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ROTECT YOURSELF WITH BPYMS TRAVEL CARE INSURANCE!
ABOUT Mysg,
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Nature of Business / Occupation / Designation: [ NSURMI B A@;EUT
Net Annual Income: -9 MILLIOQV PEDS

Name of Beneficiary / Relationship:
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Period of Insurance: Months 20 Days g
From M%! L :! :)iz(g To R(C LO( cium

Journey: From (L To BTHMA 07’ (‘bEL
Via Air Travel Airlines / Flight fA [ FLICUT

Sea Travel Vessel

Land Travel Mode of Transportation
Purpose of Travel: TOUR( S"r
Type of Plan ’ ’
Domestic J 500,000 O 1,000,000 3 2,000,000
Non - Schengen 3 1,000,000 [ 2,000,000 O 3,000,000
(Asia, America & Other Non (Gold) (Diamond) (Platinum)
European Union Countries)
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THER INFORMATION (Please print clearly)

o YES NO
p YOu have any other life, accident or medical insurance at present? m/
Yes, please provide details =
Toth
kel € best of your knowledge and belief have you ever been treated or been
VOl:J have heart disease, epilepsy, sexually transmitted disease, diabetes, O
renal disease, injury to/disease of the spine or sacro-iliac joint, or
Mental/nervous disorder?
If yes, please provide details
To the best of your knowledge and belief, have you ever been disabled,
havg suffered from any disease or received any medical/surgical treatment or O
advice during the past five years?
If yes, please provide details
Do you have any deformity, impairment of hearing or vision, or loss of hand,
foot or vision? -
If yes, please provide details
Note: This Application, if approved, shall form part of and shall be the sole basis in issuing the
Personal Accident Insurance Policy. Any material fact disclosed or misrepresented at the time this
Application is accomplished, shall exemp ,|q|'i : dny Yability caused or brought about by
such undisclosed or misrepresented materiai Ya é
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