
APPLICATION FOR REVIVAL OF POLICY
(With Medical Examination)

در�ا� �ا� �� � �� (� �� � �� )

ATTENTION ��� ��
Please note that you are required to give correct and truthful 
answers of the questions given below, Any concealment of 
the facts or untrue statement shall render the contract 
voidable and no benefits under the contract shall be paid

 �اہ �م � ذ� � �� � درج ذ� �ا�ں � �ا�ت آپ � در� اور
 �رى �� � �� د� � � � � �دہ �� � � �� ��ے � � �

دے � اور اس ��ے � � �ا� � ادا� � ��۔

Particulars of Insured  � دار � �ا�
1. Policy No � �� 4. Mark of Identification

2. Name of insured in Full � دار � �را �م 5. N.I.C No. �� �رڈ �

3. Father's/Husband's Name وا�/ �� � �م 6. Present Occupation �
�
�� ��دہ ���

7. (a) Address for correspondence � و �� � � 7. (b) Permanent residential address � ر�� �

8. (a) Telephone Office: �ن � (آ� )

Res: (ر��)

8. (b) E-mail No: اى � �

(c) Fax No. � �

9. Average monthly income from all sources

Personal Statement of Health ذا� �ن �

10. Family History 

Father

No.�ا� �ا��

وا�
Mother وا�ه
No. of Brother (s) ��ں � �اد

No. of Sister (s) �ں � �اد
Wife/Husband زو� ��
No. of Son (s) �ں � �اد

No. of Daughter (s) �ں � �اد

�اد

��ت

� � � �ل و�ت
Age State of Health Year of Death

� �� و�ت
Age at Death

�ت � �
Cause of Death

Living ت �ه� Dead

� 

11. (1) State Height         Meters        cm Weight         kg Chest Insp        cm Exp   cm Abdomen  cm
� درج �� � � � � � � � � �ام وزن�� � � � ��� � �� 

(ii) Change of weight in past 12 month: Loss       kg  Gain     kg
Reason for change in weight

 �� �رہ �ہ � وزن � ��
وزن � �� � و�
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روزا� � او� ا�ل درج ��

�� � ا� �� � � درج �� � �� � �� � �ورى � � � �و� و�ہ

��/���ار/ �ن�اب � آور دوا �

12. State average daily consumption of

13. State physical impairments, if any, such as defective 
eyesight, or hearing or loss of limb etc.

 آ�ى �� �رى � �ٹ � و� � آپ � � �م �� � �� ر� �۔ �ر�
درج �� اور �رى � �ٹ � و�� ��۔

14. When did illness or injury last keep you away from work? 
State dates and describe illness or injury.

 �� � �وا� � �م � ��ں � �ر� اور �� درج �� � �ن، �ب اور
د� ��ى � ، ا�ے اى � ، � ، و�ہ � �� � �م � درج ��۔

15. State dates and results of medical investigation undergone 
such as Blood, Urine and other Laboratory tests, X-Rays 
ECGs, and others. Also state who did the investigations.

 � آپ ا� � � � �ر� � ، � �ر �ن ، � وق، ��ن ، ��ن، ا�� ��
 �ض � � ، �ہ �دے � �رى � � � � �ر� وار � �۔ ��ن رو �� ��،

ا�� � ا�� �ض � � ر� � ا� آ� � � �ر� اور � �

16. Do you now have or ever had Heart Diseases, Diabetes, 
High Blood Pressure Store, TB, Jaundice, Cancer, Nervous or 
Psychological Disorder or other Liver, stomach and Repal 
Diseases? If so, specify with dates.

آپ � ��ان � � �� � �د� � � � �ر� � �ا � �ض �� � � �ال �
16� درج �ہ � �ض � �ى ��د �۔

17. In your Family, is there a history of insanity suicide or any
other disease listed in Question 16 above or does any of them
have an infectious or hereditary disease? If so specify

 ا� آپ �� / �� �� � �ى �ا�زى، � � � � �ز � � ��دہ � در� �
� ا�اراج ��۔

19. If Defence or Ex-Defence personnel, PIA Flight Crew or 
Plant Protection Pilot, statę latest medical category

آپ � � �د � ��ت ا�ز� � ��� � � � ؟ ا� ا� � � � �۔

20. Have you ever been discharged on medical grounds from
service/employment? if so, give detail.

� آپ � ا�� � � � � � � � وا� � آ�ہ وا� �� � ارادہ �؟ ا� ا� �
� � � �۔

��ى / �خ �� �� � د�دار از ا� � � ���ں � ��ں � �� �ر �ہ �، �ن ��۔
�
ان �م ��ں � � �زل � � �ل � � � �ا �� ا����

21. Are you presently engaged or intend to engage in any 
hazardous occupation or pastime? If so, give details.

Policy/Proposal No.

