
Page 1

Proposal Form ‘I’ Proposal No.:_____________________
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NOMINEE DETAILS

Details Nominee 1 Nominee 2 Nominee 3 

Name
Date of birth
Age
Relationship with Proposer
Specify the percentage (%) of the 
claim amount payable to each 
nominee in the event of the 
policyholder’s death.

The total percentage of 
contribution across all the 
nominee must not exceed 100%
Correspondence Address (If same 
as Proposer please tick here)

Permanent Address (If same as 
Proposer please tick here) 

Mobile No.
E-mail ID 
Bank Account No
IFSC/ MICR Code
Bank Name
Name of the Account Holder

Appointee Details (Only where the Nominee age is less than 18 years)

Appointee Name Relationship with MinorAge Mobile No. Email ID

In event of the death of the proposer any payment due under the policy shall become payable to the Nominee proposed in this form. The receipt of the proceeds by the Nominee/ 
Beneficiary would be sufficient discharge to the Company. The Nominee for all the other person(s) proposed to be insured shall be the Proposer himself.

In case you want to provide more than 3 nominees, please either provide a separate application or add the nominee via our website through Endorsement.

(DD/MM/YYYY) (DD/MM/YYYY) (DD/MM/YYYY)
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Add-on Name            Deductibles                Sum Insured

Base Benefit 1: 

Emergency Hotel Accommodation

I. Sports Equipment Hire N/A Up to $ 50
Up to $ 75
Up to $ 100
Up to $ 150
Up to $ 200

Up to $ 250
Up to $ 300
Up to € 30
Up to € 50
Up to € 75

Please mention the details of  Sports Equipment that will be carried by You, if  any:

ll. Rented Sports 
 Equipment Damage or 
 Loss

Up to $ 500
Up to $ 750
Up to $ 1000

Up to $ 1500
Up to € 300
Up to € 500

lll. Sports Activity 
 Coverage

$ 100
€ 80

$ 100
€ 80

Up to € 300
Up to € 500
Up to € 1000
Up to € 1500
Up to € 2000

Up to € 2000

Up to € 100
Up to € 150
Up to € 200
Up to € 250
Upto € 300

Up to $ 200
Up to $ 250
Up to $ 300

Up to € 150
Up to € 200

$ 50
€ 40

Up to € 250
Up to € 300

Up to € 750
Up to € 1000
Up to € 1500

Details of Benefits



Please mention the sports activities that will be participated, if  any:

Base Benefit 4: 

Loan Protector 

N/A Up to ̀  1 Lacs
Up to ̀  5 Lacs

Up to ̀  20 Lacs
Up to ̀  25 Lacs

Loan Details, if  any :

Loan Account No :

Base Benefit 5: 

Airfare Allowance
$ 100
€ 80

Base Benefit 6: 

Self  Driven Rental Car Excess

N/A

Up to $ 300
Up to $ 500
Up to $ 1000

Up to € 250
Up to € 300

Up to $ 50
Up to $ 100

Up to € 40
Up to € 50

Base Benefit 7: 

Alternate Transport Expenses 

$ 100
€ 80

Up to $ 300
Up to $ 500
Up to $ 1000

Up to € 250
Up to €300

Base Benefit 8: 

Extended Pet Stay

Up to ̀  50,000
Max Upto 7 Days

No Deductible
` 10,000

Up to ̀  20,000
Up to ̀  30,000

Details of  Pet transferred to Pet House ( Age, Breed, Colour etc.) :

Pet Identifier :

Up to ̀  10 Lacs
Up to ̀  15 Lacs

Up to € 500
Up to € 1000

Up to € 100

Up to € 500
Up to € 1000

30 Days

Base Benefit 9: 

Event Cancellation

No Deductible 
$ 100
€ 80 
€ 100

Up to $ 500
Up to $ 750
Up to $ 1000

Up to € 400
Up to € 500
Up to € 750
Up to € 1000

Details of  Event :     

Place :     

