
APPLICATION FORM - INTERCARE
(For individuals/ families)

The Proposer (Policy holder) is responsible to: 

· Carefully read the notes below before completing this form;

· Provide all relevant information to the best of his/her knowledge and belief which would affect insurer’s decision about whether or not to offer insurance. This form must be completed and signed by the Proposer/Insured person;

· Provide all requested information before applying for extension, change or renewal;
· Understand that if (s)he fails to fulfill his obligations in provision of complete information, the Insurer shall have the rights to apply total or partial reduction of entitled benefits in case of any claim. If such false declaration is made with the intent to obtain a fraudulent outcome, the Insurer shall have the rights to cancel/ terminate the policy from its inception date and all benefits are forfeited.

1. DETAILS OF PROPOSER (POLICYHOLDER)




	Full name: ……………………………………………………..
	
	ID. no (or Passport no.):..…………………………………………

	Address:…………………………………………………………
	
	Occupation: ……………………………..…………………………

…………………………………………………………………………




2. DETAILS OF INSURED MEMBERS
	Full name
	Date of birth 
	Relationship to the Proposer 
	ID no. (or Passport no./ Birth certificate no.):
	Gender 
	Address

	1……………………………………..
	
	
	
	
	

	2……………………………………..
	
	
	
	
	

	3……………………………………..
	
	
	
	
	

	4……………………………………..
	
	
	
	
	


3. DATE OF ENTRY: ......./ ......../................ 
4. CHOICE OF COVER (Please tick in box)
4.1 core plan: In-patient treatment due to illness/ disease/ accident
	IP  
	SELECT      FORMCHECKBOX 

	Essential FORMCHECKBOX 

	Classic   FORMCHECKBOX 

	Gold    FORMCHECKBOX 
          
	Diamond    FORMCHECKBOX 


	        4.2 Optional plan(s):

	1. Out-patient treatment due to illness/ disease/ accident (OP)
	Select       FORMCHECKBOX 
 
	Essential     FORMCHECKBOX 

	Classic       FORMCHECKBOX 

	GOLD       FORMCHECKBOX 

	Diamond      FORMCHECKBOX 


	2. Maternity care (MA)
	Select       FORMCHECKBOX 
 
	Essential     FORMCHECKBOX 

	Classic       FORMCHECKBOX 

	GOLD       FORMCHECKBOX 

	Diamond      FORMCHECKBOX 


	3. Dental care (DC)
	Select       FORMCHECKBOX 
 
	Essential     FORMCHECKBOX 

	Classic       FORMCHECKBOX 

	GOLD       FORMCHECKBOX 

	Diamond      FORMCHECKBOX 


	4. Personal Accident (PA)
	Select       FORMCHECKBOX 
 


	Essential     FORMCHECKBOX 


	Classic       FORMCHECKBOX 


	GOLD       FORMCHECKBOX 


	Diamond      FORMCHECKBOX 



	5. Term life (TL)
	Select       FORMCHECKBOX 
 


	Essential     FORMCHECKBOX 


	Classic       FORMCHECKBOX 


	GOLD       FORMCHECKBOX 


	Diamond      FORMCHECKBOX 



	6. Overseas study protection plan (OSP)
	N/A
	Essential     FORMCHECKBOX 

	Classic       FORMCHECKBOX 

	GOLD       FORMCHECKBOX 

	Diamond      FORMCHECKBOX 



*Note: If choosing the optional plan 6, please provide details: 

+ Name of international program and educational institution:……………………………………………………………

…………………………………………………………………………………………………………………………….....

+ Address of foreign educational institution:….………………………………………………………………………..

+ Details of Sponsor:

· Full name:…………………………………………………… Gender:  ………………………..

· Date of birth:……………………………............................. ID. no (or Passport no.):…………………

· Relationship to the student:…………………………………………………………………………….

5. METHOD OF PAYMENT: 
   Cash  FORMCHECKBOX 



                

                  Bank transfer FORMCHECKBOX 

 

6. MEDICAL QUESTIONAIRE:

	No.
	Questions
	YES
	NO

	1
	Have you or any of your family members had any congenital abnormality, physical impairments, or injury? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2
	During the last 05 years, have you or any of your family members had any surgical operation, been hospitalized or treated in any hospital, sanatorium or similar places or any medical facility; or had any known medical conditions for which hospitalization may be necessary in the next twelve months?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3
	During the last 05 years, have you or any of your family members ever suffered from or been treated for cancer and tumor of all types; diseases of heart, liver (hepatitis A, B, C), pancreas, kidney, lung failure; diseases related to hematopoietic (blood forming) system including pancreatic failure, acute and chronic leukemia; growth hormone deficiency; diabetes mellitus; Parkinson’s disease or other diseases?
	 FORMCHECKBOX 

	 FORMCHECKBOX 



If you answer Yes to any of the above questions, please give full explanation of the patient’s name, date of treatment, details and results of treatment (if more space is needed, please complete a separate sheet) 
……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………
	7. DETAILS OF BENEFICIARY (Applicable if the Insured is deceased)  
Full name:………………………………………………….
ID. no (or Passport no.):………………………………….
Relationship to the Insured: ……………………………
Tel: ……………………………………………….
Address: …………………………………………………..
Email: ……………………………………………………..


	
	

	8. DETAILS OF NOMINATED RECEIVER  (Applicable if the Insured nominates another person to receive his/her payments of benefit)
Full name:………………………………………………….

ID. no (or Passport no.):………………………………….

Relationship to the Insured: ……………………………
Tel: ……………………………………………….
Address: …………………………………………………..
Email: ……………………………………………………..



Declaration: I hereby apply to be enrolled in the insurance policy together with the person(s) to be insured listed above. The statements and answers given in this application form are full, true and complete to the best of my/our knowledge and belief. On behalf of all Insured persons named in this application, we clearly acknowledge and agree to all policy's terms and conditions including but not limited to all benefits and exclusions. It is agreed that this declaration and information given in this Application shall form the basis of Policy issued as a result of this application.

	To be filled out by the Agent /Sales Representative
	..............., (date)/........./(month) ......./(year) ........

	Approval  (                Denial (
	Signed by the Proposer       Signed by the Insured

(Signature and full name)           (Signature and full name)

	Reason: .......................................................................................

…………………………………………………………………
	

	Signed by the Agent /Sales Representative

(Signature and full name)
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