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Acknowledgement

Received the proposal for ___________________________________________________________________________________________ policy from Mr/ Mrs/ Ms.__________________________________________________________________ along with 

payment of Rs._________________/- by Cash / vide Cheque/ DD No. ___________________________dt._________________________ drawn on _____________________________. The Cash/Cheque given by you is banked for operational convenience 

and banking of the Cash/Cheque does not mean acceptance of risk by us. The receipt of the Cash/Cheque will also be acknowledged by our office vide collection receipt. If the proposal is accepted, the cover will commence from the policy start date as stated in 

the policy schedule, subject to realization of the Cheque. If the proposal is not accepted, the amount paid will be refunded. Contact our office, in case policy is not received within 15 days from the date of payment of premium.

Date: Place: Name & Code of the authorised person: Signature of the a  uthorised person:    

Applicable for (Star Extra Protect - Add On Cover) - Floater Sum Insured

Please affix
stamp size
photograph
of Insured
Person - 1

Please affix
stamp size
photograph
of Insured
Person - 2

Please affix
stamp size
photograph
of Insured
Person - 3

Please affix
stamp size
photograph
of Insured
Person - 4

Please affix
stamp size
photograph
of Insured
Person - 5

c

Section – I

c

Section – II

If you opted Section II – Choose the Aggregate Deductible
c

Rs.25,000/-

c

Rs.50,000/-

c

Rs.1,00,000/-
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Signature / Thumb 
impression of the 
proposer:

PlaceDateName 

Submitted the above proposal for _____________________________________________________________________________ policy along with payment of Rs._______________________________ by cash/vide cheque/DD no.________________________

dated ______________________________ drawn on ____________________. I understand that the cash/cheque given is banked for operational convenience and commencement of risk is subject to the acceptance of proposal by you.

Prohibition of Rebates: Section 41 of Insurance Act 1938.

1. No person shall allow or offer to allow,  either directly or indirectly, as 
an inducement to any person to take out or renew or continue an 
insurance in respect of any kind of risk relating to lives or property in 
India, any rebate of the whole or part of the commission payable or any 
rebate of the premium shown on the policy, nor shall any person taking 
out or renewing or continuing a policy accept any rebate, except such 
rebate as may be allowed in accordance with the published 
prospectuses or tables of the insurer.

2. Any person making default in complying with the provisions of this 
section shall be liable for a penalty which may extend to ten lakh rupees.

The contents of the proposal form and features of 

the product have been fully explained to me and I 

have fully understood the significance of the 

proposed contract.

DateName of the person who explainedSignature of the person who explained

WHERE THE PROPOSER IS ILLITERATE OR SIGNS IN A LANGUAGE DIFFERENT FROM THAT OF THE 

LANGUAGE OF THE PROPOSAL FORM.

Signature / Thumb impression of the proposer

I hereby confirm that the details have been explained to the proposer.

Beware of spurious phone calls and fictitious/fraudulent offers and never respond to calls/emails/embedded links in SMS/emails asking you to update User id/Password/Credit Card Number/CVV/OTP etc.

Insurance is a contract of the utmost good faith, requiring the insured to answer all of the questions on the proposal form honestly and without omitting any information that is relevant. When submitting the proposal form, kindly reveal all pertinent information. If any important 
information is omitted from the proposal form, personal statement, declaration, or related papers, or if the proposer or someone acting on his behalf makes any false or erroneous statements, misrepresentations, or omissions, the Policy will be invalid, at the insurer's 
discretion. Please get in touch with the company's offices or agents if you have any questions about the proposal form.
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Declaration
The primary duty of the proposer is to fill out the proposal form and also to make sure that the proposal contains all the details correctly. If you or any of the insured person(s) have suffered or suffering from any of the diseases which has not been mentioned in the proposal, the claim that may arise 
will result in a repudiation of the claim/cancellation of the policy.
I/we agree that the PAN details and other information provided by me/us in the proposal form may be used by the Company to download/ verify / modify / add my/our KYC documents from the CERSAI* CKYC portal for processing this application. I/We understand that only the acceptable officially valid 
documents would be relied upon for processing this application. (*Central Registry of Securitization and Asset Reconstruction and security Interest of India) I hereby consent to receiving information from Central KYC Registry through SMS / email on the above registered number/email address.
1. I hereby 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 knowledge and that I am authorized to propose on behalf of these other persons. 2. I understand that 
the information provided by me will form the basis of the insurance policy, is subject to the Board approved underwriting policy of the insurer and that the policy will come into force only after full payment of the premium chargeable. 3. I further declare that I will notify in writing any change occurring in the 
occupation or general health of the life to be insured/proposer after the proposal has been submitted but before communication of the risk acceptance by the company. 4. I declare that I consent to the company seeking medical information from any doctor or from a hospital who/which at anytime has attended 
on the person to be insured/proposer or from any past or present employer concerning anything which affects the physical or mental health of the person to be insured/proposer and seeking information from any insurer to whom an application for insurance on the person to be insured/proposer has been made 
for the purpose of underwriting the proposal and/or claim settlement. 5. I authorize the company to share information pertaining to my proposal including the medical records of the insured/proposer for the sole purpose of underwriting the proposal and /or claims settlement and with any Governmental and/or 
Regulatory authority, which includes sharing of my medical data through ABHA. 6. In case of any concealment, mis declaration or Non-disclosure of any facts, the policy issued based on this proposal form will be treated void ab-initio & No refund of premium will be made. Additionally Star Health shall not be 
liable for any claim under such policy.
I confirm that the payment is made through my card / bank account. I also confirm that the source of funds for premium paid under this policy is legal. I hereby confirm that the features of the product have been understood by me. I hereby authorize Star Health and Allied Insurance Company to contact me. It will 
override my registry on the NCPR.
I would like to contribute in creating a healthier, greener and cleaner environment by receiving my Insurance Policy documents and service related communications only via electronic mode. 
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Details of the person/s proposed for Insurance Insured Person - 1 Insured Person - 2 Insured Person - 3 Insured Person - 4 Insured Person - 5

Name

Gender Date of Birth M / F / Transgender DD/MM/YYYY M / F / Transgender DD/MM/YYYY M / F / Transgender DD/MM/YYYY M / F / Transgender DD/MM/YYYY M / F / Transgender DD/MM/YYYY

Height (cms) Weight (kgs) CMS KGS CMS KGS CMS KGS CMS KGS CMS KGS

Relationship with proposer

Occupation Annual Income (Rs.)

