
INDIVIDUAL FAMILY APPLICATION FORM
(when applicable kindly tick corresponding box)

Applicant: (as referred to under No.1 in the schedule here after)

Marital Status: Married Divorced Widow Single Nbr of Children still dependents

Address:

Muhafazat Caza City Section Street Building Landmark
Tel: (Home) (Business) (GSM)  Fax (Home)  (Business) (GSM)
email 

Payment Frequency : Payment Mode :

 Monthly Standing Order; if standing order selected, specify Bank  Branch Account Nbr

Quarterly Credit card;if Credit Card selected, specify Card Visa Nbr

Semi-annual Cash Master Expiry Date
MM/YY

Annual Cheque Cashless

INDIVIDUAL/FAMILY MEMBERS PROPOSED FOR INSURANCE

CO-
NSSF

DD MM YY M or F Y/N

1
2
3
4
5
6
7
8
9

10
(*) L= Lux B= 2nd Class
     A= 1st Class C= 3rd Class

Questionnaire: see following page.

First Name Middle Name Family Name

Name D.O.B. Gender Height Weight Profession Activity
Sum Insured

Currency
PA Life

Hospital
Class (*)
L,A,B,C

Health
Product



The following questions must be answered by the Applicant and/or by the proposed family member for insurance.False declarations Shall
result in no coverage and the cancellation of the insurance policy under consideration in this application, as from the effective date, with no
premium refund.
In case of positive answer (yes), kindly provide the company with details per family member, on the opposite form by first specifying the
member's number as indicated on the members schedule, the chapter, the question number and the explanation details. e.g.''2-C-3:
explanation…''

Chapter A: Insurance History (in case answer is ''Yes'',specify reason) Yes No
1.  Have you ever been accepted for life and/or health insurance on sub-standard terms?

2.  Have you ever been declined for life and/or health insurance?

Chapter B: Extra-professional Activities
1.  Do you want to be covered for all sport activities? (if ''Yes'', specify the sport currently
     practice or would intend to practice in the future)

2.  Do you ride motorcycles? (if ''Yes'', specify if you require coverage for motorcycle accident)

Chapter C: Specific Medical History (if ''Yes'', specify diagnostic details, treatment received & recovery status)
1.   Have you ever been diagnosed, treated or felt any disorder, pain or had any symptoms related to the
      current treatment:

a)  Musculoskeletal &/or Connective Tissue System? (e.g.: fractures, joint or cartilage problems,
back problems, deformities, bone infections, osteoporosis, arthritis, rheumatism, etc.)

b) Cancer, Neoplasms, Tumors? (specify type, location, treatment, whether malignant or benign)

c) Blood & Blood Forming Organ Systems? (e.g.: anemia, thalasemia, bleeding disorders, blood
cell disease, spleen problems, lymph node problems, etc.)

d) Digestive System? (e.g.:reflux, ulcers, diverticuli, bleeding-infection-obstruction-perforation of the
esophagus, stomach, intestines or colon, problems of the teeth/gums/mouth/jaw, problems with the liver,
gallbladder or pancreas, anal/rectal polyps?

e) Endocrine, Nutritional, Metabolic and/or Immunity System? (e.g. diabetes, thyroid or pituitary
gland problems, adrenal gland, ovary or testes problems, hormone problems, gout, multiple sclerosis,
cystic fibrosis, metabolic disorders, immune problems, etc.)

f) Nervous System or sense Organs?(e.g. ear injury/infection, vertigo, hearing problems, eye injury/disease,
retina problems, glaucoma, vision problems, muscular dystrophy, brain/nerve degeneration, meningitis,
paralysis, seizures, epilepsy, neuralgia, etc.)

g) Genitourinary System? (e.g.: kidney/bladder infections, renal failure, kidney stones, endometriosis,
menstrual cycle problems, salpingitis, ovarian cysts, prostate problems, impotence, testicle infections,
sperm abnormalities, fertility problems, etc.

h) Respiratory System? (e.g. sinusitis, allergies, tonsillitis/laryngitis, bronchitis, emphysema, asthma,
pneumonia, etc.)

i) Cardio-Vascular System? (e.g. stroke, cerebral ischemia, rheumatic fever, atherosclerosis, aneurysm,
embolism, peripheral vascular disease, hypertension, heart valve disease, heart disease irregular heart
beat, pulmonary embolism, phlebitis, varicosities, etc.)

j) Skin-Subcutaneous Tissue? (e.g. dermatitis, acne, seborrhea, puritis, etc.)

2.  Have you ever undergone surgery to remove a body organ or structure ? (specify body organ/
    Structure, date & place of surgery?)

3.  Are you HIV positive or have any medical condition or symptom indicative of HIV infection or AIDS?

4.  Are you currently under any kind of treatment, or have you been under treatment during the last 12 months?
    (drugs or other) , if yes, kindly specify.

Chapter D: Family Medical History (father, mother, siblings)
1.  Has any member of your family had symptoms or been diagnosed or received treatment for:

a)  Inherited disorder or genetic disease?
b) Hemophilia?
c) Muscular Dystrophy?
d) Multiple Sclerosis?
e) Cancer?
f) Mental illness or disorders?
g) Nervous system and / sense organ disease?
h) Cardio-Vascular disease?
i) Diabetes?
j) Metabolic disorder?



Chapter E: Profile (if answer Yes is selected, specify details and numbers)
1.  Do you smoke? (if Yes, what do you smoke?and number per day)
2.  Do you drink alcohol (if Yes, specify preferred type and daily/weekly consumption)
3.  Do you practice any kind of routine exercise?
4.  Do you undergo routine medical check-ups?
5.  Have you ever taken any drugs?
6.  How often do you consult a physician per year?
7.  How many hours do you sleep per day?
8.  How many hours do you work per day?
9.  How many times do you travel by airplane per year?

Detailed Answers to Questionnaire

I the undersigned hereby declare that, to the best of my knowledge, all the above answers are full, complete and true.
I further, on my behalf and on behalf of my legal dependents listed here above, give full and irrevocable authorization to my
hospital, physician or other person who attend us or any member of my family to give ALIG INSURANCE COMPANY S.A.L., or its
representative all information pertaining to our state of health; and I hereby waive our right of medical confidentiality to the 
benefit of ALIG INSURANCE COMPANY S.A.L. and its representative.

Date:_____________________

Applicant Signature :______________________

-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
Application Form Nbr.____________________

I the undersigned, acting as sales person, acknowledge having received from the Applicant______________________________________________  ,the
sum of ( ) as first payment due on the Insurance Policy 
applied for.

Sales Person Name: Date : ___/___/___
DD MM YY

Signature:

Important
It is however, agreed and understood that the final premium shall be defined by ALIG INSURANCE COMPANY S.A.L., as a result of the 
underwriting process. In case of additional premium and/or specific exclusion(s), the Applicant shall be advised by phone,
prior to the issuance of the Policy applied for. In case of the Applicant acceptance, the relevant policy shall be issued together
with a Bank standing order scheduling the subsequent payment(s) due.
The Applicant shall have to complete, sign and return the bank standing order at the remittance of the Policy under
consideration.
In case the Applicant does not accept the additional premium and/or specific exclusion(s), if any, the payment made on the
application date subject of this receipt, shall be refunded by ALIG INSURANCE COMPANY S.A.L. to the Applicant.


