General Insurance Corporation of India

adeT T GEIT:

Salary Roll No,

Extn. No.

A AfsserA e wifordt AEEset 9o
GROUP MEDICLAIM INSURANCE POLICY ENROLMENT FORM

FHANT & ATH / NAME OF THE EMPLOYEE :

YEATH [/ DESIGNATION

AT defel / BASIC SALARY : Rs.
FIANH HT &7 / DATE OF JOINING

MARITAL STATUS :  SINGLE/MARRIED/WIDOWED/DIVORCEE
AT H WA &7 f&e1ish / DATE OF ENTRY INTO THE SCHEME :

gTdr &7 §E&AT / NO. OF CHILDREN GEED CEIETI

SONS DAUGHTERS

FIATAT T IdT/ OFFICE ADDRESS

HTaTY &RT 9l / RESIDENTIAL ADDRESS :

diffe TR &1 gaerl festioied Hel dde Aol & egar gl
ENTITLED SUM INSURED WILL BE AS PER FOLLOWING BASIC SALARY RANGES

Basic Salary of the Employee at the time of Renewal Eligible Sum Insured

(i.e. April Basic) on Floater Basis
Less than 43,300 Rs. 5,00,000/-
Between 43,300 TO 55,335 Rs. 6,00,000/-
Above 55,335 Rs. 10,00,000/-

CHOICE OF AVAILABLE HIGHER OPTIONAL SUM INSURED ARE :

A. Rs. 6,00,000/- F. Rs. 20,00,000/-
B. Rs. 8,00,000/- G. Rs. 25,00,000/-
C. Rs. 10,00,000/- H. Rs. 30,00,000/-
D. Rs. 12,00,000/- . Rs. 35,00,000/-
E. Rs. 15,00,000/- J.  Rs. 40,00,000/-

k. Rs. 50,00,000/-




ZRenfeal / vl v s o Taw
EMPLOYEES /MEMBERS PERSONAL STATEMENT FORM ,
FodE T / W & w5 ol 3oy m et TR I TRTHH e s d s
(Fo be completed by cack Employee/Member in respect of himselffherself and Eis/her oligible family members proposed to be covered)

1. TG / R ¥ e (o e R e ol se e

1. Details of Employeas/Members including family members proposed for insurance -

B | G/ R o T WA OO | S e o] | e | e Y ;W 3 | mee | g %m%%ﬁﬁﬁg.ﬁm@%s :
LA O : ST | Sex | Occupation | 4% O ERAA) | Rer Rl R v ol R & s
Sr. | Nane of Employes / Member zué T Relationship  to  the | Monthiy T ow B I, I wow e P
No. | sligitle family members - | Date of ) . Employee Member Income, | HM.MMN%&MNAQMWQQ.@. )
. Birth famy. - gamvo&mﬁaﬁmﬁomﬂﬁﬂ&ﬁﬂu&
| Proot of age | . allmest, sickness o injury ‘which, may sequire] -
to be medical atemtion @ imedicate future: andior |
. | producedy

g%g&bﬂg&nﬁﬁmﬂfgﬁgﬁ
had been treated during the precedig §2 months

el R BB I RS R B




2 A/ S e WS eE T/ R N/ SR AR T AT 3 ) uReRs s T T T S ey ek e -
AT TR TR Y IRA Y/ 9 ME T eI R A3 8) Name aad address of family doctor, inchuding teleptione number, if any :
RiFEa o @ waal) RIS/ Pin Code : 0T L MTelephone Nax
Art you foy member of yor fmmily soffering/suffered from TWHETIRGE WH / Stane/U. Teaitory .
DisbetesHypertengan/Chest Prin or Coromary insufficiency or Myocardial :

T T e i IR e ) TReE TeRl A iR D R T T e A P v o B S e g v | M Rem e w iRl o

o BT S AT T e T o & B e, T o e . e R SRATe SR e ¥ b 9l Ao T B B UEER, 9 I T R T e, e W

B B o e T S § R T, B i A T s 8T G S vael S gen S 3w dne S e B R e s

All the staternents made above and the answers given on my behalf and on behalf of the family members are wholly true and comect 1o the best of my knowledge and

belief. | have disclosed all particulars materials 1o the risk. Tt is hereby undersiood smd agreed that the stalements. 2nswers and particuiars are basis an which the

. Insurance-is being granted - If. zfier the Insurance is effected, it is found that the statements, answers or particulars are incorrect or uwafrue m any respect, the
Corporation shall have no lability wrider this Insurance in respect of myself and my family members proposed for insurance.

A/ Place :

ST T TR S S SR R S AT S W e A 3§ A
" Signature of the Employee/Member for himselffherself endfor on behalf of other family members to be covered

& /Date :




