PROPOSAL NO: | | POLICY NO:
Janashakthi Insurance PLC

1SO 9001:2008 (Company Registered No. PB307/PQ) \b
. No.75, Kumaran Ratnam Road, Colombo 02. <
Certified Company ) JANASHAKTHI

Proposal For Life Insurance Life

All questions must be answered truthfully and completely as the answers to these questions will influence the assessment and acceptance of
your application. False answers or failure to disclose all material facts will invalidate the policy in the event of a claim. Therefore, if you have
any doubt as to whether certain facts are material, it is in your interest to disclose them. If any medical examination is required to consider this
proposal the same should be done by a doctor who is legally qualified and duly licensed but not the spouse or a close relative of the life to be
assured.

Please complete using BLOCK CAPITALS/ Answers given in dots, dashes or cross marks
Do not use TIPPEX will not be accepted.

1. Life to be assured (Main Life) [when there is no applicant] or Applicant
1.1 Full Name

1.2 Name with initials - Mr/ Mrs/ Miss/ Rev/ ......... 1.3 Marital Status (Please mark with a “V”)
| | Married | | Single

1.4 Address for Correspondence

Delivery address (if different to correspondence address)

1.5 Telephone: (Mandatory)

| Land: | | Mobile: | | E-mail: | |
1.6 Date of Birth Age at next birthday NIC No: (mandatory)
EIE] DD RIRARARA | vers @l [ [ [ [ [ [ [ [ [ [ [ |
1.7 Occupation Name of the Company/ Institution and Nature of duties Monthly Income
Rs.
2. Spouse or Life to be Assured (when there is an applicant)
2.1 Full Name (*Spouse/ Life to be assured) - * Delete the inapplicable
2.2 Name with initials - Mr/ Mrs/ Miss/ Rev/ ........ 2.3 Marital Status (Please mark with a “\™)

‘ Married ‘ | Single

2.4 Address for Correspondence

2.5 Telephone: (Mandatory)

| Land: | | Mobile: | | E-mail: | |
2.6 Date of Birth Age at next birthday NIC No: (mandatory)

B R ERanEnE | vers @l [ [ [ [ [ [ [ [ [ [ ||
2.7 Occupation Name of the Company/ Institution and Nature of duties Monthly Income

Rs.

3. Children Details (Please complete only if you require Hospital and/ or Critical 1liness covers for children)

Child Name in Full Date of Birth | Male/ Female
1
2
3
4. Nominee/s Details (Please indicate date of birth only if any nominee does not have a NIC)
Name in Full NIC No. or Relationshipto | %
Date of Birth the Life Assured
1
2
3
4
Agent’s Name @.....ooovvviiiiiiiiiiiiiiie, CodeNo:..oovvivininnnnn Contact NO & ..oevvviniiniennnne
PRO/2015/01E
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5. Plan Type (Please mark with a “\”)

Janashakthi Cash Advance

Shilpashakthi

Life Investment Il

Janashakthi Life Unlimited

Janashakthi Jeevitha Varhana Swarnashakthi Life Saver Suwashakthi
6. Benefit - Main Life, Spouse & Children
Benefit Main Life Spouse Child 1 Child 2 Child 3

Sum Assured/ * Contribution (Rs.)

Personal Accident Cover (Rs.)

Additional Life Cover (Rs.)

Critical Iliness Cover (Rs.)

(a) Hospitalization-Daily Benefit per day (Rs.)

(b) Hospitalization-Reimbursement (Rs.)

Family Income Benefit (Rs.)

*Funeral Expenses (Rs.)

