assured. I understand that if any such facts are proved to be concealed or not true, agreement between me and 
Jyoti LIfe Insurance Company Limited shall be void from the date of commencement of this agreement and  I will have no objection if company denies to 
pay claim on this ground.
	 I agree that this proposal form, declaration and attached health details documents shall be the integral part of this agreement between me / life 
to be assured and Jyoti Life Insurance Company, I understand that date mentioned in first insurance premium receipt along with its policy number issued to 
me by the Jyoti Life Insurance shall be the date of commencement of this insurance. I agree to accept life insurance policy related documents issued by 
the insurer.
	 I authorise Jyoti Life Insurance Company Limited to obtain information from any medical doctor or any medical facilities at any time from where I/
life to be assured is getting medical checkups and also to inquire and collect necessary information at any time from other insurer where I/ life to be assured 
had applied for insurance. I give all rights to such concern person or organization to provide information required for the purpose of insurance and I shall not 
file a complain on ground of laws or rules and regulations against publishing such information.

hLjg aLdf rfxg] JolQmsf] b:tvt
Life to be assured's Signature

	 hLjg aLdf k|:tfjssf] b:tvt
	 -k|:tfjs / aLldt km/s ePdf_
	 Proposer's Signature
(If Proposer and Assured is different)

ldlt /Date : ........................................................

7]ufgf / Address : ................................................

ldlt /Date : ........................................................

7]ufgf / Address : ................................................

k|:tfjs lg/If/ ePdf ;fIfLsf] ljj/0f / Witness incase Proposer is llliterate

gfd /Name : ......................................................................................................

b:tvt/Signature : ............................................................................................

olb k|:tfjs / aLldt km/s km/s ePdf k|:tfjs ;DaGwL ljj/0f
DETAILS OF PROPOSER IF ASSURED AND PROPOSER IS NOT SAME

pb\3f]if0f / DECLARATION

	 r_ xlg{of, xfO{8«f]l;n, e]/Lsf];]n, lkm:6'nf jf g;f ;'lGgg] /f]u . /Hernia, hydrocele, varicocele, fistula or nerve swelling disease.

	 5_ dw'd]x, High Blood Sugar, Thyoriod Disorder, d[uf}nf jf d"qy}nL lau|]sf], hnu|x, Rheumatism, Gonorrhea, Syphilis jf cGo ;?jf  
		  /f]u<÷Diabetes, High Blood Sugar, Thyroid Disorder, Kidney Disorder or urinary system, urinary bladder, rheumatism, gonorrhea,
		  syphilis or any contagious disease ?

	 h_ s'g} lsl;dsf] SofG;/, Tumor, Cyst, s'i7/f]u < /Any form of Cancer, Tumor, Cyst or Leprosy ?

	 em_ sfg, gfs, 3f“6L jf cf“vf ;DaGwL s'g} /f]u -b[li6 tyf >j0fdf ePsf] sdhf]/L ;d]t_ sfgaf6 slxn] lkk, /ut, kfgL, cflb aUg] eP xfn slxn] yfxf eof] < 	
	 Any diseases related to ear, nose, throat or eye (including any deformity of eye sight or sense capacity). If there is puss, blood, water 	
	 etc. flowing from ear, when did you find out about it ?

	 `_ cf}nf], ;Gokft -6fO{kmfO{8_, ?3f, vf]sL, sfnfHj/ jf cGo s'g} xKtf lbg;Dd /xg] Hj/f] / Malaria, Typhoid, cold, cough, kalaazar or other fever 	
	 which last for week.

	 6_ ljkm/ /Smallpox

	 7_ lk;fadf slxn] /ut lkk, lrgL jf cNa'ldg b]lvPsf] lyof] < Ever seen blood, pus, sugar or albumin in urine ?

	 8_ slxn] PS;]/, O{n]S6«f]sfl8{of]u|fd, jf radiological, cardiological, pathological, /ut hf“r h:tf c? s'g} kl/If0f ul/Psf] lyof] eg] ;f] sf] ljj/0f 	
	 lbg'xf];\ < Ever done tests such as x-ray, electrocardiogram, radiological, cardiological, pathological, blood test or any other similar 	
	 tests ? If Yes, give reason.

	 9_ s'g} zNolqmof, b'w{6gf jf ;Vt 3fO{t], rf]6k6s, s'g} c+ue+u ePsf] jf sf6L km\of“s]sf] ;d]t dfly pNn]v gePsf] tyf /f]u jf rf]6k6ssf] sf/0fn] 	
	 c:ktfndf egf{ ePsf] jf cf}ifwf]pkrf/ ul/Psf] lyof] ls < /Ever been hospitalised or treated for surgery, accidents or serious injuries, any 	
	 dismemberment (including any amputation) or due to any 	disease or injury which is not mentioned above ?

	 0f_ s] tkfO{n] P8\;, P8\;;+u ;DalGwt hl6ntf jf P8\;;+u ;DalGwt cGo s'g} cj:yf jf of}ghGo /f]usf] nflu lrlsT;sLo ;Nnfx, k/fdz{ jf pkrf/ k|fKt 	
	 ug'{ ePsf] 5 < jf tkfO{nfO{ ;f] ePsf] elgPsf] 5 < jf tkfO{n] P8\; kl/If0f u/fpg' ePsf] 5< -s[kof sf/0f / kl/0ffd pNn]v ug'{xf]nf_ jf tkfO{nfO{ a9L ysfO{ 	
	 nfUg], tf}n 36\g], a/fa/ kvfnf nflu /xg], lnDkmu|+yL a9]sf] jf c:jfefljs rd{/f]u cflb ePsf] 5 .
	 Have you ever consulted or been treated for AIDS, AIDS related complex, or sexually transmitted 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 ?


