IX. Detwils of medical treatmenis / gargical operations during preceding 12 monihs

Matwre or lreatment | I

Pericd of treatment

Dactor £ Hospital | | | | |

{Atinch Medicel documents like [hscharge Summery ¢ Test Repans for the reasimemniis) taken)

X. DETAILS OF MEDICAL HISTORY

(Flesse snswer YES £ MO snd if the answer 18 YES give dealls)

Have you ever suffered from any of the following :

I} Detadls of any Enowledge about, Having the positive
exislence and presence of any ailment, sickness. or injury,
which may reguired medical stenion in immediale Tupare

2F  Any other complaini-requiring specialist's conenliation |
of surgical or hospieal rrestment or iavestgations

1) Any respiratory or allergac disease
4y Dhiabetes or ary arinary diseases

5y Any olber illneas or disesse o accident o
operalioa sastalned by you

A% High hlond pressure, besrt disenses, incloding ischemic
hear dissases other circelatory disorder sic,

T Any dissases of the bomes ar oimts including T
rheamatic disenzes

%) Slipped dise or ciber spinal disoeder e (Fainting cpisode,
Blackous, it pasalysis of any kisd)

gy Fisala, piles, bernia, varicose veins

107 Any disarder of the stomach, wleer bowel or gall bladder,
Kidney siones etc

11y Any cancer, malignant growth bodl, cyst or wound el
Which does nof beal or improve?

120 DHeease of Wierus ovaries of BEcast of &y specific
gyoecolopical dispeders

137 Any dimmess of ¥ision ¢ cotaract
14} Any disease of eams, difficulty, or interference with bearing
15) - Have v ever suffened from desal probiems? : ]
Tf yes When were you ereated last for the ssme?
I&)]  Any mervous, mental, or psychiatne disease
L, declare ther all whe details furnished in this application are troe be the best of my knowledge ond helief. 1 hove disclosed all

particulars affecting the assedsment of the risk. [ ageee that this propossle and decloration shall be the basis of the coniract beiween
the TSF INDIA and me. In addition, TSF INDMA and the relevanl Governmenial agency{s) om my behalf.

Doate =

Place : Signature



