N‘JI New Jubilee Insurance Co. Ltd. |rresreis

Employee/Family ]
Jubilee Insurance House, I.I. Chundrigar Road, P.O. Box 4795, Karachi-74000, Spouse —1

UAN : 111-654-111, Telephone : 2416022-26 Fax : 2425774 - 2438738 Child L]

E-mail : ahcare@nji.com.pk Website : www.nji.com.pk Benefit Mlar

HEALTH QUESTIONNAIRE FORM

(This Questionnaireis to befilled by the employee)
(Please use Ball Paint)

NOTE : SUBMISSION OF INCOMPLETE FORMSWILL BE CONSIDERED INVALID FOR HEALTH INSURANCE COVERAGE.

Name of Employee:

S/O, D/O, W/O: Designation :

Dateof Bith_____ Marital Status Dateof Joining: — Dateof Confirmation :
Height:____ Weight: ____ NIC#:

Employer's Name & Address : Branch :

Home Address Employee# :

Family Members to be covered (spouse, daughters, sons). Attach additional sheets if necessary.

NAME o Relationship Date of Birth Height Weight Occupation
M ease write in BLOCK letters with you (dd/mm/yyyy) (ft) (kg)

1.

2.

3.

4.

5.

6.

7.

8.

1. Haveyou or any of your family members to be covered ever suffered or is suffering from

Heart Disease/Disorder, High Blood Pressure; Diabetes (High blood sugar level);

Paralysis, Mental Disorder, or other Disease of the Brain or Ner vous System;

Cancer or Tumor; Disease/Disorder of the Liver (Hepatitis-B/C , Cirrhosis etc.);

Kidney Disease/Disorder; Arthritis, Rheumatism; Acquired | mmune Deficiency |:| Yes |:| No.
Syndrome (AIDS); or any other disease, operation or illness not mentioned above?

2. Haveyou or any of your family members to be covered ever been or still areafflicted with any
illness or medical condition requiring Consultation, Investigations, Medication, Hospitalization [ ]ves [ ] No.
or Surgery?

3. Areyouor any of your dependent family members to be covered receiving health insurance coverage from
another Insurance Company or any other source? Yes |:| No.

4. For female empl oyees : Are you pregnant now?
For male married employees : |'s your wife pregnant now? |:| Yes |:| No.

If yes, please mention the expected date of delivery

NOTE :- PLEASE GIVE THE DETAIL OF ANY *YES’ ANSWER TO THE QUESTIONS# 1,2& 3 ON THE REVERSE SIDE OF THE FORM




Name of

Surgical/M edical

. Date of Treatment Present Health Hospital/
Q# Employee/ Typeof Disorder Onset advised/ Status Doctor
Dependent Performed

INCASE OFA “YES” ANSWER TO QUESTION # 3, PLEASE GIVE THE NAME OF THE SOURCE (INSURANCE COMPANY OR OTHER)
ALONGWITH THE AMOUNT OF COVERAGE BEL OW:

DECLARATION & AUTHORIZATION:

| hereby declare that what has been stated aboveis true and complete to the best of my knowledge and belief, and | have not withheld
any material information and it is understood and agreed that this declaration together with the application of my employer to the
New Jubilee Insurance Company Ltd. are the basis for the family Hospitdization Insurance application for and that any non-disclosure
or misrepresentation of factswill makemy /our insurance coverage void from inception.

| hereby authorize any hospital, physician, Insurance Company or any other organization that has any records or knowledge of me
or my family’s medical history to furnish it to the New Jubilee Insurance Company Limited.

Note :

Please note that use of correction fluid / blanco or overwriting will render the form invalid & fresh form will be required.
Any alteration must be signed by the employee.

(Signature of Employer)

(Signature of Employee)
with official Seal

for self & on behalf of dependent

Date : Signed at: Date :

DO NOT WRITE BELOW THIS FOR NJI’SUSE ONLY

Non Std, due to following :
(1)
(2)
(3)
(4)

Underwriting Decision :

Approved :

Nnsd [ ] Em+

(1). Hospitalization

(2). Dread Disease

(3). Maternity

Underwritten by Date Approved by

Code No. 28-100 Pads/9/2006



