
Portability Declaration Form

* Name at rnswea /.%..,,k :*rX- "...k)ru-/
Type of Existing lnsurance : tndividual sum insured / Froater sum insured

lf Policy copy is not attached, Please fill up the foltowing details of existing insurance"rar

:-*-l
lrl

""..,,--"1
I

I

I

I

!

*"_,j

Name of existing lnsurance Product.....,.. ................,...po|icy period.

Please furnish Claims History of txpiring policy and two years prior to it :

Year of elaim

,l lf the sum insured is enhanced please specify the details :

l-sr.No. 1 Name of me*b* Amt. of original S.l.(Rs.) Enhanced 5.1. {RE.}

ru ---rru
l

t' Are you suffering from any chronic / recuring illnesses or diseases. (Refer Table s ) lf 'yes' Please

provide rhs

* Are you suffering from Hyperten:ion...41.0........? lf yes, from when?

{. Are ycu suffering from Oiabetes..,...,......"? lf yes, from when?

Whether the PEB exclusions / tirne bound exclusion have longer exclusion period than the exlsting

policy? (Please indicate Yes / N0);

2, lf yes, please give written consent to the declaration below;

I am aware that the waiting period for the following disease{s}/treatment{s}tis more than the previorir
policy terms. I hereby agree to observe the additional waiting period for thq following
direase{s}ltreatment(s}.

Perind

lnception of l"t
lnsurance

$r.No Name of Waiti

ko

Sum lnsured

ry'1il

Date
Enhancement



. I hereby declare that the above information given is true and correct to the best of my knowledg*: or

belief. No information has been roncealed or misrepresent€d or suppressed which is material t6 this

prcposal and which ean have a bearing on its acceptance / denial.

Non-disclosure of facts material ts the as$essment of the risk, providing misleading informati*n,

fraud or non-co-operation by the insured will nullify the cover under the policy.

Place: fuZZ*a.:.

policyhclder

(Name of the PolicY holder in full)



P.

THE NEW INDIA ASSURANCE CO. LTD.

Regd. & Head Office: 87, M.G, Road, Fort, Mumbai- 400 001.

PRoPOSAL FORM FqR NEW rNprA Fl-OAJqR M,EprCl..ArM POLTCY

Please read the prospectus before filling up this form.

A. The Company shall not be on risk until the proposal has been accepted by the Company and

communications of acceptance has been'given to the proposer in writing on full payment of

premium.

For persons above 50 years of age or persons below 50 years of age, having adverse medical history

declared in the proposal form will have to undergo, pre-acceptance health checkup at a designated

hospital/nursing home. The Divisional Office/Branch Office in the name of hospital/Nursing home

will give a referral slip for conducting the pre-acceptance health checkup. The details of the check

up to be done are available with the Divisional Office/Branch Office.

lf other family members residing with proposer i.e. spouse, eligible children and eligible parents are

required to be covered, complete details 6f each person should be furnished, Two Stamp size

photograph of each person are to be submitted, one of which is to be affixed on the proposal.

Fresh proposal form is required along with pre acceptance medical checkup as mentioned in item

(B) above, irrespective of age, when there is break in insurance cover or when there is request for

enhancement in the sum insured.

Non-disclosure of facts material to the as,sessment of the risk, providing misleading information,

fraud or non-co-operation by the insured will nullify the cover under the policy.

L. NAME OF PROPOSER : Mr. /Mrs.

c.

D.

E.

2. RESTDENTTAL ADDRESS: ,/ -41 ! fu: ? : ' il

rer No: 99loa ll0 f9 Fax No. E-Mail:

9. Occupation: (please Tick)

1) Professional/Administrative/Managerial

L--Zf-Bu sin e s s /T ra d e rs

3) Clerical, Supervisory and related workers

4l Hospitality and Support Workers

5) Production Workers, Skilled and non-Agricultural Laborers

6) Farmers and Agricultural Workers

7l Police/Para Military/Defense



1. Average Monthty Incotne R'' t'fu/ O Incorpe 
-t-ax PAN No: 

--5. Narnc. Atldress & Ilcl No or riuriil" pn-usic'm D'A ?Aay

Rcgn 'No:

6. Arc you at present or have vou been at anv,other t'l:',',:T:":1::':i::Til;lJ,::[:J:;l'""" (PA' cancer

fi::,fi:::[H[L:il:i::,,"*. :;',i,i., *.0'.,ar Insuiance; tf so' give panicurars of:

S. No. I Coltgnl -
I Name of Inlulgl
2. lnsurance Scheme

3. @
Perittd of cover .

c tr,*q.,* Br9!!fEq-Yq!Lt-
4.

