团体医疗保险个人告知书
	团 体 医 疗 保 险 个 人 告 知 书

	投保单号 
	投保单位名称
	
	团体成员编号
	

	姓名
	
	性别
	
	出生日期
	
	职业及代码
	

	工龄
	
	职务
	
	身份证号码
	
	婚姻状况
	

	告    知    事    项

	请据实回答下列问题。若答“是”，请在备注栏详细说明。
	   是    否

	1、最近一年中，是否去医院门诊检查、治疗、手术或者需要长期服用药物？
	   □    □

	2、过去二年内是否曾因接受健康检查有异常情形而被建议接受其它检查或治疗？
	   □    □

	3、在过去五年内是否曾因受伤或生病住院治疗？
	   □    □

	4、身高         体重         ；吸烟        年，每天        支；
饮酒        年，每天        两。
	   □    □

	5、是否曾患有下列疾病而接受医师诊治或用药？
	   □    □

	（1）高血压、心肌病、主动脉瘤、心脏瓣膜疾病、心律不齐？
	   □    □

	（2）脑中风（脑出血、脑栓塞、脑梗塞）、短暂性脑缺血、脑瘤、脑血管瘤、脑动静脉畸形、脑膜炎、晕眩症、脑震荡、多发性硬化症、癫痫、肌肉萎缩症、脊髓病变、重症肌无力、巴金森氏症、脑性麻痹、精神病？
	   □    □

	（3）肺炎、肺气肿、支气管扩张症、慢性支气管炎、哮喘、气胸、肺脓疡、肺栓塞、尘肺症、肺结核？
	   □    □

	（4）胃或十二指肠溃疡、慢性胃炎、溃疡性结肠炎、肝炎、肝炎病毒携带者、肝或胆结石、肝硬化、肝功能异常、胆囊炎、胰腺炎、疝气、大隐静脉曲张、痔疮？
	   □    □

	（5）肾炎、肾病综合症、肾功能不全、尿毒症、肾囊肿、泌尿系结石或发炎、血尿、蛋白尿？
	   □    □

	（6）白内障、青光眼、视网膜出血或剥离、视神经病变、弱视、角膜疾病、乳突炎、中耳炎、梅尼尔氏症、鼻窦炎、鼻中隔变曲、听力障碍、嗅觉障碍？
	   □    □

	（7）癌症（恶性肿瘤）或未经证实为良性或恶性之肿瘤、肿物、息肉或硬块？
	   □    □

	（8）血友病、白血病、贫血、紫斑症？
	   □    □

	（9）糖尿病、高脂血症、肢端肥大症、痛风、甲状腺功能亢进或低下、甲状腺肿大、肾上腺功能亢进或低下？
	   □    □

	（10）类风湿性关节炎、红斑狼疮、胶原症？
	   □    □

	（11）艾滋病或艾滋病病毒携带者？
	   □    □

	（12）椎间盘突出、关节炎、胸廓畸形、脊柱或四肢畸形？
	   □    □

	（13）是否有失明，聋哑，言语、咀嚼、四肢功能障碍？
	   □    □

	（14）乳腺炎、乳腺血性分泌液、子宫内膜异位症、盆腔炎、阴道异常出血（被保险人为女性回答）
	   □    □

	（15）是否已怀孕？如是，请写明孕周（被保险人为女性回答）
	   □    □

	6、是否参加潜水、跳伞、探险、攀岩、武术比赛、特技表演、赛马、赛车等高风险运动？
	   □    □

	7、目前已有的医疗保障: □社会医疗保险  □商业医疗保险  □单位报销医疗费  □自负医疗费

	8、既往在投保寿险、医疗险时，是否有被拒绝受理、延期或附加条件承保的经历？

	备注：

	被   保   险   人   声   明

	1、本人上述告知内容均属实且完整无误。若是告知不实，既使保单签发、合同生效，贵公司仍可依照《保险法》规定，不承担任何保险责任。

	2、本人授权泰康人寿保险股份有限公司查阅本人相关医疗记录及病历资料。

	被保险人签名（未成年人须由监护人签名）：
	投保单位签章：
　

	        年       月        日 


	 Group Insurance Health Declaration Form-for Individual 

	