Ayushman Bharat Health Account (ABHA) No.

Do you want Gold Plan
[Applicable for Medi classic Insurance Policy (Individual)]

c   Yes   /   c   No c   Yes   /   c   No c   Yes   /   c   No c   Yes   /   c   No c   Yes   /   c   No

Applicable for Young Star Insurance Policy - Plan Opted for Individual c   Silver      /      c   Gold c   Silver      /      c   Gold c   Silver      /      c   Gold c   Silver      /      c   Gold c   Silver      /      c   Gold

Sum Insured Opted (For Individual Policy) (Rs.)

Applicable for Star Extra Protect - Add On Cover
If you opted Section II
Choose the Aggregate Deductible

c Section – I c Section – II c Section – I c Section – II c Section – I c Section – II c Section – I c Section – II c Section – I c Section – II

c
Rs.25,000/-

c
Rs.50,000/-

c
Rs.1,00,000/-

c
Rs.25,000/-

c
Rs.50,000/-

c
Rs.1,00,000/-

c
Rs.25,000/-

c
Rs.50,000/-

c
Rs.1,00,000/-

c
Rs.25,000/-

c
Rs.50,000/-

c
Rs.1,00,000/-

c
Rs.25,000/-

c
Rs.50,000/-

c
Rs.1,00,000/-

Add-ons : [Applicable for Medi classic Insurance Policy (Individual)] - Do you want add on covers - If 
Yes, Please tick (ü) (Patient Care add-on is available only for Insured Persons above 60yrs of age.)

c
Hospital Cash

c
Patient Care

c
Hospital Cash

c
Patient Care

c
Hospital Cash

c
Patient Care

c
Hospital Cash

c
Patient Care

c
Hospital Cash

c
Patient Care

Existing Insurance 
Coverage with us 
and/or any other 
company give details

1. Name of the Insurance Company

2. Period of Insurance

3. Sum Insured (Rs)

4. Policy No.

Details of
Claims

1. Ailment for which Claim was made Year YYYY YYYY YYYY YYYY YYYY

2. Claim Amount Paid / Rejected

Have you ever been declined health insurance coverage due to a diagnosis of a health condition?

Health History: Please provide detailed, response-specific diagnosis and treatment.
 A mere dash is not sufficient Family Physician's Name:_____________________________________________Phone:________________________________________Regn No:____________________________________

Note : If any of the below mentioned questions from "1 to 9" is "YES" and if additional space is needed to provide medical condition in detail, please enclose a seperate sheet along with this proposal form.

1. Is the person proposed for insurance in good health free from physical and mental disease or 
infirmity. If not give details

2. Has the person proposed for insurance consulted / diagnosed / taken treatment / been admitted for 
any illness / injury. If yes, give details

3. Does the person proposed for insurance have any complications during / following birth. If yes, 
please submit all necessary documents.

4. Whether the insured person is pregnant if yes, kindly provide duration of pregnancy and scan reports

5. Has the person proposed for insurance ever suffered or suffering from any of the following

a) Diabetes Mellitus –if yes, mention the duration/date of diagnosis, Type and medication details.

b)  High BP/ Cholesterol – if yes, mention duration/date of diagnosis and medication details 

c) Thyroid disorders, specify diagnosis Hypo / Hyperthyroid / Autoimmune thyroiditis, Goitre etc), 
duration/date of diagnosis and medication details

d) Heart and vascular disease / Arrhythmias / valvular diseases / Cardiomyopathy – if yes, mention 
duration/date of diagnosis, medication details, Intervention done, CAG, PTCA, CABG and others)

e) Stroke, epilepsy, fainting attack, chronic headache, Parkinson's disease, Alzheimer's disease, 
mental disease or infirmity? – if yes, mention the duration/date of diagnosis and medication details

f) Tuberculosis, asthma, COPD, ILD, other respiratory diseases  if yes, mention  – duration/date of 
diagnosis and medication details

g) Disease of bones/joints, slipped disc, spinal disorder, injury to ligaments – if yes, mention 
duration/date of diagnosis and operation or treatment details

h) Whether diagnosed to have arthritis (Rheumatoid / Osteo arthritis or any other inflammatory 
arthritis like Ankylosing spondylitis). If yes, mention treatment details and submit all records

ii) Gynecological disorder such as menstrual irregularity (DUB), fibroid uterus, ovarian cyst- or have 
undergone cesarean / hysterectomy – if yes, mention duration/date of diagnosis and medication details

j) Treatment for sub-fertility or has been advised for? (answer if applicable – if yes, mention 
duration/date of diagnosis and medication details

k) Disease of stomach, intestine, liver, gall bladder / Pancreas, Piles / Fistula / Fissure / Hernia if 
yes, mention duration/date of diagnosis and medication details

l) Disease of kidney, urinary bladder, urinary tract disease, Calculi- if yes, duration/date of 
diagnosis and medication details

m) Disease of prostate / hydrocele / genital disease / - if yes, mention duration/date of diagnosis 
and medication details

n) Diseases of the eye, Cataract / corneal / retinal, other disorders and Ear, Nose Throat disease –if 
yes, mention duration/date of diagnosis and medication details

o) Cancer, Precancerous lesions, Non-healing ulcers – if yes, mention type of cancer, duration/date 
of diagnosis and treatment details

p) Any blood disorder, specify the diagnosis, mention duration/date of diagnosis and medication details

q) Any autoimmune disease / any long-term steroid / Immunosuppressant intake like myasthenia gravis / 
SLE / Psoriasis, Ulcerative Colitis, Crohn's disease etc.) duration/date of diagnosis and medication details.

r) Any other Health problems/diseases please specify

6. Has the person proposed for insurance

a) Undergone any medical test? 

b) Prescribed any medicines? If yes
1. Name the illness for which medicines have been prescribed

2. Details of medicines and drugs prescribed

3. Period for which these drugs were taken

c) Been advised for any surgery/treatment? – If yes, give details

d) Received / receiving any payment for any disability / injury / illness / diseases. Give details

7. Does the person proposed for insurance has any of the mentioned habits 

a) Chew Tobacco - If yes, since when

b) Smoke - If yes, since when

c) Consume Alcohol - If yes, since when

d) If a, b and c, are mentioned as yes, mandatory to give details whether diagnosed with any local 
or systemic disease / complications.