T.Anyproposaltbrthislnsuranceoranyothersimilarinsurancerefusedorcancelledorhigherpremiumcharged,
cithcr by us or by any othcr lnsurcr' Ifso' givc dctails:

It. DETAILS OF PERSONS TO BE INSURED:

Nime of all the

pc f s()l1s

-*aaao

(*') Relation as per I'ollowing table

lS.ti
Mothcr
c*to,;;nvaq

netution (*) *itt'

Brotheri Sistel

\1,.\lIt.IP20l05\'031920 
NEW lNDt,\ FLoA-rER \rEDlcLArM PoLlcY

Page 2 of6



Self Spouse Father

Mother Son Daughter

(*)Relation as per following table

9. MEDICAL HISTORY: Please answer the following questions with Yes or No (A dash is not sufficient

and give full details in respect of all the persons to be insured)

1) Are all the members proposed for insurance in good health and free from physical and Mental

disease or infirmity? lf no, give details of the lllnesses / diseases for each member. Select the

Itlness/conditions from the table given below:

*Table for selecting Pre-Existing Disease (PED)

Natu re of i I I ness/pre-existi ng d r!99!9!Name of the Person

Spinal or Vertebral Disorders Cata ra ct Breathing Disorders

Uterine Bleeding Arthritis and Joint disorders Gastritis and Duodenitis

Kidney disorders Headache Syndromes Hernia

Stroke and T,l.A. Anv MalignancY E.N.T. Disorders

Cholelithiasis lschaemic Heart Disease Hemorrhoids

Enlargement of Prostate (BPH,

enlargement of Prostate)

Thyroid and Other Hormonal

Disorders

Any Other (Please sPecifY)

2t Does anv orthe 

1., 

"'A:l',;"'Hrrom Diabetes?

lf yes, please furnish the details of the person(s) suffering from Diabetes:

S. No. Name of the Person

1.

2.

3.

4.

5.

5.



3}DoesanyofthepersonproposedforinsurancesufferfromHypertension?

HyPertension'

S, No. Name of the Person 
,

1.

2.

3.

4.

5.

6.

Yes a No w*
tf yes, please furnish the details of the person(s) suffering f rom

any illnessldisease or had an

4) Have any of the persons proposed for insurance suffered from

accident in the past six years? lf so' give details as under:

,-t^.^^.hnftheDersonsproposedforinsurance,ifhe/shehad
Note: rhis information should be s:v:: ::::::i :::J'::irrraterY'

6) please give detairs of any knowtedge or any positive existence or presence of any ailment'

sickness or injury, which may require?edical attention? lf yes' then give details below:

ilaile of attending

medical
practitioner /
surgeon with his

addresql&'!e!' \lgs'

First
treatment
comPleted/is
continuing

illness/disease/injurY
& treatment
received

tttame of the Person

;:;;'1.; .oon,""r, facts affecting the proposed rnsurance, which should be disclosed to

insurers? lf yes' then give details below:



EAcHzoNElscLAsslFlEDAseELow:wouldincludetheirUrban

Mumbai(includesai,Kalyan.Dombivli,Ulhasnagar,
Amt)atl llclLllr uovrlyu., qr'- ---'- =

Delhi NCR (lnclud; F.ridrbad, errg*O-fVt.il't, Roht'[ Sonepat' Rewari' Jhajjhar'

Panipat and Palwal, Meerut, Ghaziabad' Gautam t'Oli^T::::.::'*::1:?J#
;il;ffi,1';;;; NCr of Derhi) ,Bangarore, chennai, Hvderabad and secunderabad,

I

7|Wheredoyouwishtotaketreatment?(SeeTableBelow):Zonel
Zone ll

Zone lll

8) Nameof theNominee - " 
". '2 

" 
Relationship ll '

9) Period of lnsurance: From b 3'9'-?2 -

10)Are you an employee of NIA / NIC / UllC / OIC / GIC

lf Yes, Please Furnish SR No. &-and Name of comPanY Pfl

11) Decraration: r decrare that the persons proposed for insurance are my family members and I also

declare that

(STRIKEoUToNEoFTHEsETWoSTATEMENTSTHATISNoTAPPLICABLE)

None of them suffer from any pre-existing conditions

I have given explicit information of such sickness/cjisease/injury

sustainedintheabovecolumnswheretheinformationhasbeensought'

1. ,,lfwehereby 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 knowredge and that r/we am/are authorized to propose on behalf of

these other Persons'

2.lunderstandthattheinformationprovidedbymewillformthebasisoftheinsurancepolrcy,is
subjecttotheBoardapprovedunderwritingpolicyoftheinsurancecompanyandthatthe
policywillcomeintoforceonlyafterfullreceiptofthepremiumchargeable.

