For Buy/ Renew/ Service/ Claim related queries Log on to www.icicilombard.com or call 1800 2666

ﬁlClCl@Lombard
Nibhaye Vaade
PORTABILITY / MIGRATION FORM

PART - | Proposal Form No:

Please ensure that the details furnished in this form are correct and complete in all respects. The company's decision for acceptance of the risk will be on the basis of information provided\
below and the relevant supporting documentation. In case of any doubt regarding the information to be provided, please seek advice from your insurance advisor or agent. Please attach
additional sheets if required. ICICI Lombard General Insurance Co Ltd reserves the right to cancel the policy issued to the customer in case of any PED or claims history is found in the policy
held with the previous insurer.

Please fill only the relevant sections as per the requirement for portability (from other insurers retail health insurance policy to ICICI Lombard retail health policy) or Migration (from ICICI
Lombard group health policy to ICICI Lombard retail Health policy).

J
~

DETAILS OF POLICY HOLDER

Name of the Policyholder: _J_J_J_J_J J J J J J J JJJJJJJ I JJJJJ I I ) JJJ I I ) J I JJ )]
Date of Birth : ) o)m ™ y)y)y)y] Gender M JF T |

Address of the Policyholder: J_J_J_J_J_J J_J J J J J J J J J JJJJ ) JJJJJ ) JJ ) I ) I JJ ) J I J )
S0 N N S T A s T O N S N 5 5 O A S O 0 T N S S A A 0 T I A
MobileNo.: | | | | J J J J | | EmailD: )

N
DETAILS OF PROPOSED INSURANCE Product Name :

Sum Insured opted for(%): | | | | | | | | | | Reasons for Portability/Migration :
No. of memberstobecovered | | | | | | | | ]

What was the cumulative bonus in previous policy:

\Whether cumulative bonus to be converted to an enhanced Sum Insured. Yes | No |

DETAILS OF PAST / EXISTING HEALTH INSURANCE POLICIES

Please provide the below-mentioned details of continuous health insurance policies for a maximum of past 4 years, pertaining to all insured(s) for whom Portability/Migration cover is required.

| PORTABILITY/MIGRATION FORM - PART A |

ONLY APPLICABLE FOR MIGRATION

Name of the Employee: ) J J J J J J J J J J J JJJJJJJJJJJJJJJJJJJJJJJJJ I J ) )
EmployeeD: _J_J_J_J_J J J J_J JcCompany: J_J J J J J JJJJJJJIJJJJJIJ I I JJ I I I I J )

Sr. Insured Name Date of Birth No of years covered | Pre-Existing Sum Insured Additional Sum Insured /| Date of joining

No. in previous policies diseases Cumulative Bonus | (with first Insurer)
1

DETAILS OF THE PAST RETAIL HEALTH INSURANCE POLICIES / DETAILS OF THE PAST GROUP HEALTH INSURANCE POLICY OF ICICI LOMBARD - PART B
Policy Number/ UHID Policy Start Date Policy End Date Name of the Policy Add ons/Riders in the policy

DETAILS OF PAST CLAIMS

Sr. No. Policy Number/ UHID No of claims Claim amount Nature of claim

1
2
3
4

Note: Please use additional sheet, if space is not sufficient to complete details.
1. Have you or any person proposed to be insured under the Policy ever refused Insurance cover by an Insurance company or been accepted on special terms? Yes _J No _J

If yes, please give full details.

2. Have you or any person proposed to be insured under the policy ever covered Maternity Benefit? Yes _j No _J

) Policy Duration ii) Maternity Sum Insured

\As per regulatory requirements, ICICl Lombard must receive information from previous insurer in time to process your application.




For Buy/ Renew/ Service/ Claim related queries Log on to www.icicilombard.com or call 1800 2666

PART - II

Whether the Pre-Existing Diseases exclusions / time bound exclusion have longer exclusion period than the existing policy: Please indicate Yes _J No _J

If yes, please give written consent to the declaration below.
| am aware that the waiting period for the following disease(s)/treatment(s) is days/years more than the previous policy terms.
| hereby agree to observe the additional waiting period.

\Date: ojojwmjm) )y y)y) Pace | ) ) ) ) ) ) ) ) ) ) )] Signature of the policyholder

DECLARATION

| hereby declare that the above statements and particulars are true, accurate and complete and | declare and agree that this declaration and the answers given above shall be held
to be promissory and shall be the basis of the contract between me and the Insurer. Other Declarations will hold true as mentioned overleaf in the Proposal Form.

Name of the Policyholder: _J J J J J J J J J J J JJJJJJJJJJJJJJJJJJJJJJJJJJ ) ) ) )

Date:J_JJ_JJ_JJ_J PIace:J_JJ_JJ_JJ_JJ_JJ_JJ_J Signature of the policyholder

Please Note: The acceptance of Portability /Migration is subject to the following:

a) Copy of last 3 years policy schedule issued by the previous insurer or renewal notice.
b) Portability/Migration benefit allowed only for the completed years of continuous health insurance coverage.
c) Group health to Retail health migration allowed only:
*  When the insured migrates out of the Group covered under ICICI Lombard Group Health Policy and applied within 30 days of such migration.
e Based on the completed years of continuous coverage under ICICI Lombard Group health policy.
The application of portability is provided atleast 45 days prior to policy renewal date along with the required supporting documents.
Any pre-policy medical check is completed within 7 days of intimation.
Any additional information is provided within 7 days of such request.
The proposal is subject to underwriting. Issuance of the policy would be as per the Underwriting Norms of the company.
As per regulatory requirements, ICICI Lombard must receive information from previous insurer in time to process your application.

In case the customer is having maternity benefit in existing policy which is being ported to us, the customer can avail waiting period benefit to the extent the cover was
availed in the previous policies.

ﬁ icici€Lombard
Nibhaye Vaade

ICICI Lombard General Insurance Company Limited
Mailing Address: Interface Building No. 16, 601-602, 6th Floor, New Link Road, Malad (West), Mumbai - 400 064.
Registered Office Address: ICICI Lombard House, 414, Veer Savarkar Marg, Near Siddhi Vinayak Temple, Prabhadevi, Mumbai 400 025.
Visit us at www.icicilombard.com ¢ Mail us at customersupport@icicilombard.com
Toll Free No.: 1800 2666 * Chargable No.: +91 86 55 222 666 * Insurance is the subject matter of solicitation.

IRDA Reg. No. 115. « CIN: L67200MH2000PLC129408.
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