8. Is the person proposed for insurance positive for HIV, Hepatitis B/C If yes, mention duration/date of 
diagnosis, medication details, CD4 count (please attach proof) and Viral load

9. Type and the total number of medical documents provided

Applicable for SSTTAARR  CCOOMMPPRREEHHEENNSSIIVVEE  IINNSSUURRAANNCCEE  PPOOLLIICCYY
c  Yes   /   c  No c  Yes   /   c  No c  Yes   /   c  No c  Yes   /   c  No c  Yes   /   c  No

A) Buy back PED (Optional Cover) required?

B) Does the Insured's Occupation require to engage in manual labour?

C) Does the Insured Person engage in or propose to engage in any activity or sport which is hazardous or 
adventurous in nature such as Racing, Mountaineering, Winter sport etc if so please specify

D) Name of the family member chosen for Personal Accident Insurance under Section-10 (Note : The sum insured for personal accidental cover (Accidental death & Permanent total disability) is equal to the sum 
insured opted for health cover. For person above 70years and dependent children the maximum sum insured is Rs.10,00,000/-)

Mr. / Ms.

Note : If the proposer is interested to take PERSONAL ACCIDENT POLICY along with above mentioned health products, Kindly fill the Annexure A which is provided in a separate sheet

Declaration of the Agent / Intermediary : I / We confirm that the product‘s suitability has been explained to 

the proposer. The information furnished in the proposal is true to the best of my knowledge and 

recommend acceptance of the proposal. (Please Enclose Insurance Agent’s Confidential Report, If Any) Date Code
Name of the Agent / Specified Person of Corporate 
Agent / Broker Qualified Person / Insurance Sales 

Person of the IMF / POSP

Signature of the Agent / Specified Person of Corporate 
Agent / Broker Qualified Person / Insurance Sales 

Person of the IMF / POSP

***Please check brochure for the available sum insured option in respect of 
each product.

Family Health Optima Insurance Plan****
Unique Identification Number: SHAHLIP25039V082425

Medi Classic Insurance Policy (Individual)****
Unique Identification Number: SHAHLIP25038V082425

Star Comprehensive Insurance Policy
Unique Identification Number:  SHAHLIP25037V082425

Young Star Insurance Policy
Unique Identification Number: SHAHLIP25035V052425

Senior Citizens Red Carpet Health Insurance Policy
Unique Identification Number: SHAHLIP25027V072425
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Star Health Gain Insurance Policy
Unique Identification Number: SHAHLIP21262V032021

Star Extra Protect – Add On Cover*****
Unique Identification Number: SHAHLIA23061V012223

Family 
Size

A=Adult, 
C=Child

1A
1A 
2C++

1A 
1C

1A 
3C+

2A
2A 
1C+

2A 
2C+

2A 
3C+

Bank 
Details of 

the 
Proposer

Name of
the Bank : ____________________________________

Name of
the Branch : ____________________________________

IFSC
Code : ____________________________________

Date : D D M M Y Y Y Y
Applicable for Family Health Optima 
Insurance Plan - Number of Parents 
/ Parents-in-law (as part of the same 
floater sum insured) 
Optional Cover-Voluntary Co-Pay :

Sum Insured on Floater 
Basis in Lakhs*** 

Rs.

Applicable for Young Star Insurance 
Policy - Plan Opted for Family Floater

Silver Gold

Account
Number __________________________________________

Premium 
Amount Rs.

Type of Account

Payment 
Details

(Please attach 
a photo copy 
of cancelled 
cheque leaf). Branch :

Cheque / DD No. :

Mode of 
Payment Cheque DD Debit

Card
Credit 
Card NEFT ECS

Cash
(Cash payments are not eligible for the 80D tax benefits)

CC 
Mandate

**** POSP is applicable only for Family Health Optima Insurance Plan (Sum Insured restricted as Rs.4,00,000/- and Rs.5,00,000/-) and
Medi Classic Insurance Policy (Individual) (Sum Insured restricted upto Rs.5,00,000/-)

***** The Star Extra Protect - Add on Cover is provided along with Family Health Optima Insurance Plan  /  Medi Classic Insurance Policy (Individual)  /  
Star Comprehensive Insurance Policy
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Others
Please Specify _______________________________

Current AccountSavings Account

Young Star Extra Protect-Add on Cover
Unique Identification Number: SHAHLIA23171V012223

20%10% 

Details of the person/s proposed for Insurance Insured Person - 1 Insured Person - 2 Insured Person - 3 Insured Person - 4 Insured Person - 5

Name

Gender Date of Birth M / F / Transgender DD/MM/YYYY M / F / Transgender DD/MM/YYYY M / F / Transgender DD/MM/YYYY M / F / Transgender DD/MM/YYYY M / F / Transgender DD/MM/YYYY

Height (cms) Weight (kgs) CMS KGS CMS KGS CMS KGS CMS KGS CMS KGS

Relationship with proposer

Occupation Annual Income (Rs.)

Ayushman Bharat Health Account (ABHA) No.

Do you want Gold Plan
[Applicable for Medi classic Insurance Policy (Individual)]

c   Yes   /   c   No c   Yes   /   c   No c   Yes   /   c   No c   Yes   /   c   No c   Yes   /   c   No

Applicable for Young Star Insurance Policy - Plan Opted for Individual c   Silver      /      c   Gold c   Silver      /      c   Gold c   Silver      /      c   Gold c   Silver      /      c   Gold c   Silver      /      c   Gold

Sum Insured Opted (For Individual Policy) (Rs.)