3. l/we further declare that l/we will notify in writing any change occurring in the

general health of the life to be insured/proposer after the proposal has been

before communicatlon of the risk acceptance by the company'

i.

ii.

rEtE[t

occuPation or

submitted but



,+ 
Y

J

4. r/we decrare and ccnsent to the company seeking medicar information from any doctor or from

a hospitar who at anytime has attended on the rife to be insured/proposer or from any past or

present employer concerning anything which affects tlre physical or mental health of the life to

beassured/proposerandseekinginformationfromanyinsurancecompanytowhichan
applicationforinsuranceonthelifetobeassured/proposerhasbeenmadeforthepurposeof
underwriting the proposal and/or claim settlement'

l/we authorize the company to share information pertaining to my proposal including the

medicar records for the sore purpose of proposar underwriting and/or claims settlement and

with any Governmental and/or Regulatory authority'"

5.

PhotograPhs of

Date:

EEE rrrlELl L-j \- i

Placel

DD MM YY

t
I

t,

\



L = !a-i E HE ;xea*' Star Health and AIIied lnsurance Company Limited
Persona) & caring lnsunnce

y't-c|\
Family Health Optima Insurance Plan

sHAHLlP2l 21 1V042021

lnconsiderationof paymentof Rs.15287/- towardsrenewal premiumof Policvnumber:P/201114/01/2021/005668,thepolicystands
renewed for a further period of 1 year as per the details given below.

: P 120'1 1 1 41 01 12022l007s65

osrlN :

SAC Code :

lss_uing Office Code

lslyilg O!ti91t f9m9
l Address :

i

iCnnJcS+5i 7r-tzo

Tel/Mobile

E-mail id

Proposer GSTIN : -

Proposal date : 231071?,.0?0

' Date of lnceplion of first policy

Renewal Year : First Year

Collection Number &
Date -'- _

Premium : Rs 12955 I
CGST @9% : Rs 1,1661 SGST/ UTGST@9%: Rs 1,166/-

Total Premium : Rs 15287 /- Stamp Duty : Re 1 /-
I

Total Premium ln Words

lnslallment Facility Optn :No

Details of lnsured Persons :

Fulfiller Code I SH24B9

Intermediary Code ' 11A0000341750: 04-AUG-2020

Tel/Mobile

E-mail id
l

Place of Supply

Name

Tel/Mobile

E-mail id

; 0731 - 4221 130131 t32133134135136

: lndgfebg]@starhealth.in

: MT.MANMEET SINGH
KARTARSHINGH RAJPAL

' 942508777 419425087 7 7 4

r MEETRAJPALS@YAHOO.IN

p* ir'ririg Dir"";"

: Rupees Fifteen Thousand Two Hundred Eighty Seven Only

I

Premium Payment Frequency :Annual i lnstallment Amount Rs. : 0

Period of insurance : From : 04/08i2021 00:00 To : Midnightof 0310812022

Basic Floater Sum Insqred : 500000 Scheme Description z 2k+2C

In words 3 Rupees: Five Lakhs Only

Bonus: Rs. 125000 Limit of coverage : Rs.625000 Recharge Benefit : Rs. i50000

Gender

,ri
Fi

I

tr

SI,
No.

,1

2

3

4

Namo of the lnsured

AI]HISHEK MITTAL

RUCHI MITTAL

.SNEHA MITTAL

SHOURYA MITTAL

Date of Binh Age in Relationship
,_f re- . _.:.di- il,_opongL

0610411979: +z i Selr
ri

2810211982 39 SPOUSE

lD Card No

1 6398086:1

r 16368086-2

oslo+rzoos i ro i oirirrorr rosog0g6-i
i 1 ^urn I_i , ,-l __gtu!D ,L
l

08/05/2010 ] 11 DEeENDANT, togoeogo-+
CHILD , ,.,-,-

No PED declared

No PED declared , 0410812015

Authorised Signatory

No PED declared 04!09!?915

04t0812015

M

Entered By : PREMIA

Approved By : BACKDATE

lRDAlRegn. No 129

Corporate ldentity Number U6601OTN2005PLCO56649
Email lD : support@starhealth.in

Ql/'*

& Corporate Office: 1, New Tank Street, Vatluvar Kottam High Road, Nungambakkam, Chennai - 600 034. Phone i 044-28302700 / 28288800 Toll Free Fax No.: 1800-425-

ToilFreeNo.:1800-425-2255/1800-102-4477, CIN:U66010TN2005PLC056649Email :support@starhealth.inWebsite:www.starhealth.inlRDAI Regn.No: 129

Regd

165 RNT Marg, Near Chetak Centre,
lndore(MP)

I
I

lnception Oate



{=u=r**.- star Health and Allied Insurance company Limited
{o", rnn"' & c'rros i lnsurance

Attached to and forming part of Policy No'

Nominee Details

P t 20 1 1 1 4l o'l I 2022t007 565

[or!le9 9u!r!Lc p1 tne- q1_9P_999I

l

I

i

. ---i
I

s.No. 
J

RUCHI MITTAL

RelationshiP
with ProPoser

Sp9us9

Sector Classification

(from incePtion).

