


For Females only: 

30. (a) Are you now pregnant?

(b) If yes, which month of pregnancy are you in? __________________________________________________________

31. Do you presently have, or have you ever had any Gynecological or Obstetric Problem?

IMPORTANT NOTICE: Any mis-statement or omission of a material fact could affect the payment of the benefits under the policy. If you are 
uncertain whether a fact is material or not, please include it on the declaration. 

(k) Any other Disease or Illness not mentioned above ________________________________________________________ 

27. Do you currently have or recently had any of the COVID-19 related symptoms (such as fever,
sore throat, dry cough, shortness of breath etc.) or have you been tested for COVID-19?

28.

29. Do you presently take or have you ever in the past taken any medication on a regular basis

 
 

 

32. Name and address of the Physician you generally consult for any illness:

DECLARATION 
I hereby declare that the statements in this form are true and complete and I hereby give my consent to EFU Life Assurance Ltd. to seek 
information from any doctor, hospital, laboratory (who has ever attended me), my employer, any other organization or person that has any 
record information or knowledge of my health/treatment and from any Life Assurance/Takaful office to which a proposal on my life has at any 
time been made, and the giving of such information is hereby authorized.  I confirm that I have checked and found correct all answers and 
statements in this form, even those that are not in my own handwriting. I further agree that this form and the declaration and the statements 
made above or to the medical examiner acting for EFU Life Assurance Ltd. shall be the basis of the proposed coverage by EFU Life Assurance 
Ltd. , and that if anything contrary to the truth shall be stated or if any information which ought to be made to EFU Life Assurance Ltd. with 
reference to the proposed coverage be withheld or concealed, any coverage which may be issued in pursuance of this form shall be null and 
void. 

Signature: ________________________________________  Date: ________________________________ 

 

Have you ever been admitted in a Hospital for any reason or undergone any diagnostic test/
procedure (e.g. Urine/Blood test, Angiography, CT Scan, MRI, Ultrasound, X-Ray etc.) or any 
operation? 







  







    

 

  



 

:



Yes  No 
   

Yes  No 
   

Yes  No 
   

Yes  No 
   

Yes  No 
   

 19     19
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




  