Applicable for Star Extra Protect - Add On Cover
If you opted Section II
Choose the Aggregate Deductible

c Section – I c Section – II c Section – I c Section – II c Section – I c Section – II c Section – I c Section – II c Section – I c Section – II

c
Rs.25,000/-

c
Rs.50,000/-

c
Rs.1,00,000/-

c
Rs.25,000/-

c
Rs.50,000/-

c
Rs.1,00,000/-

c
Rs.25,000/-

c
Rs.50,000/-

c
Rs.1,00,000/-

c
Rs.25,000/-

c
Rs.50,000/-

c
Rs.1,00,000/-

c
Rs.25,000/-

c
Rs.50,000/-

c
Rs.1,00,000/-

Add-ons : [Applicable for Medi classic Insurance Policy (Individual)] - Do you want add on covers - If 
Yes, Please tick (ü) (Patient Care add-on is available only for Insured Persons above 60yrs of age.)

c
Hospital Cash

c
Patient Care

c
Hospital Cash

c
Patient Care

c
Hospital Cash

c
Patient Care

c
Hospital Cash

c
Patient Care

c
Hospital Cash

c
Patient Care

Existing Insurance 
Coverage with us 
and/or any other 
company give details

1. Name of the Insurance Company

2. Period of Insurance

3. Sum Insured (Rs)

4. Policy No.

Details of
Claims

1. Ailment for which Claim was made Year YYYY YYYY YYYY YYYY YYYY

2. Claim Amount Paid / Rejected

Have you ever been declined health insurance coverage due to a diagnosis of a health condition?

Health History: Please provide detailed, response-specific diagnosis and treatment.
 A mere dash is not sufficient Family Physician's Name:_____________________________________________Phone:________________________________________Regn No:____________________________________

Note : If any of the below mentioned questions from "1 to 9" is "YES" and if additional space is needed to provide medical condition in detail, please enclose a seperate sheet along with this proposal form.

1. Is the person proposed for insurance in good health free from physical and mental disease or 
infirmity. If not give details

2. Has the person proposed for insurance consulted / diagnosed / taken treatment / been admitted for 
any illness / injury. If yes, give details

3. Does the person proposed for insurance have any complications during / following birth. If yes, 
please submit all necessary documents.

4. Whether the insured person is pregnant if yes, kindly provide duration of pregnancy and scan reports

5. Has the person proposed for insurance ever suffered or suffering from any of the following

a) Diabetes Mellitus –if yes, mention the duration/date of diagnosis, Type and medication details.

b)  High BP/ Cholesterol – if yes, mention duration/date of diagnosis and medication details 

c) Thyroid disorders, specify diagnosis Hypo / Hyperthyroid / Autoimmune thyroiditis, Goitre etc), 
duration/date of diagnosis and medication details

d) Heart and vascular disease / Arrhythmias / valvular diseases / Cardiomyopathy – if yes, mention 
duration/date of diagnosis, medication details, Intervention done, CAG, PTCA, CABG and others)

e) Stroke, epilepsy, fainting attack, chronic headache, Parkinson's disease, Alzheimer's disease, 
mental disease or infirmity? – if yes, mention the duration/date of diagnosis and medication details

f) Tuberculosis, asthma, COPD, ILD, other respiratory diseases  if yes, mention  – duration/date of 
diagnosis and medication details

g) Disease of bones/joints, slipped disc, spinal disorder, injury to ligaments – if yes, mention 
duration/date of diagnosis and operation or treatment details

h) Whether diagnosed to have arthritis (Rheumatoid / Osteo arthritis or any other inflammatory 
arthritis like Ankylosing spondylitis). If yes, mention treatment details and submit all records

ii) Gynecological disorder such as menstrual irregularity (DUB), fibroid uterus, ovarian cyst- or have 
undergone cesarean / hysterectomy – if yes, mention duration/date of diagnosis and medication details

j) Treatment for sub-fertility or has been advised for? (answer if applicable – if yes, mention 
duration/date of diagnosis and medication details

k) Disease of stomach, intestine, liver, gall bladder / Pancreas, Piles / Fistula / Fissure / Hernia if 
yes, mention duration/date of diagnosis and medication details

l) Disease of kidney, urinary bladder, urinary tract disease, Calculi- if yes, duration/date of 
diagnosis and medication details

m) Disease of prostate / hydrocele / genital disease / - if yes, mention duration/date of diagnosis 
and medication details

n) Diseases of the eye, Cataract / corneal / retinal, other disorders and Ear, Nose Throat disease –if 
yes, mention duration/date of diagnosis and medication details

o) Cancer, Precancerous lesions, Non-healing ulcers – if yes, mention type of cancer, duration/date 
of diagnosis and treatment details

p) Any blood disorder, specify the diagnosis, mention duration/date of diagnosis and medication details

q) Any autoimmune disease / any long-term steroid / Immunosuppressant intake like myasthenia gravis / 
SLE / Psoriasis, Ulcerative Colitis, Crohn's disease etc.) duration/date of diagnosis and medication details.

r) Any other Health problems/diseases please specify

6. Has the person proposed for insurance

a) Undergone any medical test? 

b) Prescribed any medicines? If yes
1. Name the illness for which medicines have been prescribed

2. Details of medicines and drugs prescribed

3. Period for which these drugs were taken

c) Been advised for any surgery/treatment? – If yes, give details

d) Received / receiving any payment for any disability / injury / illness / diseases. Give details

7. Does the person proposed for insurance has any of the mentioned habits 

a) Chew Tobacco - If yes, since when

b) Smoke - If yes, since when

c) Consume Alcohol - If yes, since when

d) If a, b and c, are mentioned as yes, mandatory to give details whether diagnosed with any local 
or systemic disease / complications.