condition No 3 resardins deray in paymenl"l1l,::Elj:effit:H5fl1"1*::-=Xl?lJLi"Jil#ijtll?:iection or Poiicvhorders' lnterests)

;rnu b"rpr.v sr,itt pay interest as per lnsurance xe

Reoularions, 2017, in case "fi:?; 
, p;r;;i;i;.^admiiteo claim under the Policv"

"[;I:,}:1']irffi,::il;"'+:lXf$i!: il::',*""3"?,'J"lf],',erminate 
immedi,l:y:: the earrier or the rorrowins events:

, . upon rhe death of the r..r..o-EJiro"ini. *"u,,, ,n.t, ii" ."r"i i.i1n" su,.uiuing *.;;#;iin; r,*irv *irr 
"o-ntin'u' 

subject to other terms ot

the oolicv.
,UponexhaustionoftheBasicsumlnsured,BasicsumlnsuredplusBonus,BasicsumlnsuredplusBonusplusRestoreand/orRecharge

Sum Insured."

lmportant 
)n shourd be given to the company immediately, however, within 24 hrs from the time of

ln the event of hospitalization of insured person' intimati(

;:il::L : 1800 425 22ss / 1800 1o-z! 4!77 _ Eaail: supnort@starhealth'in' Fa1 No: 't800 42s 5s22 ' 
entions are carried out by

AyUSr,i Hospitar means a n.unn.ur" facility wherein -"$F;:it-1;rtpara-EurgiCar 
tiealment procedures and interv

AYUSH Medical eractitioneris; c"rnql.llg ?i 3lv^of 
the followins:

1. central or state Government eVusri nospital or 
lent / central council of lndian

2. Teaching hospitar attacheo io nyusH coriege recognized by the central Governr'

. K3,sI"l::13:,".*:u:::::;",s;:mIl!li;rr",n"?th.11. 
f.1?,ltv-,of anv recosnized svstem of medicine'

registered witn the locali'rji;;,ilr,';;;;"., ,ppri"rii", 
'nJ 

is under the sup"'itio' o] ' 
qualiied registered AYUSH

; Medical Practitloner andli"ti 
"""i'ry 

with all the following criterion:
'i. - - 

f uu'ng at least 5 in-patient beds;

ii. Having quatirieo ni[SH Medical Practitioner in charge round the clock;

iii. Having dedicateO AVUSH therapy sections " 
i.-iffi; and/or has equipped operation theatre where

i ,; Uffiil.llf:;;?:fliyj:;'ffiI"itT;.o makins them accessibre to the insurance companv's

i authorized rePresentative'' 
_ ^, i^^r, ,d6< cnmmrnitv Health centre (cHC). primary Health centre lPHc)Disoensary' clinic'

' AYUSI-1 Day Care Centre means and includes Commyl

polvcrinic or any such n",rin t"ntr" which is registered *:]' #tcl,Ji";ti'oillu' *ntlf*1Ji 
"o'lt; 

;il having-facirities for carrying out

trejtment procedures ano meJicat or surgicari par;-rrrgi*r' il"*"ntions or ooth und"l ii" li''p"*L';n of registered AYUSH Medical

practriioner (s) on day.rr.'irr* *iinout-in-prtiert t"J;t';;i';;tit"pr, with all the following criterion:

i. Having qualified .ugi.i"l"JAvusH Medicat Practitioner(s) in charge; 
ration theatre where surgical procedures

ii. tlaving dedicated nvU-Si tn""py sections as required and/or has equippeo ope

epresentative.
are to be carried out: 

-^Li^^ rhom accessible to the insu'
iii. Maintaining daily recordso{the pqtientg and making them.acgegslb]eto the insurance company's authorizedr

Urban i . -I

Prease check whether the detairsgiven bv Y:,Y"*?Xti::l?:i,fi.3"J:iJil:"'[:l':i?''ea;::il'Hri"g ;[i;[ihl detairs ierating
please check whether the details given by you about the insured oersons rn Ine PruPwrep;:ii"v,lriri.g *i i.t the details relating

you 
'nd 

any oiscrepancv, pte#'e={t:,t*::['I[i:i:i:*:l*;"t"1i::f::.t"Hlf3r r",youfindanydiscrepancy'ple,aselnlornruuwr(rrrrr'-"-'- n"atohavebeenacceptedbyyou
io the insured person given rn the policy schedule are deemed to nave Deelr duusPr'v v

under the policy and the policy shall be void abinitio

Warranted that in case of dishonor of premium cheque(s)' the Company shait not be liable

