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American Life Insurance Company
(Incorporated in USA, Nepal Regn. No. 6/062/063)
Narayani Complex, Pulchowk
G.P.O. Box: 11590, Kathmandu, Nepal
Tel. : (977-1) 5555166, Fax : (977-1) 5555173
E-mail : service-nepal@metlife.com.np

(AIDS)

(HIV) (Positive)

_________________
_________________
_________________
_________________
_________________
_________________



IMPORTANT NOTICE
To expedite the approval of applied for insurance coverage, do not leave any blanks, unanswered questions, medical reports, dates and/or signatures, wherever applicable. To
expedite processing any maintenance request on insured Employees, indicate under Part B, the individual Employee’s Cert. No per Company's records/ billings/enrollment lists.
Company reserves the right to request medical evidence of insurability and to accept or reject any application as per its underwriting standards.

Part A - To be Completed by Employee if requesting Insurance on self:

I hereby certify that all statements and all answers to questions appearing on this form are complete and true to my knowledge. I hereby authorize any
doctor, hospital, clinic or medical provider, an insurance company or any other company, institution or any other person who has any record or information
about me and /or any of my dependents to provide American Life Insurance Company with the complete information, including copies of their records with
reference to any sickness or accident, any treatment, examination, advice or hospitalization. Any photocopy of this authorization shall be valid as the
original copy.

Date       Policyholder’s Signature & Stamp                  Employee’s Signature

1. Employee’s Name : First:                      Middle:           Last:

2. Employer’s / Policyholder’s Name :
3. Employment Date :        Day    Month Year          4. Group Policy No. 5. Class/Subgroup No.

8. (a) Monthly Salary Rs.      (b) Coverage Requested Rs.                                    9. Requested Date of Coverages:

10.           From  a health standpoint, do you know of any reason why the employee or any of his dependents should not be insured or has the
          employee been absent from work because of sickness or injury during the past six months ?

If answer is "Yes", please give full details and dates:

Yes       No

Part B - To be completed by Employer/ Policyholder:

**FORM MUST BE COMPLETED, DATED & SIGNED TO BE VALID**

6. Employee’s Cert. No. (per Company's record)   7. Designation

1. Employee’s Name : First               Middle   Last

AIDS (Acquired Immune Deficiency Syndrome) Question-Describe in detail any affirmative answers:
Have you received medical advice, or treatment, in connection with AIDS or an AIDS related condition or sexually transmitted disease?
Have you been told you had AIDS or AIDS complex? Have you had or been told you had a positive blood test for antibodies to the AIDS
virus? or Do you have any of the following which are unexplained: fatigue, weight loss, diarrhea, enlarged lymph nodes or unusual skin
lesions?

If female, are you pregnant? (if yes, state duration.............................................................................................. )

Has any application for insurance on your life been declined, postponed, or modified, or do you know of any  impairment in your health
or physical condition?

2. Employer’s / Policyholder’s Name
3. Mailing Address : (P.O.Box / City/ Postal Code / Country)
4. Date of Birth : Day Month Year 5. Place of Birth 6. Nationality

7. Height f t . 8. Weight                       kg. 9. Sex :        Male          Female             10. Marital Status:        Single         Married

Do you fly other than as a passenger on an aircraft in regularly scheduled common carrier for passenger service ?

Are you involved in any dangerous sports such as professional sports, mountaineering, diving, parachuting, racing, horse riding?

Have you ever been treated for or told you had or intend to seek medical advice, treatment or medical test performed for heart
disease, high blood pressure, diabetes, or sugar in your urine, kidney disease, lung disease, cancer, disorder of the back or joints,
nervous disorder or disorder of the stomach or abdominal organs ?

Have you consulted a physician for any illness during the past five years or is currently under any form of medical treatment or intend
to seek medical advice, treatment or have any medical test performed ?

12. Yes       No

11. Yes       No

14. Yes       No

13. Yes       No

16. Yes       No

17. Yes       No

15. Yes       No

19.  Beneficiary Name & Address (for death benefits only)       Percentage of Proceed        Relationship to Employee

If answer is “yes” to any of the above questions 13 to 17, please give full particulars below (If reason for consultation is check-up, please indicate exact
reason, date performed, type of exam performed and attach any available results). Use separate sheet if necessary and attach copies of hospital
discharge reports and upto date medical report from treating physician.

Question No. Details of Condition Duration of Condition Date of Treatment Complete Recovery (Month & Year)    Name & Address of Physician, Hospital

If nothing specified under Percentage of Proceeds above then equal split between/among Beneficiaries. I hereby understand and agree that no action at law can
be brought by me or by my dependents, beneficiaries or by any third party in respect to any claim under the Group Policy except with the written consent
of the Group Policyholder.

American Life Insurance Company
(Incorporated in USA, Nepal Regn. No. 6/062/063)
Narayani Complex, Pulchowk
G.P.O. Box: 11590, Kathmandu, Nepal
Tel. : (977-1) 5555166, Fax : (977-1) 5555173
E-mail : service-nepal@metlife.com.np

For Company’s use only:

Certificate No. :______________________________

Group No. :_____________________________

Ind. Eff.Date :_____________________________

Any u/w Comments   :______________________________

Date & u/w’s initial   :______________________________

Other Comments   :______________________________

Part C - Employee’s and Employer’s / Policyholder’s Signatures:

(G
-4

2)

New Enrollee Beneficiary ChangeSalary Change  Class ChangeCheck Box:

18.

Employee Enrollment Form - Group Insurance (The words "Employee" in this form shall be replaced by "Proposed Insured" in case of applicant is other than
employee.)
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