	No. of policy：                                                         
	
	Name of the policy-holder：
	
	Serial number of group members：

	 Name:
	Sex：
	Date of birth：
	Profession & 
code：

	 Year of service：
	Position：
	Marital status:
	ID number：

	Declaration Articles
	　

	Please answer following questions in truth. If "yes" is selected, please explain in detail in the Remark Column. 
	    Yes     No

	1. During past one year, have you received outpatient examination, treatment, operation or need to take medicines in the long term.
	     □      □

	2. During past two years, have you been suggested to receive any other examination or treatment after the result of your medical check-up shows abnormal condition of your body?
	     □      □

	3. During past five years, have you been hospitalized due to injury or illness?
	     □      □

	4. Height         Weight         ；Smoking        year(s)，         pieces per day；drinking         year(s)，       g per day.
	

	5. Have you received the diagnosis or taken medicines due to following medical conditions or illness?
	

	（1）hypertension, myocardiosis, aortic aneurysm, VHD (valvular heart disease),arrhythmia?
	     □      □

	（2）cerebral apoplexy（cerebral hemorrhage, cerebral embolism, cerebral infarction）,TIA (Transient ischemic attack), cerebrum, encephalic dngioma, AVM (arteriovenous malformation), cephalomeningitis, meniere's disease,  ,cerebral concussion, MS (multiple sclerosis), epilepsy, muscular dystrophy, myeleterosis, aesthetic bulbar paralysis,  parkinsons disease, cerebral paralysis, mental disease?
	     □      □

	（3）pneumonia, emphysema pulmonum, bronchiectasis, asthma, aerothorax, lung abscess, pulmonary embolism, pneumoconiosis, tuberculosis?
	     □      □

	（4）gastric or duodenal  ulcer, chronic gastritis, ulcerative colitis, hepatitis, HBV carrier, intrahepatic or biliary calculus, cirrhosis, liver dysfunction, cholecystitis, pancreatitis, hernia, Varicose of Great Saphenous veins, hemorrhoids?
	     □      □

	（5）nephritis, NS (nephrotic syndrome), renal inadequacy, uraemia, renal cyst, urinary calculus or inflammation, hematuresis, albuminuria?
	     □      □

	（6）cataract, glaucoma, RH (retinal hemorrhage) or disinsertion, optic neuropathy, amblyopia, cornea disease, mastoiditis, tympanitis, meniere's disease, nasosinusitis,deviation of nasal septum,dysaudia,dysosmia?
	     □      □

	（7）cancer（malignant tumor）or tumors, swelling,  polypus or gelosis which have not been confirmed as malignant or benign ?
	     □      □

	（8）haemophilia, leukemia, anaemia, purpura?
	     □      □

	（9）diabetes, hyperlipemia, acromegaly, gout, hyperthyrea or hypothyroidism,  Thyromegaly, hyperadrenalism or hypoadrenocorticism?
	     □      □

	（10）RA (rheumatoid arthritis), Cazenave's lupus, collagen disease?
	     □      □

	（11）AIDS or HIV carrier?
	     □      □

	（12）herniated disk，arthritis，chest deformity， spinal column or limbs deformity?
	     □      □

	（13）blindness, deafness, dumbness, chewing difficulties, limbs dysfunction?
	     □      □

	（14）mastitis,  bloody discharge of mammary gland, endometriosis, PID (pelvic inflammatory disease), abnormal  vaginal bleeding（applicable to females）
	     □      □

	（15）Are you pregnant? If yes, please specify the pregnancy duration. (applicable to females)
	     □      □

	6. Are you engaged in some highly-dangerous sports including without limitation to diving, parachuting, exploring, rock climbing, martial art contest, stunt, horse racing, cycle racing.
	     □      □

	7、Existing medical security (having now):
□Social Insurance  □Commercial Medical Insurance  □Reimbursement by the employer   □Self-pay
	     □      □

	8. Has your application for life or medical insurance ever been refused, delayed or approved with additional conditions?
	     □      □

	Remark:

	

	Declaration of the Insured

	I certify that the information I provided on this Declaration Form is truthful, complete and correct. I understand that any false statement may result in the refusal by the insurer to be liable for the compensation according to the prescription of "Insurance Law", even after the policy has been issued and the contract has taken effect. 

	2. I hereby authorize Taikang Life Insurance Co., Ltd. to review all the related medical record of mine. 

	

	Signature of the insured

（Custodian need to sign on behalf of insured under legal age）：
	Stamp of the policy holder:
	　

	Date:

	