Entered BY : PREMIA

Approved BY : BACKDATE

*o-r*a0rr00 / 28288800 Toll Free Fax No': 1800

Chennai - 600 034 Phone

Regd & Corporate Office: 1' New Tank Street

Toll Free No':1800-425-2255 / 1800

Valluvar Kottam High Road Nungambakkam

102-4477. CIN : U660'1OTN2005P1C056649 
Email support@starhealth'in Website : www starhealth in IRDAI Regn No:129

the I 'N"t" 
I

:laim I l. -1:,'1:. I

100 I

RelationshiP
with Nominee

-----'-' -'1
L

,-*--l

-J



\r/\
F _ =.:=_= Heatth
K rnsurance

@

\j1+

Star Health and Allied Insurance Company Limite

Family Health Optima lnsurance Plan

Unique ldentification No' IRDAI/HLT/SHAllP-HN'llll12912017'18
PolicY Schedule

ii"ri*" Fori", N;'

I Tel/Mobile
-i: "--.- ..

,Customer Code : 440013460091 CqTl!. .,.. 1 :'_
iCustomer Name : MT.ABHISHEK MITTAL SAC COdE

tPolicy No. : P 1201114tO1 12021/00s668

proposgl code i 436qQg,q I lsluLls 91f!cp cole
Proposer Name : ABHISHEK MITTAL , lgsqlng O[ce Nqlne

rnoo,"ii , SrNoHwA rrrnUlAr.rA n2Ao ioAo alJi".i
' SENDHWA, BARWANI

t4P

Sendhwa (M),Barwani,MadhYa

lrq9?s!:$-19-o-o

23AAJCS451 71126

eeri aaE;id;;au"o i.iitn iniuinCe sJr"i.e'

, B1q1chQflce: !lq-oj91 . :
: 207, Shalimar Corporate Centre , 8-B South

Tukoganj,
lndore, MadhYa Pradesh - 452 001.

sH2+as

Y

ryry997q9r t9!51
E-mail id

Renewal Year : NEW

iCollection Number & . 1158006109 &2310712020
Date

Premium : Rs 12955 I
CGST @9% : Rs 1,'1661 SGST/UTGST@9%: Rs 1,1661

Total Premium :Rs 15287 /- Stamp Duty : Re 1 I

i E-mail id
-----+-'-.'- -__-_--

Place of Supolvi_...'
i Fuifiller Code

---l Intermediary Code : 8A0000341150

MT.MANMEET SINGH
KAI{TAIISHNGH RAJI'AL

9 425087 7 7 4 19 425087 7 7 1

MEE'I'RAJP AL8@YAH O O.IN

Name

I

Tel/N{obile

Il-mail icl

Details of lnsurod Persons :

Sl. Name of the lnsured Gender Date of Birth : Age in Relationship lD Card No

No. I Yrs I Yvith PPPqqql :

1 , 4qryqU.Ef -UlrTAL I M ,o6to!t1e79 
t at SELI 16368086-1
i L L ,^^^^^^^ ^i;i--;uaHtMrrrAl I 

'zsroznsw.t 
$'j 5pss5E Ito3oaoao-z

--:^^;^^;l--i-- b-vo*oo, ' 15 I ogtu*on*r 16368086-33 SNEH MITTAL 
CHILD,-.-,1 .. :_ r

i i inoj*ror,iio. I * i oarostzoro I ro I oEpeNoRNr I tosoaoeo-+
CHILD_ _._.- )

tr"-"t,.,f"g o,";"."

No PED declared

No PED declared

lnception Date

04108t2015 
l

04t0812015

No PED declared

No PED declared

04t08t2015
)--l

o4t0812015
L

For Star Health and Allied lnsurance Com;
Entered By : SH10587

IRDAI Regn. No 129

Corporate ldentity Number U66010TN2005PLC056649
Email lD : support@starhealth.in

(^).,L1.'1'

Authorised Signatory

Reqd. & Corporate Offlce: 1, New Tank Street, Valluvar Kottam High Road, Nungambakkam, Chennai - 600 034. Phone : 044-28302700 I 282889A0 Toll Free Fax No.: 1

Toil Free No.:1800-425-2255 t 1800-102-4477, CIN : U66010TN2005P1C056649 Email : support@starhealth.in Website: www.starhealth.in IRDAI Resn. No:

\h
'a(: \;'tu" 

) n
/"o

.+/

I

_-_l
l

I

l



Nominee Details
AttachedtoandformingPartofPolicyNo.Pt20ll'1410112021/005668

For Star Health and Allied lnsurance Company Ltd

Sector Classification

U rban

pleasecheckwhetherthedetailsgivenbyyouabouttheinsuredpersonsintheproposal forma-re.incorporatedcorrectlyinthepolicyschedule lf

you find any discrepancy, ptease inform us within 15 days from the date of receipt of the policy, failing which the details relating

io the insured person given in the policy Schedule are deemed to have been accepted by you'

warranted that in case of dishonor of premium cheque(s), the company shall not be llable under the policy and the policy shall be void abinitio

(from inception).

