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Insured Declaration Form for Internal Health Product Conversion 

1. I want to opt product change: 

I, undersigned_____________________________________________________holding Iffco -Tokio’s 

Individual Medishield (IMI)/SwasthyaKavach(SKP)policy/Health Protector Policy(IHP)/family Health 

Protector Policy(FHP),having Policy number __________________ , expiring on ________________. 

I, hereby declare that I would like to convert my existing ITGI health insurance policy, 

IMI to IHP  ( Individual Medishield to Individual Health Protector )  

IMI to FHP ( Individual Medishield to Family health Protector )  

SKP to FHP  (Swasthya Kavach To family health Protector )  

IHP to FHP ( Individual Health Protector to Family Health Protector )  

SKP to IHP ( Swasthya Jkavach To Individual Health Protector )  

Along with above selection, I also like to opt Room Rent Waiver (RRW ) option too (On 

additional payment of 6 % of basic premium ) 

 

2. I want to opt following add on cover/s under my IHP / FHP Policy No:_________ 

 

This duly signed & filled declaration form would be the part of main proposal form, which was filled and 

signed by me/us at the time of taking insurance from IFFCO TOKIO , first time. 

The policy coverage, Rates, terms & Conditions have been explained and have been understood by me and 

I have agree to pay the applicable premium with respect to the option selected by me as above. 

Annexure (A & B) must be filled ONLY in case of Critical Illness coverage OR Sum Insured 

enhancement requested with past claim/s experience/ PED / change of Health Condition 

of any insured member/s.  

Name of insured Person covered in expiring policy is as per below: 

Sr No. Name of Insured Person  

1   

2   

3   

4   

5   

 

 

Critical illness cover(On additional payment of 

30% of Basic Premium ) 

 

Change in Sum Insured Existing Sum Insured :______________ 

New Sum Insured : _________________ 
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Annexure : A 

 
 

Annexure : B 

 
*   Please attach an additional sheet for above details if required. 
*   Please attach complete discharge summary/supportive medical records, for all past claim cases/PED/Adverse health condition.  

  

Name of the Insured     Name of the Agent 

Signature of insured:                                          Agent Signature: 

Date:                                                                                 Agency Code:  

For Office Use Only:      SBU / LSC/BIMA KENDRACODE:______ 
 

Date of Acceptance: __________________ 
 
Name of the accepting Officer:      Signature of the accepting officer  
  


