
25. Current Weight _________________________________ Kg/Lbs   and    Height________________________________ ft-In /M

26. Are you to the best of your knowledge in good health now i.e. free from any Mental or Physical

27. Do you presently suffer or have you in the past suffered from?

(a) Diabetes Mellitus (Raised Blood Sugar, Sugar in Urine)?

(b) Hypertension (Raised Blood Pressure)?

(c) Heart Disease (e.g. Heart Attack, Angina, Chest Pain, Coronary Artery Disease,
 Shortness of Breath etc.)? 

(d) Liver Disease (e.g. Jaundice, Hepatitis A/B/C etc.)?

(e) Respiratory Disease (e.g. Tuberculosis, Chronic Cough, Asthma etc.)?

(f) Kidney Disease (e.g. Stones, Kidney Failure etc.) or any Disease of the Genito-Urinary System?

(g) Digestive System Disease (e.g. Gall Stones, Chronic or Recurrent Diarrhea, Ulcers etc.)? 

 



 













Yes  No 
   

Yes  No 
   

Yes  No 
   

Yes  No 
   

Yes  No 
   

Yes  No 
   

Yes  No 
   

Yes  No 
   

3. Date of Birth

5. CNIC No.

6. Residential Address

  _____________________________________  4. Gender:             Male       [    ]        Female         [    ] 

                 ________________________________ 6. CNIC Issuance date           ____________________________ 

       ______________________________________________________________________________ 

7. Mobile Number    _________________________ 8. Email Address:     ___________________________________ 

9. Level of education    ________________________________________________________________________________ 

10. Present Occupation

11. Employer’s/Business Name

12. Employer’s/Business Address

13. Employer’s E-mail Address

      __________________________________________________________________ 

    ________________________ 14. Employer’s Phone No.                     _____________________ 

15. Designation / Job Title         ___________________ 16. Exact Nature of Daily Duties   ____________________________

17. Annual Income (Approx.)                     _______________________18. Account Opening Date                       ___________________

19. Account No.                      __________________________ 20. Branch  _______________ 21. Customer ID ___________ 



     

 /

 /



 









()

1. Name of Investor / Participant    ______________________________________________________________________ 

2. Father’s / Husband’s Name

  



/   ______________________________________________________________________






  

   







Consumer Health Declaration Form 

Page 1 of 2



Impairment or Deformity?  

  __________________________________________________________________ 

(i) Government Employment (ii)  Private  Employment (iii)  Self  Employment

(iv) Agriculturist (vii)  Housewife (viii) Student

(ix)  Unemployed (ix) Others _________________________________________________ 

 (v) Landlord   

EFU Life House, Plot No. 112, 8th East Street, Phase 1 DHA Karachi UAN: (021)111-EFU-111 (111-338-111)
Fax: (021)3453-7511 Email: gbd@efulife.com Website: www.efulife.com

(v) Retired

22.            _____________Investment: Amount                  ___________________; Term                  _______________; Mode   
23. Beneficiary: Name _________________________________; Relationship 

 _________________________; CNIC/B‐Form No.

             _______________________________ 

/           ______________________________  

      _____________________________; CNIC No.          ________________________________ 

Date of Birth

Guardian: Name

(In case of minor)

24.  Beneficiary account number       __________________________________________________________________ 

 





 



 











 ''








For Females only: 

31. (a) Are you now pregnant?

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

32. 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 ________________________________________________________ 

28. 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?

29.

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

 

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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




  

(j) Diseases of Eyes, Ears, Nose, Throat, Spleen, Glands, or Skin? 
  




 

Yes  No 
   

33.

(i) Stroke or Any Disease of the Nervous System or any Mental Disorder (e.g. Depression, 
 (Fits, Epilepsy, Anxiety, Fainting Attacks, Headaches etc.)? 

  

Yes  No 
   



(h) Any form of Tumor, Growth, Cancer or Blood Disease? 
 

Yes  No 
   