8. Is the person proposed for insurance positive for HIV, Hepatitis B/C If yes, mention duration/date of 
diagnosis, medication details, CD4 count (please attach proof) and Viral load

9. Type and the total number of medical documents provided

Applicable for SSTTAARR  CCOOMMPPRREEHHEENNSSIIVVEE  IINNSSUURRAANNCCEE  PPOOLLIICCYY
c  Yes   /   c  No c  Yes   /   c  No c  Yes   /   c  No c  Yes   /   c  No c  Yes   /   c  No

A) Buy back PED (Optional Cover) required?

B) Does the Insured's Occupation require to engage in manual labour?

C) Does the Insured Person engage in or propose to engage in any activity or sport which is hazardous or 
adventurous in nature such as Racing, Mountaineering, Winter sport etc if so please specify

D) Name of the family member chosen for Personal Accident Insurance under Section-10 (Note : The sum insured for personal accidental cover (Accidental death & Permanent total disability) is equal to the sum 
insured opted for health cover. For person above 70years and dependent children the maximum sum insured is Rs.10,00,000/-)

Mr. / Ms.

Note : If the proposer is interested to take PERSONAL ACCIDENT POLICY along with above mentioned health products, Kindly fill the Annexure A which is provided in a separate sheet

Declaration of the Agent / Intermediary : I / We confirm that the product‘s suitability has been explained to 

the proposer. The information furnished in the proposal is true to the best of my knowledge and 

recommend acceptance of the proposal. (Please Enclose Insurance Agent’s Confidential Report, If Any) Date Code
Name of the Agent / Specified Person of Corporate 
Agent / Broker Qualified Person / Insurance Sales 

Person of the IMF / POSP

Signature of the Agent / Specified Person of Corporate 
Agent / Broker Qualified Person / Insurance Sales 

Person of the IMF / POSP

***Please check brochure for the available sum insured option in respect of 
each product.

Family Health Optima Insurance Plan****
Unique Identification Number: SHAHLIP25039V082425

Medi Classic Insurance Policy (Individual)****
Unique Identification Number: SHAHLIP25038V082425

Star Comprehensive Insurance Policy
Unique Identification Number:  SHAHLIP25037V082425

Young Star Insurance Policy
Unique Identification Number: SHAHLIP25035V052425

Senior Citizens Red Carpet Health Insurance Policy
Unique Identification Number: SHAHLIP25027V072425
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Star Health Gain Insurance Policy
Unique Identification Number: SHAHLIP21262V032021

Star Extra Protect – Add On Cover*****
Unique Identification Number: SHAHLIA23061V012223

Family 
Size

A=Adult, 
C=Child

1A
1A 
2C++

1A 
1C

1A 
3C+

2A
2A 
1C+

2A 
2C+

2A 
3C+

Bank 
Details of 

the 
Proposer

Name of
the Bank : ____________________________________

Name of
the Branch : ____________________________________

IFSC
Code : ____________________________________

Date : D D M M Y Y Y Y
Applicable for Family Health Optima 
Insurance Plan - Number of Parents 
/ Parents-in-law (as part of the same 
floater sum insured) 
Optional Cover-Voluntary Co-Pay :

Sum Insured on Floater 
Basis in Lakhs*** 

Rs.

Applicable for Young Star Insurance 
Policy - Plan Opted for Family Floater

Silver Gold

Account
Number __________________________________________

Premium 
Amount Rs.

Type of Account

Payment 
Details

(Please attach 
a photo copy 
of cancelled 
cheque leaf). Branch :

Cheque / DD No. :

Mode of 
Payment Cheque DD Debit

Card
Credit 
Card NEFT ECS

Cash
(Cash payments are not eligible for the 80D tax benefits)

CC 
Mandate

**** POSP is applicable only for Family Health Optima Insurance Plan (Sum Insured restricted as Rs.4,00,000/- and Rs.5,00,000/-) and
Medi Classic Insurance Policy (Individual) (Sum Insured restricted upto Rs.5,00,000/-)

***** The Star Extra Protect - Add on Cover is provided along with Family Health Optima Insurance Plan  /  Medi Classic Insurance Policy (Individual)  /  
Star Comprehensive Insurance Policy
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Others
Please Specify _______________________________

Current AccountSavings Account

Young Star Extra Protect-Add on Cover
Unique Identification Number: SHAHLIA23171V012223

20%10% 

Senior Citizens Red Carpet Health Insurance Policy
Unique Identification Number: SHAHLIP26041V082526

and Policy No.Existing Insurance 
coverage with us 
and/or any other 
company, give details

Details of claims

Kindly disclose all the health insurance policies under which the lives proposed for insurance are covered. The company reserves the right to cancel any / all of my policies (except the 1st issued Policy) ab-initio, in case of any non-disclosure of my previous policies and / or having multiple 
policies that exceeds the maximum Sum Insured filed as per the Product.

1. Ailment for which claim was  made YYYY YYYY YYYY YYYY YYYY
2. Claim Amount Paid / Rejected  

Family Health Optima Insurance Plan****
Unique Identification Number: SHAHLIP25039V082425
Young Star Insurance Policy
Unique Identification Number: SHAHLIP25035V052425

Medi Classic Insurance Policy (Individual)****
Unique Identification Number: SHAHLIP25038V082425
Senior Citizens Red Carpet Health Insurance Policy
Unique Identification Number: SHAHLIP26041V082526

Star Special Care Platinum
Unique Identification Number: SHAHLIP26042V012526

Star Comprehensive Insurance Policy
Unique Identification Number: SHAHLIP25037V082425
Star Health Gain Insurance Policy
Unique Identification Number: SHAHLIP22162V032021

Star Extra Protect - Add On Cover*****
Unique Identification Number: SHAHLIA23061V012223
Young Star Extra Protect-Add on Cover
Unique Identification Number: SHAHLIA23171V012223

Applicable for Star Extra Protect - Add On Cover 
If you opted Section II 
Choose the Aggregate Deductible

Applicable for Star Special Care Platinum
Defined Limit Opted 
1 Lakh / 2 Lakhs / 3 Lakhs / 4 Lakhs / 5 Lakhs 
Voluntary Co-Payment Opted: 10% / 20% / 30% / 40% / 50% 



Details of the person/s proposed for Insurance Insured Person - 1 Insured Person - 2 Insured Person - 3 Insured Person - 4 Insured Person - 5

Name

Gender Date of Birth M / F / Transgender DD/MM/YYYY M / F / Transgender DD/MM/YYYY M / F / Transgender DD/MM/YYYY M / F / Transgender DD/MM/YYYY M / F / Transgender DD/MM/YYYY

Height (cms) Weight (kgs) CMS KGS CMS KGS CMS KGS CMS KGS CMS KGS

Relationship with proposer

Occupation Annual Income (Rs.)