. Condition No. 3 regarding delay in payment of claim shall read as follows and not as stated in policy wordings:

d ,,The company shall pay interest as per lnsurance Regulatory ano oevetopment Authority of lndia (Protection of Policyholders' lnterests)

Regulations, ZbtZ, in case of delay in payment of an admitted claim under the Policv"

THE TNSURANcE uNDER THts poLtcy ls suBJ;ci io coruotrtorus, cr-nudEs, WARRANTIES, ExcLUsloNs ETc" ATTACHED'

Condition No: 13 of the policy wordings should read as follows
,'Automatic Termination: The insuranie under this poticy shatt terminate immediately o1. the earlier of the 

,following 
events:

. upon .ti6 death of the lirsijEo Feruon Ti.'i" nreanJin"ii, il;';;;;;i;;1h" r"ri"i"ti ,".b"i. or the familv will continue' subject to other lerms ot

lni,l.tX?;n.roion of the Basic sum tnsured, Basic sum tnsured ptus Bonus, Basic sum lnsured plus Bonus plus Restore and / or Recharge

Sum lnsured."

lmportant

ln the event of hospitalization of insured person, intimation should be given to the company immediately, however, within 24 hrs from the time of

aCrnlssion.

Toll Free No : 1 800 425 2255 t 18OO 102 4477 Email: support@starhealth'in, Fax No: 18OO 425 5522 ',

Continuity Benefits applicable is as follows

of July 2020.

Entered By : SH'10587

6f
.s/ tw.
oJ! t
,\\b

(tr l'
rised I

lo
/ey

- i --. 
- , .. .., 'aog1y.--- .,-r",""", 

- 
,r,*,*ov"", lrr"=r,",,ngDi.".." '

rS.No. i Name of the J ld card No rwaiting Period i ;i:i;:;"" ] Exclusion i II : lnsured irrrll,l
l-- -i-*.^-^.;-::: -ti -::.;^:J-_ r*;;^; - r -; -- -t** - l-;;; - ---l

1 ABHISHEK tOSOgOAO-t Waived I Not warveo uovervu

MITTAL Applicabte
,.,t

2 | RUCHI MITTAL ' 16368086-2 waived 
^-I:1",^ 

waived covered

; --- -- lAPP-lq1blg- | -- - I --
2 RUCHI MII IAL ' lbJouuoo-z ' rrut I ''-" -

L- j.- _ _-_l I _ ___ 1App_!q1bre_ t___ l --| -- --- - 
|

J r SNEH MITTAL 16368086-3 waived I Not ' Waived I Covered

AoolicabieADolicatrie
. , .r.r " -".: -

i 4 , SHOURYA I 16368086-4 lwaived Not I Waived I Covered

I ylTIAl - Applicable

,,A waiting periocl apply as freshfronr lhe dare of enhancenlentfor lhe increase in lhe sum instrrecl, that is, the dffirence between the

expiringiolicl' suui i,riured a,'d the increased current stu17 insured"'

ln witness whereof the undersigned being authorized by and on behalf of the company has set his hand at Branch office - lndore I on 23rd Day

Nominee Details
Details

L

RelationshiP 
I

with Nominee i

--_=--l



THE NEW INDIA ASSURANCE CO. LTD.
(Government of lndia Undertaking)

THE NEW INDIA ASSURANCE CO. LTD.
REGISTERED & HEAD OFFICE:87,MAHATMA GANDHI ROAD,MUMBAI

400001

: lpotsettztz

NEW INDIA FLOATER MEDICLAIM
SCHEDULE

lnsureds Details lssuinq Office Details
nsured Name MR. ABHISHEK MITTAL Office Code SENDHWA BRANCH A51701\

Address MOLANA AZAD MARG SENDHWA
DISTT BARWANI

SENDHWA (KHARGON),MADHYA
PRADESH.451666

Address OPPOSITE VETERINARY HOSPITAL
A.B ROAD
,451666

Phone No/Mobile No. 997001 1 055 Phone No 07 281 222302 I 07 281 224302
E-mail/Fax E-mail/Fax nia.451 701 @newindia.co.in /

07281222302
PAN No S.Tax Reqn. No AAACN4165CST,178
GSTIN/UIN NA/NA GSTIN 23AAACN4165C1ZZ

sAc 997139 (Other non-life insurance services
excl Rl)

Policv Details
Business Source Code

Policy Number 45170134192800000050 Dev.Off
level./B roker/D irecUWeb
Aooreoator

DTRECT BUSTNESS (2D1 0673460)

Period of lnsurance From:04/08/2019 12:00:01 AM
To:03/08/2020 '1 1:59:59 PM

AgenUBancassu rance/S p
ecified Person

MTs. SUKHMEET KAUR RAJPAL
{AG00037533)

