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LSDOC003

Proposal for Additional Benefit Addition

1.

Policy Number

… ……………………………………………………………………………….

2. Full name of the Life Assured

: …..…………………………………..……………………….

………………………………………………………………………………………………………………………………………………………
3. Date of birth /

: ………………………………………………………………………………………………………….……

4. Name and address of the family doctor

: …………………………………………..

……………………………………………………………………………………………………………….…………..
5. How long is the doctor known to you

හු

6. Details of the life assurances

………………………………
:

6.1 Has an application for Life, Critical Illness, Accident, Disability or Health Assurance on your life even
been declined, postponed or accepted on special terms?/
ක්
..........................................………………………..……………………………………………….………………
6.2 Is any Critical Illness cover already in forced on your life?/
…………………………………………………………..............................................................................
6.3 Has any proposal for Critical Illness cover been made on your life in the previous 12 months?

………………….……………………………………………………………………………………………………..…
Medical Details /
Do you suffer from or have ever suffered from any illness, disturbances, or problem or problems
connected with/
?
The heart or blood vessels such as high or low blood pressure, circulatory
problems, heart-attack, heart failure, angina, chest pain, heart defect, stroke,
7.1
diseases of the veins or arteries or others

7.2
7.3

The brain, nervous system or mental illness such as epilepsy, double vision,
paralysis, nervous disturbances or neurosis, mental disturbance or other
disorders?/
Have you ever attempted suicide?/
Cancer growth, tumours or any other malignancy?/

7.4

7.5

The digestive system disorders such as gastric or duodenal ulcers or other
disorders of the stomach or intestines such as inflammations, haemorrhage,
jaundice, diseases of the liver, gall bladder or pancreas or others/

7.6

The urinary tract or sexual organs disorders such as disorders of the kidneys
bladder, urinary stones, blood or protein in the urine or other disorders./

7.7

The blood or metabolism system disorders such as diabetes mellitus, elevated
cholesterol, thyroid gland or hormonal disturbances, anaemia, coagulation
disorders or other disturbances./

7.8

The Musculoskeletal system (Bones, spine, intervertebral discs, muscles,
ligaments, tendons) disorders such as arthritis, rheumatism or any other
disorder./

7.9

The eyes such as decreased visual acuity or refraction power(not wholly corrected
by spectacles retinal disorder or optic neuritis or the ears such as hearing
difficulties, inflammation, balance or other disorders. /

7.10

The respiratory organs disorders such as asthma, recurrent or chronic bronchitis,
pneumonia, pulmonary tuberculosis or other disorders./

7.11

7.12

Any other illness, impairment or injury (accidental of otherwise) not mentioned
above/
Any disorder of the breast, uterus, cervix or ovaries./
For female applicants only.

If the answer to any of the above questions (7.1 to 7.12) is “Yes”, please give details supported by hospital
diagnosis tickets/
“ ”
Question No:

Problem

Descriptions

..............

…………………………

…………………………

…………………………………………

..............

…………………………

…………………………

………………………………………….

..............

…………………………

…………………………

………………………………………….

..............

…………………………

…………………………

………………………………………….
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Name of the Physician/Consultant

2

8.

Family history

Have your parents, brothers or sisters, close blood relatives whether living or deal ever suffered
from heart disease, stroke, cancer, kidney disease, diabetes, High blood pressure or any mental
disorder prior to age 65. /

Yes

No

?

If “YES” please give details, /“

”

Sickness / Disturbance or problem

Relationship

Age

Living/dead

…………………………………………….

......................

……………………

…………..…………………

………………………………………..….

......................

…………………….

………………..……………

…………………………………………..

………………………….

....................

………………………………

I hereby declare that the statements made in this proposal are true and complete, and I agree that these
statements together with the statements to be made to the Medical Examiner if a Medical Examination
should be required, shall be basis of the contract between me and HNB Assurance PLC. I consent to the HNB
Assurance PLC, seeking information from any doctor who at any time has attended on me concerning
anything which affects my physical or mental health or seeking information from any insurer on my life and
I authorise the giving of such information./
කා
ර
I agree to inform HNB Assurance PLC of any changes in my health or occupation between the date of this
proposal and the date of acceptance./
ර

………………………………
Date

Signature of witness
Name of witness

Date
Place

…… ………………………………….
Signature of life to be assured

:……………………………………
:…………………………………………….

:…………………………………………………….………….……
:……………………………………………..……………………
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