* Applicable only for Life Investment Il plan
Applicable only for Janashakthi Life Unlimited plan

Please mark with a “\” the period of Hospitalization
benefit you selected (a) or (b) above

During the policy term
& after maturity

Only after maturity (The benefit requested
above (@) or (b) be doubled)

7. Premium Details (* Please mark with a “v”)

Amount (Rs.)
Period of Policy

*
...Years Frequency

Mly

Qly | Hly | Yly

Single
* Method

Direct |Salary| Bank SO | Other

8. Previous & Current Life Insurance Details
Please provide previous & current Life Insurance details including the proposals declined, by any Insurance Company and any

other Proposals for Insurance submitted along with this proposal
Life |Company | Policy/ | Policy Issue/ Total Sum Accident Critical Iliness | Hospitalization [*Current
Assured | Name | Proposal Proposal Insured for Benefit Benefit Amount |per day amount| Status
No Submitted date death Amount
Main Life
Spouse

9. Height & Weight

*(Inforce, Lapse, Surrendered, Cancelled, Declined, Other)

Main Life Spouse

Height | cms/ins | Weight | kgs/lbs I Height | cms/ins | Weight | kgs/lbs
10. Habits (Smoking & Drinking)
Yes | No Type Number/ Quantity How long?

*(per week)
Main Life Do you smoke? yrs
Do you consume Alcohol? ml yrs
Spouse Do you smoke? yrs
Do you consume Alcohol? ml yrs

* If the number/ Quantity are not per week, please state frequency inside the cage (eg: per day, per month)

11. Please complete the following details about your family.

(i) Main Life Spouse
If living If deceased If living If deceased
Present|State of| Age at Cause of death Present|State of| Age at | Cause of death
Age | health | death Age | health | death
Father Father
Mother Mother
Brother/s Brother/s
Sisters/s Sister/s
Spouse Spouse
(i) Main Life | Spouse
Yes| No | Yes |No.

1. Is there any member of your family (Father, Mother, Brother or Sister) suffered/ suffering from diabetes,
hypertension, cancer, heart disease, kidney disease, stroke, hereditary disorder or mental illness?

2. Has there been a death in any members of your family below the age of 60 years?
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12. Medical History - Main Life and Spouse/ Children
(Please follow the same sequence order for children as indicated in question No.3)

Q
No

(Please mark a “tick” in the appropriate box) Questions in respect of spouse IM ain Life

and children to be answered if they are to be insured

Spouse

Child

Yes

No

Yes

No

Yes| No

Y es

NofYes Noj

Have you/ your child visited a doctor in the last 3 year?

Have you/ your child ever been subject to any medical condition, illness or injury which
has already affected your/ child’s health or any do so in the future?

Have you/ your child ever undergone or been advised to under go an operation, X-ray,
medical check-up or investigation at a hospital or elsewhere?

Have you/ your child ever had an illness, accident or injury requiring an overnight stay in
hospital?

Are you/ your child at present receiving medical treatment or taking any medicine or
drugs, or have knowledge of any impending medical or surgical tests or treatment?

Have you or your dependents ever been in a state of anxiety, depression or had any mental,
nervous, neurological disorder?

Have you/ your child ever been physically disable in any manner or had any defect due to
injury or disease? If so give details.

Do you have/ does your child has any physical disability, deformity or impairment?

Have you remained absent from work on grounds of ill health during the last three years
for more than three consecutive days?

10

Have you/ your child ever suffered from or been treated for

@) ailments of the heart, circulatory problems, high blood pressure, stroke

(b) diabetes, ailments of kidneys’ genito-urinary system, eyes, ears

(©) ailments of the brain, central nervous system or any mental illness

(d) | cancer, cyst, tumour or blood cancers

(e) multiple sclerosis, arthritis, rheumatism

f hepatitis, AIDS or an AIDS related condition or surgical tests or treatment

(9) respiratory or lung disease such as Asthma, bronchitis, persistent cough

(h) ailments of digestive system, gall bladder or liver such as actual or suspected ulcer,
bleeding from bowel, recurrent indigestion, gall stones, hernia

11

Have you/ your child ever suffered from any illness or disorder

If the answer to the question No0.12 is “Yes”, please provide more details below.

13. Additional Questions Main Life] Spouse
Yes | No | Yes | No
1| Do you have any intention of engaging in any hazardous occupation? If “Yes”, please give details below.
2/ Do you engage or intended to engage in any hazardous sport such as hunting, motor racing, motor cycle racing,
skiing, deep sea diving? If “Yes™” please give details below.
3| Have you ever been arrested for or convicted of any criminal offense? If “yes”, please give details below.
4| Do you or any member of your family have or ever had any kind of threat on your life/ their lives? If “yes”, please
give details below.