Prev. Policy no. 45170134182800000074 Phone No 9425326922, 99269877 7 4 I
07 28 1 222302. 07 281 22 4302

Client Type Non-Corporate E-mail/Fax sukh.meetl 977@yahoo.com /
nia.4517 01 @newindia.co.in, /
07 281 228282 I 07 281 222302

Total Sum lnsured

Signalurc Not,"lri"*^, \
o giiIslly sislo
by Sr nivatgn

Date 201€ 07 31
ro r s *fsr

Policy No. :45170134192800000050Document generated by AG_SKHMTRJ at 31/07/2019 16:1S:22 Hours.
Regd. & Head Office: New lndia Assurance Bldg., 87 M.G. Road, Fort, Mumbai - 4OO OO1. TOLL FREE No. 1 BO0 209 141S.

Member Details
Sl. No. Name of

lnsured Person
Date of Birth Sex Occupation Relation Date of

inception of
Continuous
Coveraoa

Pre-Existing Disease

I SMT. RUCHI
WO

ABHISHEK
MITTAL

28102t1982 M Housewif
e

Spouse 04t08t2015 Not Appl
icable

2 MISS. SNEHA
D/O

ABHISHEK
MITTAL

05t04t2005 M Students
- Schoo

I and Co
lleoe

Children 0410812015 Not Appl
icable

3 MASTER
SHOURYA S/O

ABHISHEK
MITTAL

08/05/20'10 M Any Othe
r

Children 04t0812015 Not Appl
icable

4 MR. ABHISHEK
MITTAL

06/01 /1 979 M Business
/ Trade

rS

Self 04108t2015 Not Appl
icable



t- )I Name of Nominee : ' SMT.RUCHI MITTAL I Relation : I Spouse

r 

- 

Premium Working Table

THE NEW INDIA ASSURANCE CO. LTD.
(Government of lndia Undertaking)

-This Policy is subject to terms and conditions of New lndia Floater Mediclaim.

Premium and GST Details
Rate of Tax

tN WITNESS WHEREOF,Ihe undersigned being duly authorized has hereunto set his/her hand

at 

- 

this -- daY of ---- 2o

Date of lssue: 3U07l2019

Amount in INR

tl2316Premium

SGST

CGST

IGST

1r.08

1108
9

9

0

(Mr. Madanlal Raniwal)
[Branch Manager]

Authorized Siqnatory For and on behalf of
The New [ndia A-ssurance ComPanY

Limited

poticy No. : 45i70134192800000050Document generated by AG-SKHMTRJ at 31/07/2019 16:15:22 Hours.

Regd. & Head Office: New lndia Assurance Bldg., 87 M.G. Road, FoG Mumbai'4OO 001. TOLL FREE No. 1 800 209 1415'

Name MDINDIA HEALTH INSURANCE TPA
PVT. LIMITED

Telephone 02025300000

Address S. NO. 46/1 , E-SPACE, A-2 BUILDING,
3RD FLOOR, PUNE-NAGAR ROAD,
VADGAONSHERI, PUNE-41't 01 4
NA

Fax
Emall
Toll Froo No.
Moblie No,

02025300003

sl.
No.

Name of lnsured Total Basic Premium Family Discount Gross Premium

1 SMT. RUCHIWO ABHISHEK MITTAL 5166 775 4391

2 MISS, SNEHA D/O ABHISHEK MITTAL 2079 312 1767

3 MASTER SHOURYA S/O ABHISHEK
MITTAL

2079 312 1767

4 MR. ABHISHEK MITTAL 5't 66 775 439 1

Total crocs Premiuml 12316

GST 2216

Net Premium Amt. 14532

Net Premium Amt.(ln words) RUPEES FOURTEEN
THOUSAND FIVE HUNDRED
THIRTY-TWO ONLY

.fl
IJ. lJ



THi NEW INDIA ASSURANCE CO. LTD'
(Governrient of lndia Undertaking)

New lndia Floater Mediclaim

PREMIUM CERTIFICATE FOR THE PURPOSE OF DEDUCTION UNDER SECTION 80 D OF INCOME TAx ( AMENDMENT ) ACT 1986

ThisistocertifvthatMr./MrS'MR.ABH|SHEKMITTALhaspaid<RUPEESFoURTEENTHoUSAND-F]VE.HUNDREDTHIRTY-TWo
oNLy (in words) towards premium for New rnoia rro'a't'di-laneiitr.i,iii"-rilri, p6|ioI cialoaiz0lg rz:oo:ot AM to 03/08/2020

11:59:59 PM

office Code sENDHWA BRANCF| 145 lZqU--
Address OPPOSITE VETERINARY HOSPITAL

A.B ROAD
.451566

Telephone 07 281222302 I 07 28L22 4302

Fax o7281222302

Policv no. 45 170134192800000050

Receipt no. & date 4s 170181190000002508
3vo7t20L9

Date of lssue: 3U07l2019

(Mr. Madanlal Raniwal)' 
[Branch Manager]

