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REG-IMP-V1-300924

Unique Govt. ID:

ABHA 
Number 

(14 digits)^^

^^Ayushman Bharat Health Account Number.
Note: If ABHA Number is not available, we urge you to visit https://abdm.gov.in/ for creation of ABHA ID and inform the same to us once created.

3. DETAILS OF THE PROPOSED PERSON(S) TO BE INSURED

Name of the Proposed 
Insured Person

Permanent Address If same as Residential Address in India, please tick here

TATA Group/Affinity Partner Employee



REG-IMP-V1-300924

* In case of portability, please fill up IRDAI portability form. Please note that continuity of benefits shall NOT be considered if the details are not 
provided. You need to approach at least 30 days prior to your expiry date to avoid any break in coverage. Please submit all previous year 
insurance policy copies.

Name of Proposed 

Insured Person

Proposed Insured Person

Details/Particulars Nominee 1 Nominee 2

Date of Birth*

Relationship

Present Address of the Nominee

Permanent Address of the Nominee  If same as Present Address,  If same as Present Address, 

 please tick here please tick here

Mobile

Email ID

Percentage Share for Claim Amount Payable

Bank Details of the Nominee

Name of the account holder

Name of the bank

Branch Bank

Account no.

Bank IFSC code

Account Type  SB Account    SB Account     

  Current Account    Current Account

  Others (please specify)  Others (please specify)

3. NOMINEE DETAILS 

Appointee details

Appointee Name Relationship Address of the Appointee 
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Is the proposer or any of the persons proposed, already Insured under a health plan with TATA AIG General Insurance Company Ltd. or any other 
insurer or is a proposal pending for Policy issuance?



Have you undergone any annual health check-up or routine medical 

examination in the past which showed any  significant finding/s? If yes, 

please provide details for findings or results.

Do you have any signs, symptoms, illness or injury including knee joint 

ligament tear or back pain/ Swelling or Pain in any part of body / 

Breathlessness on mild effort / dizziness more than once in last 6 months for 

which medical consultation / treatment / investigation has been required.

REG-IMP-V1-300924

Proposed Insured 

Person

Proposed Insured Person

Have you ever been diagnosed with any of these medical conditions with or 

without any follow-up tests/medications? –  Elevated Blood Sugar/Type 2 

Diabetes Mellitus/ Elevated Blood Pressure / Hypertension /High 

Cholesterol/ Asthma

Have you or any members ever been diagnosed with Thyroid Disorder? If 

yes, please provide details for follow-up tests/ medications.

 Decline Disease Name

Are you or any persons proposed on regular medication (including any 

Ayurvedic treatment) or Hospitalized for any illness/ surgery or awaiting any 

procedure/treatment?

<<Disease 
Name>>

<<Disease 
Name>>

<<Disease 
Name>>

<<Disease 
Name>>

<<Disease 
Name>>

<<Disease 
Name>>

<<Disease 
Name>>

Is any of the Proposed Insured Person(s) pregnant currently? If yes, please 
mention expected date of delivery  (EDD). Any history of pregnancy related 
complications?
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1.  I/we hereby confirm that all premiums paid / payable in future will be from bonafide sources and not paid out of proceeds of crime and that such premiums are 
not disproportionate to my/our income. I / we understand that the Company has the right to call for documents to establish sources of funds and to cancel the 
insurance policy in case I / we are found guilty by any competent court of law under any of the statutes, directly or indirectly governing the prevention of money 
laundering law in India. 

2.  I / we are not Politically Exposed Persons ** nor are their close relatives / family members / associates . I / we shall keep the company informed if we subsequently 
become a Politically Exposed Person / close relative / family member / associate of Politically Exposed Persons.

**"Politically Exposed Persons" shall have the meaning assigned to it under Prevention of Money-Laundering (Maintenance of Records) Amendment Rules, 2023 as 
amended from time to time.
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4

Ayushman Bharat Health Account (ABHA) Declaration: I on behalf of all proposed insured person(s) provide consent to access the medical 
and personal records/details of all proposed insured person(s) as are available in my/ our Ayushman Bharat Health Account (ABHA) and 
share the same with Third Party Administrators, Reinsurer (if applicable), Service Provider(s) of TATA AIG General Insurance Company Ltd 
and/or with any Governmental and/or Regulatory authority for the sole purposes of underwriting my/ our proposal and/ or for checking the 
authenticity of claims lodged by me/ us and/ or to comply with the applicable Law/ Regulations.

Section 8 Company

Please fill an auto debit form for deduction of amount towards premium payment from bank account.
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Please make a Crossed Cheque/DD/Pay Order in favour of TATA AIG General Insurance Company Limited' only.
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10. DECLARATION/VERNACULAR DECLARATION/DISABILITY DECLARATION

(Note: The below must be witnessed by someone other than the Advisor/Intermediary/Employee of the Company)

I certify that the replies in the Proposal Form have been recorded as per the information provided by me. I, (Full name of the representative) 

________________________________________________ (Relationship with the Proposer) _____________________________ ,adult and inhabitant of (City) ___________________ 

residing at _______________________ do hereby certify that I have read out and explained the contents of the Proposal Form and all other documents incidental to 

availing the Insurance Policy from TATA AIG General Insurance Company Ltd., to the Proposer and they have understood the same. I declare that the facts stated 

herein are true and correct to the best of my knowledge and belief.

Disability Declaration:

Signature of the Authorized Person:

Name & Signature of agent/intermediary: 

I understand that I will receive digital copy of my policy and service-related communication. However, I would prefer to also receive the 

physical copy of my policy and service-related communication and I want these documents to be shared via postal mail to the address as 

mentioned in this proposal form.
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TATA AIG Office Code:
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We acknowledge with thanks the receipt of your application for TATA AIG Medicare Plus and amount by