Ayushman Bharat Health Account (ABHA) No.

Do you want Gold Plan
[Applicable for Medi classic Insurance Policy (Individual)]

c   Yes   /   c   No c   Yes   /   c   No c   Yes   /   c   No c   Yes   /   c   No c   Yes   /   c   No

Applicable for Young Star Insurance Policy - Plan Opted for Individual c   Silver      /      c   Gold c   Silver      /      c   Gold c   Silver      /      c   Gold c   Silver      /      c   Gold c   Silver      /      c   Gold

Sum Insured Opted (For Individual Policy) (Rs.)

Applicable for Star Extra Protect - Add On Cover
If you opted Section II
Choose the Aggregate Deductible

c Section – I c Section – II c Section – I c Section – II c Section – I c Section – II c Section – I c Section – II c Section – I c Section – II

c
Rs.25,000/-

c
Rs.50,000/-

c
Rs.1,00,000/-

c
Rs.25,000/-

c
Rs.50,000/-

c
Rs.1,00,000/-

c
Rs.25,000/-

c
Rs.50,000/-

c
Rs.1,00,000/-

c
Rs.25,000/-

c
Rs.50,000/-

c
Rs.1,00,000/-

c
Rs.25,000/-

c
Rs.50,000/-

c
Rs.1,00,000/-

Add-ons : [Applicable for Medi classic Insurance Policy (Individual)] - Do you want add on covers - If 
Yes, Please tick (ü) (Patient Care add-on is available only for Insured Persons above 60yrs of age.)

c
Hospital Cash

c
Patient Care

c
Hospital Cash

c
Patient Care

c
Hospital Cash

c
Patient Care

c
Hospital Cash

c
Patient Care

c
Hospital Cash

c
Patient Care

Existing Insurance 
Coverage with us 
and/or any other 
company give details

1. Name of the Insurance Company

2. Period of Insurance

3. Sum Insured (Rs)

4. Policy No.

Details of
Claims

1. Ailment for which Claim was made Year YYYY YYYY YYYY YYYY YYYY

2. Claim Amount Paid / Rejected

Have you ever been declined health insurance coverage due to a diagnosis of a health condition?

Health History: Please provide detailed, response-specific diagnosis and treatment.
 A mere dash is not sufficient Family Physician's Name:_____________________________________________Phone:________________________________________Regn No:____________________________________

Note : If any of the below mentioned questions from "1 to 9" is "YES" and if additional space is needed to provide medical condition in detail, please enclose a seperate sheet along with this proposal form.

1. Is the person proposed for insurance in good health free from physical and mental disease or 
infirmity. If not give details

2. Has the person proposed for insurance consulted / diagnosed / taken treatment / been admitted for 
any illness / injury. If yes, give details

3. Does the person proposed for insurance have any complications during / following birth. If yes, 
please submit all necessary documents.

4. Whether the insured person is pregnant if yes, kindly provide duration of pregnancy and scan reports

5. Has the person proposed for insurance ever suffered or suffering from any of the following

a) Diabetes Mellitus –if yes, mention the duration/date of diagnosis, Type and medication details.

b)  High BP/ Cholesterol – if yes, mention duration/date of diagnosis and medication details 

c) Thyroid disorders, specify diagnosis Hypo / Hyperthyroid / Autoimmune thyroiditis, Goitre etc), 
duration/date of diagnosis and medication details

d) Heart and vascular disease / Arrhythmias / valvular diseases / Cardiomyopathy – if yes, mention 
duration/date of diagnosis, medication details, Intervention done, CAG, PTCA, CABG and others)

e) Stroke, epilepsy, fainting attack, chronic headache, Parkinson's disease, Alzheimer's disease, 
mental disease or infirmity? – if yes, mention the duration/date of diagnosis and medication details

f) Tuberculosis, asthma, COPD, ILD, other respiratory diseases  if yes, mention  – duration/date of 
diagnosis and medication details

g) Disease of bones/joints, slipped disc, spinal disorder, injury to ligaments – if yes, mention 
duration/date of diagnosis and operation or treatment details

h) Whether diagnosed to have arthritis (Rheumatoid / Osteo arthritis or any other inflammatory 
arthritis like Ankylosing spondylitis). If yes, mention treatment details and submit all records

ii) Gynecological disorder such as menstrual irregularity (DUB), fibroid uterus, ovarian cyst- or have 
undergone cesarean / hysterectomy – if yes, mention duration/date of diagnosis and medication details

j) Treatment for sub-fertility or has been advised for? (answer if applicable – if yes, mention 
duration/date of diagnosis and medication details

k) Disease of stomach, intestine, liver, gall bladder / Pancreas, Piles / Fistula / Fissure / Hernia if 
yes, mention duration/date of diagnosis and medication details

l) Disease of kidney, urinary bladder, urinary tract disease, Calculi- if yes, duration/date of 
diagnosis and medication details

m) Disease of prostate / hydrocele / genital disease / - if yes, mention duration/date of diagnosis 
and medication details

n) Diseases of the eye, Cataract / corneal / retinal, other disorders and Ear, Nose Throat disease –if 
yes, mention duration/date of diagnosis and medication details

o) Cancer, Precancerous lesions, Non-healing ulcers – if yes, mention type of cancer, duration/date 
of diagnosis and treatment details

p) Any blood disorder, specify the diagnosis, mention duration/date of diagnosis and medication details

q) Any autoimmune disease / any long-term steroid / Immunosuppressant intake like myasthenia gravis / 
SLE / Psoriasis, Ulcerative Colitis, Crohn's disease etc.) duration/date of diagnosis and medication details.

r) Any other Health problems/diseases please specify

6. Has the person proposed for insurance

a) Undergone any medical test? 

b) Prescribed any medicines? If yes
1. Name the illness for which medicines have been prescribed

2. Details of medicines and drugs prescribed

3. Period for which these drugs were taken

c) Been advised for any surgery/treatment? – If yes, give details

d) Received / receiving any payment for any disability / injury / illness / diseases. Give details

7. Does the person proposed for insurance has any of the mentioned habits 

a) Chew Tobacco - If yes, since when

b) Smoke - If yes, since when

c) Consume Alcohol - If yes, since when

d) If a, b and c, are mentioned as yes, mandatory to give details whether diagnosed with any local 
or systemic disease / complications.