Authorized Sisnatory For and on behalf of' 
The New india A-ssurance ComPanY

Limited

(Note: This certificate must be surrendered to the lnsurance com.pany for issuance of fresh certificate in case of cancellation

lji iiE pljriEvti l.vtit"litii,i in thr Jinlu ri nce affecti ns the prem i u m)

Policy No. :4517O134192800000050Document generated by AG-SKHMTRJ at 31/07/2019 16:15:22 Hours'

Regd.&Headoffice:NewlndiaAssuranceBldg.,STM.G.Road,Fort,Mumbai'4oooo1'TOLLFREENo"l8002091415'



IS5,I5.HIT?I}f, :i"',m:i50",?,"'

REGTSTEREDJHESB'JP''#SSfi 
Xfii]fi i8?*"'ff *oAD'MUMBAT

NEw I N DrA FffieFrtyt'r cLArM

OPP. Verenrr'rARY HOSPITAL'
A.B.ROAD,;ilNAA MARG SENDHWA

DISTT BARWANI

SENDHWA (KHARGON),MADHYA
DaAntrsH- 4516ti6

ni*aSt ZOt @-n"windia'co'in 
/

99il--9 loth"t non-life insurance services

isttotttfizaooooooT4

l'"',ai'.'ffi ruIif;S!^f 
*

9926987774 I

Isfiots+tazsoooooos5

MASTER
SHOURYA S/O

ABHISHEK

Vffi'$i6l^ ^" ----r -^-ararad hv 38044 at 02,08,2018 12:25:31 Hours'
Date 20D 08'02u'uH:::,""'.Ti[il;;fl#,:T::::::::Hffi"il:J:ff5:ll"'111"'iI;';*ooi 

'o.'FREENo 
18oo2oe14'|5

Not APPI
icable

Not APPI
icable



THE NEW INDIA ASSURANCE CO' LTD.
(Oorlrnment of lndia Undertaking)

S NO. 46/1 . E-SPACE, A.2 BUILDING'
ino Ft-oon. PUNE-NAGAR RoAD'
VnocnousnrRl, PUNE-41 1 01 4

RUPEES FOURTEEN
ir-rousnuo FlvE HU NDRED

*This Policy is subject to terms and conditions of New lndia Flgater Mediclaim'

Premium and GST Details

Premium

SGST

CGST

IGST

Rate of Tax

9

9

0

Amount in INR

il.2316
11 08

1108

0

tN WTTNESS WHEREOF,the undersigned being duly authorized has hereunto set his/her hand

at this -___-..__-- daY of 

- 

2o

Date of lssue: 02/08/2018
o*+"n'.sft H'iliil"fl '-![l*t'.?h?"J]i]'"

Policy No. z45170,l34l8280ooooo74Documentgenerated by 38044 ato2lo8t20,l8 12:25:31 Hours.

Regd. & Head office: New lndia Assurance Btdg.,87 M'G' Road, Fort' Mumbai - 4oo oo1' TOLL FREE No' 1 800 209 1415'

HEALTH INSURANCE TPA



THE NEW INDIA ASSURANCE CO. LTD.
(Government of lndia Undertaking)

New lndia Floater Mediclaim

PREMIUM CERTIFICATE FOR THE PURPOSE OF DEDUCTION UNDER SECTION 80 D OF INCOME TAX ( AMENDMENT ) ACT 1986

This is to certify that Mr./Mrs. MR. ABHISHEK MITTAL has paid t RUPEES FOURTEEN THOUSAND FIVE HUNDRED THIRTY-TWO
ONLY (in words) towards premium for New lndia Floater Mediclalm forthe period 0410812018 12:00:01. AM to 03/08/2019
11:59:59 PM

lnsurer Office Code SENDHWA BRANCH (451701)

Address OPP, VETERINARY HOSPITAL,
A.B.ROAD,
45 1 666

feleohone 07 281222302 I 07 28L224302
Fax 07281,222302

Policy no. 45t70t34182800000074
Receipt no. & date 45 1 70181 180000002 2 63

02t08t20t8

Date of lssue: 02/08/2018
Authorized Signatory For and on behalf of

The New lndia Assurance Company
Limited

(Note: This certificate must be surrendered to the lnsurance Companyfor issuance of fresh certificate in case of cancellation
of the policy or any alteration in the lnsurance affecting the premium)

Policy No. :45170134182800000074Document generated by 38044 at0210812018 12:25:31 Hours.

Regd. & Head Office: New lndia Assurance Bldg., 87 M.G. Road, Fort, Mumbai - 400 001. TOLL FREE No. 1 800 209 1415.
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