Date of  Event : / /      Time :  :  (DD/MM/YYYY) (HH : MM)

Base Benefit 10: Base Benefit 10 : Enhanced Trip Cancellation & Interruption

Base Benefit 11: 

Burglary (Home Contents)

No Deductible 
` 5000

Upto ̀  10000
Upto ̀  25000
Upto ̀  50000

Upto ̀  100000
Upto ̀  200000

D D M YM Y Y Y
Others

Yes No

D D M YM Y Y Y
Others

Yes No

D D M YM Y Y Y
Others

Yes No
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Others

Yes No

Insured 3 :
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Please fill the following details :

Details        Insured 1 Insured 2 Insured 3 Insured 4 

YY NN YY NN

Account Number :       IFSC Code :

Bank Name :        Bank Branch Name :

Name of the Account Holder :

NEFT DETAILS (FOR CLAIMS & REFUND PURPOSES)

I declare that the information given above is true and correct. I hereby authorize Care Health Insurance Limited to directly credit payout/refund, if any, to the above mentioned account and I shall not hold Care Health Insurance Limited 
responsible for non-credit/non-payment of payout or refund, if any, due to any reason including but not limited to incorrect/incomplete information. Care Health Insurance Limited reserves right to use any alternative payout option such as 
cheque/demand draft in spite of providing above information.

Date  :                            /                      /         Signature of the Proposer /Authorized Representative*  :______________________________________     (DD/MM/YYYY)

Place :                      (On behalf of all the persons to be insured under the Policy)

*Only Applicable where proposer is a person with a disability and who has appointed an authorized representative
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a.   I hereby declare, on my behalf and on behalf of all persons proposed to be insured, that the above statements, answers and / or particulars given by me are true and complete in all 

respects to the best of my knowledge and that I am authorized to propose on behalf of these other persons.
b. I understand that the information provided by me will form the basis of the insurance policy, is subject to the Board approved underwriting policy of the insurer and that the policy will 

come into force only after full payment of the premium chargeable.
c. I further declare that I will notify in writing any change occurring in the occupation or general health of the life to be insured / proposer after the proposal has been submitted but 

before communication of the risk acceptance by the company.
d. I declare that I consent to the company seeking medical information from any doctor or hospital who / which at any time has attended on the person to be insured/ proposer or from 

any past or present employer concerning anything which affects the physical or mental health of the person to be insured / proposer and seeking information from any Insurer to 
whom an application for insurance on the person to be insured / proposer has been made for the purpose of underwriting the proposal and / or claim settlement.

e. I authorize the company to share information pertaining to my proposal including the medical records of the Insured/ Proposer for the sole purpose of underwriting the proposal and / 
or claims settlement and with any Governmental and / or Regulatory authority including seeking and/or sharing of my medical data through ABHA.

Date  :                            /                      /         Signature of the Proposer /Authorized Representative*  :______________________________________     (DD/MM/YYYY)

Place :                      (On behalf of all the persons to be insured under the Policy)

*Only Applicable where proposer is a person with a disability and who has appointed an authorized representative

DECLARATION
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ADDENDUM – VERNACULAR DECLARATION

Applicable where the Proposer is not able to read/write/ has signed in vernacular language or is suffering from a disability due to which writing is restricted.

I ________________________________________, son/daughter of ______________________________________________________, resident of ________________________________________________ declare that I have read out and 
fully explained the contents of the Proposal Form and all other accompanying documents in _____________________________________________________ language to the Proposer which is a language understood by him/her and is imperative for 
the Proposer to avail the insurance from the Company . The contents and import of the proposal have been fully understood by him/her and the replies have been recorded according to the information provided by the Proposer. The replies have also 
been read out to, fully understood and confirmed by the Proposer.

Date :             /                /                              (DD/MM/YYYY)

Name of the Declarant : _______________________________________________                          Signature of the Declarant :_________________________________________

(On behalf of all the Proposed to be Insured under the Policy)     
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