8. Is the person proposed for insurance positive for HIV, Hepatitis B/C If yes, mention duration/date of 
diagnosis, medication details, CD4 count (please attach proof) and Viral load

9. Type and the total number of medical documents provided

Applicable for SSTTAARR  CCOOMMPPRREEHHEENNSSIIVVEE  IINNSSUURRAANNCCEE  PPOOLLIICCYY
c  Yes   /   c  No c  Yes   /   c  No c  Yes   /   c  No c  Yes   /   c  No c  Yes   /   c  No

A) Buy back PED (Optional Cover) required?

B) Does the Insured's Occupation require to engage in manual labour?

C) Does the Insured Person engage in or propose to engage in any activity or sport which is hazardous or 
adventurous in nature such as Racing, Mountaineering, Winter sport etc if so please specify

D) Name of the family member chosen for Personal Accident Insurance under Section-10 (Note : The sum insured for personal accidental cover (Accidental death & Permanent total disability) is equal to the sum 
insured opted for health cover. For person above 70years and dependent children the maximum sum insured is Rs.10,00,000/-)

Mr. / Ms.

Note : If the proposer is interested to take PERSONAL ACCIDENT POLICY along with above mentioned health products, Kindly fill the Annexure A which is provided in a separate sheet

Declaration of the Agent / Intermediary : I / We confirm that the product‘s suitability has been explained to 

the proposer. The information furnished in the proposal is true to the best of my knowledge and 

recommend acceptance of the proposal. (Please Enclose Insurance Agent’s Confidential Report, If Any) Date Code
Name of the Agent / Specified Person of Corporate 
Agent / Broker Qualified Person / Insurance Sales 

Person of the IMF / POSP

Signature of the Agent / Specified Person of Corporate 
Agent / Broker Qualified Person / Insurance Sales 

Person of the IMF / POSP

***Please check brochure for the available sum insured option in respect of 
each product.

Family Health Optima Insurance Plan****
Unique Identification Number: SHAHLIP25039V082425

Medi Classic Insurance Policy (Individual)****
Unique Identification Number: SHAHLIP25038V082425

Star Comprehensive Insurance Policy
Unique Identification Number:  SHAHLIP25037V082425

Young Star Insurance Policy
Unique Identification Number: SHAHLIP25035V052425

Senior Citizens Red Carpet Health Insurance Policy
Unique Identification Number: SHAHLIP25027V072425
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Star Health Gain Insurance Policy
Unique Identification Number: SHAHLIP21262V032021

Star Extra Protect – Add On Cover*****
Unique Identification Number: SHAHLIA23061V012223

Family 
Size

A=Adult, 
C=Child

1A
1A 
2C++

1A 
1C

1A 
3C+

2A
2A 
1C+

2A 
2C+

2A 
3C+

Bank 
Details of 

the 
Proposer

Name of
the Bank : ____________________________________

Name of
the Branch : ____________________________________

IFSC
Code : ____________________________________

Date : D D M M Y Y Y Y
Applicable for Family Health Optima 
Insurance Plan - Number of Parents 
/ Parents-in-law (as part of the same 
floater sum insured) 
Optional Cover-Voluntary Co-Pay :

Sum Insured on Floater 
Basis in Lakhs*** 

Rs.

Applicable for Young Star Insurance 
Policy - Plan Opted for Family Floater

Silver Gold

Account
Number __________________________________________

Premium 
Amount Rs.

Type of Account

Payment 
Details

(Please attach 
a photo copy 
of cancelled 
cheque leaf). Branch :

Cheque / DD No. :

Mode of 
Payment Cheque DD Debit

Card
Credit 
Card NEFT ECS

Cash
(Cash payments are not eligible for the 80D tax benefits)

CC 
Mandate

**** POSP is applicable only for Family Health Optima Insurance Plan (Sum Insured restricted as Rs.4,00,000/- and Rs.5,00,000/-) and
Medi Classic Insurance Policy (Individual) (Sum Insured restricted upto Rs.5,00,000/-)

***** The Star Extra Protect - Add on Cover is provided along with Family Health Optima Insurance Plan  /  Medi Classic Insurance Policy (Individual)  /  
Star Comprehensive Insurance Policy
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Others
Please Specify _______________________________

Current AccountSavings Account

Young Star Extra Protect-Add on Cover
Unique Identification Number: SHAHLIA23171V012223

20%10% 



STAR HEALTH AND ALLIED INSURANCE COMPANY LIMITED
Acknowledgement

Received the proposal for 	   policy from Mr/ Mrs/ Ms.	  along with
payment of Rs.	  /- by Cash / vide Cheque/ DD No. 	  dt. 	  drawn on 	 . The Cash/Cheque given by you is banked for operational convenience and banking 
of the Cash/Cheque does not mean acceptance of risk by us. The receipt of the Cash/Cheque will also be acknowledged by our office vide collection receipt. If the proposal is accepted, the cover will commence from the policy start date as stated in the policy schedule, subject 
to realization of the Cheque. If the proposal is not accepted, the amount paid will be refunded. Contact our office, in case policy is not received within 15 days from the date of payment of premium.