Additional Signature of Main Life: ........ccccooeviiiiiiiee.
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14. Specific Questions for Females Yes | No

1 | Are you pregnant at present? If “yes”, give the last date of menstruation

2 |Have you been advised of or treated for any complication in your previous pregnancies, abnormality of pregnancy or
confinement eg: Caesarian section or miscarriage?

3 Have you had any disorder of the female organs (breasts, ovaries, uterus) or any? If so please give details below.

15. Preferred Language to have the policy document and for correspondence
(Please mark witha “v”)  Sinhala [ | Tamil ] English [ ]

If the language the form is completed differ from the language that I/ We require the policy document, I/ We confirm that
I/ We are fully conversant with both languages.

16. Declaration

L e & DECLARE
with best of my/ our knowledge as at date the statements made in this proposal are true in every respect and that I/ We have not
withheld any information requested therein and that such statements and this declaration and statement made to the medical
examiner shall form the basis of the proposed contract and agree that if any untrue averment be contained therein the said contract
shall be absolutely null and void.

I/ We will inform Janashakthi Insurance PLC of any change to any material fact accruing before acceptance of this application
and 1/ We understand that failure to do so will result in the proposed contract being null and void.

I/ We hereby authorize the Company to seek medical information from any doctor or hospital with regard to my / our physical or
mental health condition, or to seek information from any Insurance Company to which a proposal has been made for insurance on
my life / our lives at anytime during my / our life time or after my death/ our deaths if required. And, I also hereby authorize such
company, Hospital and/or Personnel to provide such information on request.

Signature of Main Life: ......cococviriiiee Signature of Applicant/ SPOUSE: ........cccocevvrierireiinenenen,
Date: oo Date: ..o

Witness

I U LSS SIGNALUIE: .o

(@ ToTo] | 1 L1 o] NIC NO: e

Code NO (if anY) & cooeeeieieere e

Details of the Initial Deposit Made

Installment premium for the assurance RS,

Initial deposit amount RS,

payment method Cash | | Cheque | |

Date of payment ....................... Cheque NO. ......oiiiiiii Bank ...

I confirm that the proposal was checked by me

For branch office use only

Yes = No
Q11 Isany of the questions answered "Yes" ? for Main Life/Spouse

Q12 | Isany of the questions answered "Yes" ? for Main Life/Spouse/any child

Q13 | Isany of the questions answered "Yes" ? for Main Life/Spouse

Q14 | Isany of the medical questions answered "Yes" ? for Main Life/Spouse

NaMe @i Officer 'S SIZNALUTE. .. .cc.ccerueuirieerieiiie s EPF NO ©ce
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oo coelamed 0mes DIOMO
asmtiynid spCeoonssmbsTar el Plbens
CONFIDENTIAL REPORT OF THE INSURANCE ADVISOR

IS Y Gt @3810
AByrenewst &6v. Semen
LRR....cooiii Branch| oo,

Proposal No.

l. 0¥e900890 ERIBSTDIO/ 66IEEI0 AR ®IS ERITIH Fedc? ®5 S
BrssT aruyndstyi [ elawesiugryfear o meleyt? 1D Bevenev
Are you related to the Life to be Assured/ Proposer? Yes No

2. 0tJee900890 @ReFen) & eI E® EEP0 ARSI qRRMIDGE 6e] arBenm C1e@e e Seadc? ®8 EYée)
sTUYDIFSTTReET CaThmeHed &TiymFEsTer QUTMISSIUTLIgmeT UTHsGW amasuled gCzaibd GBmul 1D B60em6v
BeEnD Si606VEH 2 L 60 (GHemOIUT(BS6T SremrliLbaAmST? Yes No
Are there any apparent signs of deformity or ailment affecting the suitability of the life to be Assured?