�� � ا� �زل �

Company/Zone
Life

Accepted/Rejected. If accepted,
state terms of acceptance Inforce/Lapsed/Paid up

Auto-surrendered

STATUS �

� ازون �رى / � �رى ا� �ر �ا � � � ا� �رى � �رى ا�� / � ا د�دار

Sum Assured
زر�

��
Accident

�د��

22. Give details of each and every other policy or proposal including those declined/pending/postponed/cancelled/not taken 
up/ lapsed/paid-up/surrendered/accepted with extra premium/restrictions or modifications.

� � � � ؟ ا� � � �رى � �� درج ��۔

18. Are you in good health? If not, describe the disease.

(I) Tobacco/Cigarette / (ii) Plan/Niswar (iii) Alcohol (iv) Drugs
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�ا� � �

آ�ى ز� � �ر� � ا�ط � � آ�� � ز� � �ر� اور ا�ب

 IF FEMALE STATE .23ا� ��ن � � �ن ��
(1) Date of last delivery (ii) Date of any miscarriages or ceasarean (give reasons)

I declare that (1) foregoing statements and answers are true in every respect, (2) the sum, insured is reasonable in relation to my 
income, (3) I have fully understood the terms and conditions of the proposed insurance contract including my obligations and 
benefits payable to me thereunder, (4) the proposed insurance contract is according to my needs, (5) this statement and 
declaration together with the statement of health and any statements made to the Medical Examiner shall be the basis of the 
contract, between the proposed and the State Life Insurance Corporation of Pakistan (hereinafter called the Corporation), and 
(6) I understand that as per section 79 (3) and (4) of Insurance Ordinance 2000, the Corporation may avoid the contract if the 
failure to disclose any material information or any misrepresentation of facts, disclosed to the insurer was fraudulent or the 
misrepresentation was made fraudulently, and corporation has the right to recover damages from me in respect of loss suffered 
by the corporation, as a result of fraudulent act committed by me or any criminal liability to which I may be subject by reason of 
fraudulent act by me or to forfeit to the corporation all money paid in respect there of.
I hereby authorize any hospital(s) physician(s) or any other person(s), who has attended or may in future attend me to give the 
Corporation all information and "knowledge which was, thereby acquired including the history Obtained and diagnosis made I 
also authorize the Corporation to share information about my personal as per directives of SECP under the centralized 
information sharing solution For Life Insurance Industry and Insurance Repository which is for policyholder's protection and 
sound development of the Life Insurance Industry. I note that the Corporation shall not be on risk on my life until the issue of its 
First Premium Receipt after full consideration of my proposal.
Apart from the facts mentioned in the above statements and answers and in the personal statement of health, there is no fact or 
circumstances, which may be material to the underwriting of my proposal.
 � ا�ار �� /  �� �ں � ��رہ �� ��ت اور �ا�ت � �ظ � در� � (2) زر� �ى آ�� � �� � �۔ (3) � � ز� ��  � � ��ے � �ا� و �ا� �ل ا�
 ذ� دارى اور اس � � � �� �� وا� �ا� � �رى �ح � � � (4)�� �دہ ��ہ �ى �ور�ت � � �� � (5) � �ن اور ا�ار �� �ل �ن � اور ��
 ا�ا� � د� � �ن ا� �� ا�ر� �ر�ر� آف ��ن اور �� �ہ � در�ن ��ے � �د �� (6)� � �ں � ا� � ا� ��ت �ا� �� �� ر� / ر� � �ن
2000 � � (3) 79 اور (4) � � اس ��ے � ا�ر �� � اور �ر�ر� � � � �� �� �  �دہ �� د�� د� اور � �� � � �� � �ر�ر� ، ا�ر� آرڈ� 

 وھ � � اس �ن � ��� �� � �� �� � � �ے د�� د� � � � و� � ا�� �ے � ��� ذ� دارى � و� � و�د � آ�، اس � � �م ادا�ہ ر� �
�ر�ر� � ��� �۔

�� اور �ج � � � �ا� �
�
�
�
�

 � �اس ا�ل،�� � �� اور �د � � �ا �ج � � � آ�ہ �ج �ے ذر� �ا � ا�ر د�/د� �ں � �ر�ر� � �ا� �ى �،
���ر� ا� ا� � � آف ��ن � �ا� � �� �ے �و�زل � � ��ت �ل ا�ر� �� ��� �ا� ���  ��۔ � �ر�ر� � ا�ر د�/ د� �ں � ��

 �� ا�ر� ا��ى اور ا�ر� ر�ز�ى � �ا� ��، � � � داران � � اور ا�ر� ا��ى � � �� � � �۔ � �ور ��/ �� �ں � �ى ز� � � � �
� � ادا� � ��� ر� �رى � �ے۔

�
�� اس و� � �وع � �� � � �ر�ر� �ے � � �� � �رو�ص � ��رى � � � �دے اور � �����

او� �ن �دہ �� اور � � � �ن � � �وہ ا� �� � � � �ن �� � �� �  ر� � اس �� � � �رى � ر�وٹ � � � � �۔

ا�م � � آ�ى �ر�
(v) L.M.P date

� آپ �� �؟
(iii) Are you Pregnant?