Date:	 Place:	 Name & Code of the authorised person:	 Signature of the authorised person:

Proposal Form No.:

Please affix 
stamp size 
photograph 
of Insured 
Person - 1

Please affix 
stamp size 
photograph 
of Insured 
Person - 2

Please affix 
stamp size 
photograph 
of Insured 
Person - 3

Please affix 
stamp size 
photograph 
of Insured 
Person - 4

Please affix 
stamp size 
photograph 
of Insured 
Person - 5

Declaration
The primary duty of the proposer is to fill out the proposal form and also to make sure that the proposal contains all the details correctly. If you or any of the insured person(s) have suffered or suffering from any of the diseases which has not been mentioned in the proposal, the claim that may arise 
will result in a repudiation of the claim/cancellation of the policy. I/we agree that the PAN details and other information provided by me/us in the proposal form may be used by the Company to download/ verify / modify / add my/our KYC documents from the CERSAI* CKYC portal for processing this 
application. I/We understand that only the acceptable officially valid documents would be relied upon for processing this application. (*Central Registry of Securitization and Asset Reconstruction and security Interest of India) I hereby consent to receiving information from Central KYC Registry through 
SMS / email on the above registered number/email address.
1. I hereby 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 knowledge and that I am authorized to propose on behalf of these other persons.  
2. I understand that the information provided by me will form the basis of the insurance policy, is subject to the Board approved underwriting policy of the insurer and that the policy will come into force only after full payment of the premium chargeable. 3. I further declare that I will notify in writing any 
change occurring in the occupation or general health of the life to be insured/proposer after the proposal has been submitted but before communication of the risk acceptance by the company. 4. I declare that I consent to the company seeking medical information from any doctor or from a hospital who/
which at anytime has attended on the person to be insured/proposer or from any past or present employer concerning anything which affects the physical or mental health of the person to be insured/proposer and seeking information from any insurer to whom an application for insurance on the person 
to be insured/proposer has been made for the purpose of underwriting the proposal and/or claim settlement. 5. I authorize the company to share and or seek information pertaining to my proposal including the medical records of the insured/proposer for the sole purpose of underwriting the proposal 
and /or claims settlement with any Governmental and/or Regulatory authority, Health care provider, which includes sharing of my medical data through ABHA.I confirm that the payment is made through my card / bank account. I also confirm that the source of funds for premium paid under this policy is 
legal. I hereby confirm that the features of the product have been understood by me. I hereby authorize Star Health and Allied Insurance Company to contact me through any mode of communication for any and all service-related purposes (which shall include but is not limited to servicing of policy, claim 
settlement, renewal reminders, renewal updates etc). It will override my registry on the NCPR (National Customer Preference Register). I would like to contribute in creating a healthier, greener and cleaner environment by receiving my Insurance Policy documents and service related communications 
only via electronic mode. I/We acknowledge and agree to the Company’s tie-ups with various financial institutions, credit rating agencies and other entities including authorized government agencies for sharing/collecting/validating\KYC-CKYC documents and information for servicing of the policy or as 
required by law. I/We understand that contact details and other information, may be shared on a confidential basis with service providers/third party agencies for processing of the proposal or servicing of the policy, and as required by law. 6. In case of any concealment, mis declaration or non-disclosure 
of any facts, the policy issued based on this proposal form will be treated void ab-initio. Additionally, Star Health shall not be liable for any claim under such policy. 7. Star Health reserves the right to not renew the policy in case of established fraud or non-disclosure or misrepresentation by the Insured. 
I/We declare and confirm that I/we have read and understood the Company’s Privacy Policy published in their website and consent to it. I/We acknowledge the Company’s assurance to ensure courteous and professional conduct by the Company’s staff and representatives in all their interactions with 
me, whether in person, through email, telephone or any other online or offline platforms. In response, I/We irrevocably agree to reciprocate this standard of professionalism and respect in all communications with the Company. Any unprofessional or inappropriate behaviour may result in strict action 
which may also include legal action under the Bharatiya Nyaya Sanhita, Act 2023, as amended from time to time.  

Place Date Name

Submitted the above proposal for 	  policy along with payment of Rs.	   by cash/vide cheque/DD no.	  dated 	  
drawn on 	   . I understand that the cash/cheque given is banked for operational convenience and commencement of risk is subject to the acceptance of proposal by you.

Where the proposer is illiterate or signs in a language different from that of the language of the proposal 
form.

I hereby confirm that the details have been explained to the proposer

Date Name of the person who explained Signature of the person who explained

The contents of the proposal form and features 
of the product have been fully explained to me 
and I have fully understood the significance of 
the proposed contract.

Signature/thumb impression of the propser 

Signature/thumb impression of the propser 

Prohibition of Rebates: Section 41 of Insurance Act 1938.
1. �No person shall allow or offer to allow, either directly or indirectly, as an inducement to any 

person to take out or renew or continue an insurance in respect of any kind of risk relating to 
lives or property in India, any rebate of the whole or part of the commission payable or any 
rebate of the premium shown on the policy, nor shall any person taking out or renewing or 
continuing a policy accept any rebate, except such rebate as may be allowed in accordance 
with the published prospectuses or tables of the insurer.

2. �Any person making default in complying with the provisions of this section shall be liable for 
a penalty which may extend to ten lakh rupees.

Beware of spurious phone calls and fictitious/fraudulent offers and never respond to calls/emails/embedded links in SMS/emails asking you to update User id/Password/Credit Card Number/CVV/OTP etc.Insurance is a contract of the utmost 
good faith, requiring the insured to answer all of the questions on the proposal form honestly and without omitting any information that is relevant. When submitting the proposal form, kindly reveal all pertinent information. If any important 
information is omitted from the proposal form, personal statement, declaration, or related papers, or if the proposer or someone acting on his behalf makes any false or erroneous statements, misrepresentations, or omissions, the Policy will 
be invalid, at the insurer’s discretion. Please get in touch with the company’s offices or agents if you have any questions about the proposal form.
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PRO/COMMON//V.28/2025

Section - I Section - II

If you opted Section II - Choose the Aggregate Deductible
Rs.25,000/- Rs.50,000/- Rs.1,00,000/-

Applicable for (Star Extra Protect - Add On Cover) - Floater Sum Insured