DS DG, TDOTOIIEDO DETEDO EOICIETED v e ettt ettt ettt ettt ettt e tte ettt e te et te ettt e bee e ste e ateeebte e bt eesbeeaaeeeaabeeeabeeeabeeenbeeeabeeeabeeeabeeenbeeenbeeebeeente eeatrean
D TENED, GILITTBIBON GBHIEULD .eeeereereererrerserserserertrsessessessestestestestestestesessessessententestssessessestestests stesassessensensensensensentententestssestestententestesessensensessensenseneen
T80, PIeASE ZIVE AOLAILS ... .ttt e e

3. 2@ 8o MEIOEO 60IE:m) ©Pend Oree900890 EASIMI BB Btonsy @O qrd By cdeeISmc O BSI0

0890 30 NBOB 0O BE K893 BOORE? @2 D
. . RS . N . o LD @606m6V
STOIUDIPSTIITED supmISILL Beien SSIL OMHMID DGILTET LTeIeme QEHTLILTE SSaleosel FfluTeaismne Yos No

61601 B(HGHIB T HEMT?
Do you feel that the quantity of alcohol consumed and cigarettes smoked as stated by the Life to be Assured are
accurate?

RlTA IO w e T2 O RImIe @ cstor e losle oo Lo RN OO T TSP PP PPPTPPPTOPPTPPPON
@606V 6TEMN6D, GILITMRIBEIT BIFOULD weuvereerererrerrerrertertertentestesessessertertestesessessessessestestestestestesessessensens satestesessessessessessesteseesessessessensensententenessessne
IEn0t, Please Give details .......c.o. i e e

4. 0tFee9)00890 @RImred (a) GBS, (b) diSwmred (a)
3000, (€) @E AICIB® Tees OST.
sue| Geig sriupgstrflar (@) Gemfeo, (0) s
sLamwasefils saimo (C) WISTHS oL e
eraLeUDenm  (GMIIN(Hs.
Please state (a) Occupation, (b) Nature of duties and (¢)
monthly income of the Life to be Assured

5. o8R0 acos 05 eDME GMIOMOT BEB I, ... ettt e
g8xaid Guwevds aluFEIBeT ST ONBHOUBGTTITBEMT? ..c.cveeeereerrrrenerererrereneeereeneenns
Is there any other information you would 1ike t0 ProvIde ...t e

6. OtJE©900890 ERIIeE GOrE, Be:Icrm © B8 SO0 BrEBER0 @ HeSE O® 9] DO
MO0 ERITEV R 4D woOSesd ¢? DD & 60em6L
sTOUMIRSTTNe Lpdsaupdsd, QuTpg GuToE@ WLOHMID Gl [HL6UYdHMBSHEIT Yes No
UMD HHHHL CBTERI(H DEUHBBTEN BT QN 6UDEIH HTERIS6NT
uflbgienriniiesenT?

Do you recommend the cover proposed, considering the habits, hobbies and conduct of the Life to be Assured?

D6td @168 DB, EDOTGIIDO DEIDIO EIIIETED <.ttt ettt ere ettt ettt et ettt eeeieeiteeee et esteesseetesteesseebeasseassaebeeaseeteeseeeae e beenbeesaeseenseessetaereanes
@060 6TAMN6D, EOILITMRIBEIT BIIOULD weuvereeeererrerrerserteriuestestesersersessesetestestestesessestensentestesessessesestestentestestestestssessensensentenseseesessessessentententes ensenes
Ifnot, please GIve dtails ... et

5HO e £306 LI (PotNCD R
Quuwi : GOUILB Bev.

Name : Code No

aoiesen N el

ema@wiriiuw  : dadl

Signature : Date
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FOR OFFICE USE ONLY

Proposal No :

Check List :

Persons to be covered Main Insured Spouse

Child 1 Child 2

Child 3

Child 4

Previous Policies

Previous Policies if any
checked U/W decision

Previous Policies if any
checked claims

Simultaneous Proposals

Underwriting Notes :

Final Underwriting decision

Main Life

Spouse

No of children} Hospital Cover
Cl Cover

Signature : ...
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