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PERSONAL ACCIDENT INSURANCE PROPOSAL FORM (GROUP)

N

1. Full Name & Address of Proposer :

Tel. Mao: Fax Mo:

2. Identity or C.R. Number :

3. Trade or Business :

4. State Period of Insurance & commencement date required :

5. Please indicate whether the insurance is to be :
a) restricted to occupational accidents only including travel to and from work
b) on a 24 hour basis

OO

6. Please give below details of the persons to be insured
If insurance is required for fixed amounts, complete the following table ;

Persons to be insured Fixed benefits - state amounts to be insured under each heading

Names (or if defined by ] Permanent Temporary Total

calegory of occupation Oceupation Death Disablement Disablement per
please state calegory) week *

If insurance is required for multiples or proportions of
basic annual wages [ salanes complete the following table:

State multiples or proporntions of basic annual

Persons to be msured : : .
wages / salaries to be insured under each heading

Catepories Number Total Annual e Temporary, Total
of of Basic Wages / Dieath ey Disablement per week
: . Dizablement 5
Occupation Persons Salaries

* The Temporary Total Disablement benefit is for a maximum period of
104 weeks and should not exceed 100% of the basic weekly wape/salary.




7. If the benefits selected (overleaf) are related to salary
or wages what is the maximum annual salary or wage

paid to any person 7

8. State the maximum total benefit required collectively
for all persons arising out of any one accident.

9. Do you wish to exclude the first weeks of Temporary
Total Disablement for a reduction in contribution
(premium) ? If so please state number of weeks.

10. Up to what amount are Medical Expenses to be
covered following an accident the cause of which is

not excluded under the Policy ?

11. Are any of the persons to be insured over 65 years of
age ? If so, give details.

12. To the best of your knowledge are all persons to be
insured in good health and free from physical
disability ? If not please give details.

13. Do you now hold a personal accident policy 7 If so
with whom and for what benefits 7

14, Please give details of any accidents causing death or
permanent disablement that have occurred duning the
past 3 years to your employees.

15. Has any Insurer declined a group personal accident
proposal for you or declined to continue such
an insurance or imposed special 1erms 7
If so give details,

DECLARATION

I/'We hereby declare that to the best of my / our knowledge and belief the answers given by me / us in this form are true.

Submitting this form does not bind the Proposer 1o complete the insurance nor AL WATHBA to accept it, but it is agreed that this
form shall be the basis of the contract should a policy be issued.

Signature of Proposer ; Dale :