� �� �ا� �ض �� � � �۔
(iv) Any history of female disease?

Prosposal/Policy No.
Name of Policyholder/Proposer

DECLARATION (ا�ار�م)

Signed at this day of two thousand and

Signature of Witness
�ا� د�

(Signature of Policy holder)
� � د�

(Signature of the life insured)
����� � و � � د� �

Name
CNIC No.
Address ��ں �ن ا�� دا�ں �ن ا�� ��ں �ن ا�� دا�ں �ن ا��



Signature of Policy Holder
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����� دار �ه � � ��ہ � � درج ذ� �� ����� � �� �د � �� �وا��ز� �) ( ا� �

(If the life insurred/policy holder is illiterate, the following. Certificate must be given by an educated person)

� �� �� �� �ں � �ہ � � اس �رم � ا�� � �ن اد� �� � � � � �� � اور �� � � اس � و�� � اس � ا� � آ�ہ � � � اس � �� � � �۔

I certify that before the proposer/policyholder had affixed his/her thumb impression/signed this form, I read over, translated and 
explained to him/her the contents of the form which he/she fully understood.

Endorsement
1) Lapsed/Revived Polices
In consideration of Revival of policy It    I undertake that I will not ask for the policy loan or surrender 
value under this policy before passing Two. Complete years i.e. (24 Months) from the date of Revival.
2) Auto Paid up Z. Reinstated Policies
in consideration of reinstatement of Auto Paid up policy #    I undertake that only 70% of policy loan will 
be allowed / offered to me after passing one complete year i.e. 12 Months from. the date of reinstatement and no surrender value 
will be allowed to me before completing two years i.e. (24 Months) from reinstatement date of policy.
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J. To be completed in all cases

(a)   Pluse
Imegularities

NO YES
Rate per
Minute

1. Exercise Test  10 ascends on an ordinary chair

(i) Immediately 
after exercise
(ii) 3 minutes 
after exercise

MEDICAL EXAMINER'S CONFIDENTIAL REPORT TO THE CORPORATION
NOTE! 
1. If the agent or life insured/policy holder is your relative/regular patient or  
 employee please do not examine.
2. Please check the identity of the life insured vide his original N.1.C.
3. Female examiners should not examine adult male life insured.
4. Female life insured should be examined by a Female doctor.
5. Please send the report direct to the Zonal office.
6. Before sending please ensure that every question has been answered

1. Respiratory
2. Digestive
3. Genito-Urinary
4. Cardio Vascular
5. Glandular
6. Nervous System
7. Brain
8. Bones & Joints

1. How long have you know the insured?
2. National Identity Card No.
3. Mark of Identification

Height  Meter  cm Weight  kg
Chest Full insp  cm. Exp  cm.
Abdomen at umbilicus  cm

HEART SECTION

A.

B.

C.

Measurements

Blood Pressure

Pulse At rest

E. Any Heart Murmur
F. Is there any sign of past or present discase of the following type?

Rate per Minute. Irregularities

(Three readings)
Lying down Sitting down Standing

No.

Systolic
Diastolic 5th phase
(on cessation of sound)
Instrument

Yes No

Yes No

(b) Any Dyspnen of heart after exercise?

If there is a murmur, how did exercise effect it?
Yes No

No effect Accentuated
Reduced or disappeared

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

2. Other particulars of murmur if any.
(a) Type Systolic  Diastolic

(b) Transmission 

(c) It is heard when breath
     is held?

Axilla

Yes No

While Standing? Yes No
While recumbent? Yes No

Scapula
None

Apex  BasePresystolic at

(b) Apex located in      Interspace
cm to left of midstemal (midbody) line

3. Other questions on heart
(a) Any Hypertrophy?
(b) Is heart Normal?

Yes No
Yes No

1. How old does he/she look?
2. Is his/her appearance healthy?
3. Any impairments of sight or hearing
4. Any disease of gums or teeth?
5. Which teeth are missing?
6. Are dentures worn?
7. Any deformity, lameness or other physical defect?
8. Any henia

1. Any sign of past or present disease of the breast?
ii. Any sign pregnancy?
iii. Have past confinements resulted in complications?
iv. Any sign of past or present disease of female reproductive organs etc

K. Examiner's remarks amplifying answers to any 
previous question or on any other adverse 
feature.

FEMALE SECTION

YES

Urine Analysis
Sp. Gravity
Was urine passed in your Clinic?

Sugar. Albumen

REDUCIBLE IRREDUCIBLE
NO Examiner's Signature

Examiner's Seal

Date  Time  pm/am
Name in Capital letters
Address

Authorised Limit Rs


