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Travel Insurance ——




Overseas Mediclaim Policy Proposal Form
1. Name: ____________________________________________

2. DOB: _____________________________________________

3. Passport No.: ______________________________________

4. Mother’s Name: _____________________________________

5. Nominee Name: ____________________________________

6. Address: & Contact No.___________________________________________

___________________________________________________________________

Phone :__________________________ Mobile : ________________________

7. Plan: ( kindly tick on your appropriate plan)

	Platinum
	Gold
	Silver

	W50
	W50
	W50

	W100
	W100
	W100

	W250
	W250
	W250

	W500
	W500
	W500

	X50
	X50
	X50

	X100
	X100
	X100

	X250
	X250
	X250

	X500
	X500
	X500


Others:

8. Multi Trip: 

	
	W100
	W250
	W500

	30 days
	
	
	

	45 days
	
	
	


9. Student:

	Gold
	Gold Plus
	Silver
	Silver Plus

	W50
	W50
	W50
	W50

	W100
	W100
	W100
	W100

	W250
	W250
	W250
	W250

	X50
	X50
	X50
	X50

	X100
	X100
	X100
	X100

	X250
	X250
	X250
	X250


10. Salt & Pepper: 

	W50
	W25

	X50
	X25


11. Destination Place: __________________________________

12. Departure Date: ____________________________________

13. Arrival Date: _______________________________________

14. Duration: __________________________________________

15. Family Doctor's Name & Contact No:_______________________________

_______________________________________________________________

Signature:-……………………………………..        Date.:-……………………………………….

