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1 January 2016 

Summit Plan 
Group Participant Proposal 

Continuous Transfer Terms (CTT) 
 

The plan is a yearly contract. Your cover will start on the expiry date of your existing plan. We cannot backdate cover under any 
circumstances. 
 

Date existing cover ends (dd/mm/yyyy) 

      

Date existing medical Takaful cover was first taken out with the current Takaful operator 
(dd/mm/yyyy) 

      

A copy of the current Takaful certificate must be provided for each participant applying for CTT terms. 

Please complete this proposal clearly in BLOCK CAPITALS and tick the boxes where needed. 
 

You must tell us about all material facts before we accept a proposal or renew the plan. A material fact is information likely to influence 
us in assessing and accepting the Takaful cover. If you do not tell us all material facts or if you misrepresent any material facts, this may 
render the Takaful cover voidable from inception (the start of the contract) and enable us to repudiate liability (entitle us not to pay your 
claims). If there is any doubt about whether a fact is material, for your own protection, you must tell us. 
 
 

A. Continuous Transfer Terms (CTT)  

If participants transfer from another Takaful operator we may offer, subject to completion of this proposal and acceptance by us, to 
continue the same underwriting terms including any special exclusions which previously applied to them. Participants will not be 
subject to any new personal underwriting terms. Cover will still be governed by the benefits, terms and conditions of the plan with us 
except for benefit exclusion E1 in the Handbook. CTT terms may not be available to new entrants onto a group CTT plan. Each new 
participant will be assessed separately and we may offer moratorium terms if the CTT criteria applicable to the rest of the plan are not 
met. 

 

B. Your personal details 

Title 

 Mr    Mrs   Miss   Ms 

Other 

      

Family name (surname) 

      

First name(s) 

      

Address 

      

Town 

      

City 

      

Postcode 

      

Country 

      

Phone 

      

Mobile 

      

Country where you live 

      

Nationality on passport 

      

Occupation 

      

Date of birth (dd/mm/yyyy) 

      

Gender: 

 M     F 
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C. Dependants to be covered 

Dependant 1 Title    

 Mr     Mrs     Miss     Ms 
Other 

      

Family name (surname) 

      
First name(s) 

      

Date of birth (dd/mm/yyyy) 

      
Gender    

 M     F 

Country where they live 

      
Nationality on passport 

      

Relationship to you 

      
Occupation 

      

Dependant 2 Title    

 Mr     Mrs     Miss     Ms 
Other 

      

Family name (surname) 

      
First name(s) 

      

Date of birth (dd/mm/yyyy) 

      
Gender    

 M     F 

Country where they live 

      
Nationality on passport 

      

Relationship to you 

      
Occupation 

      

Dependant 3 Title    

 Mr     Mrs     Miss     Ms 
Other 

      

Family name (surname) 

      
First name(s) 

      

Date of birth (dd/mm/yyyy) 

      
Gender    

 M     F 

Country where they live 

      
Nationality on passport 

      

Relationship to you 

      
Occupation 

      

Dependant 4 Title    

 Mr     Mrs     Miss     Ms 
Other 

      

Family name (surname) 

      
First name(s) 

      

Date of birth (dd/mm/yyyy) 

      
Gender    

 M     F 

Country where they live 

      
Nationality on passport 

      

Relationship to you 

      
Occupation 

      
If you have any more dependants to be covered, please give us details on a separate sheet of paper and send it to us with this proposal. 

D. Doctor’s or medical practitioner’s details in your home country 
Please give the contact details of any family doctor or medical practitioner who has treated you or your dependents in the last two 
years. If you do not provide this information, it may result in a delay in processing any claims and/or your claim may be rejected. 

Participant’s name 

      
Participant’s name 

      
Doctor’s name  

      
Doctor’s name  

      
Hospital, clinic or practice 

      
Hospital, clinic or practice 

      
Phone 

      
Phone 

      
Fax 

      
Fax 

      
Email 

      
Email 

      
Address 

      

 

 

Address 

      

 

 
Postcode 

      
Postcode 

      
Please provide details on a separate page if your family are seen by more doctors than listed above, and confirm which members of 
your family each doctor has treated. 
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E. Doctor’s or medical practitioner’s details in the country where you live 
Please give the contact details of any family doctor or medical practitioner who has treated you or your dependents in the last two 
years. If you do not provide this information, it may result in a delay in processing any claims and/or your claim may be rejected.  

Participant’s name 

      

Participant’s name 

      

Doctor’s name  

      

Doctor’s name  

      

Hospital, clinic or practice 

      

Hospital, clinic or practice 

      

Phone 

      

Phone 

      

Fax 

      

Fax 

      

Email 

      

Email 

      

Address 

      

 

 

Address 

      

 

 

Postcode 

      

Postcode 

      

Please provide details on a separate page if your family are seen by more doctors than listed above, and confirm which members of 
your family each doctor has treated. 

F. Medical questionnaire 
We assess your CTT proposal based on your answers to the following questions and the information on your current Takaful certificate. 
Your current Takaful certificate must show your current Takaful cover arrangements. 

1. Have you or any of your dependants ever had a past history of cancer (including benign brain 
tumours), a heart condition or stroke, joint replacement, psychiatric or mental illness? 

 Yes  No 

2. In the last 12 months have you or any of your dependants had any signs or symptoms that may 
require a visit to a medical professional or are you or any of your dependants awaiting any 
reviews, treatment or investigation for any current or past medical problems? 

 Yes  No 

3. Do you or any of your dependants have any long-term, ongoing or chronic condition for which 
you have regular appointments or need a review or treatment for? 

 Yes  No 

4. If the plan includes maternity cover, are you or any of your dependants currently pregnant?  Yes  No 

5. In the last 2 years, have you or any of your dependants on this proposal had any other problems 
or concerns about their health which are not dealt with in questions 1-4 above? 

 Yes  No 

If you answer yes to any of the above questions, please provide details in section I Medical details. 

G. Data Protection  

We are committed to protecting your personal data and privacy. Any personal information that we collect will be kept confidential and 
will be processed in accordance with relevant legislation and our own strict internal policy. 

We will use any personal data to process your claims, administer your plan, service our relationship with you, provide you with 
products and services and evaluate their effectiveness, provide you with better customer services and for statistical analysis. 

Your information may also be used for fraud prevention and audit purposes. If you give us false or inaccurate information and we 
suspect fraud, we will record this. We may pass such information to law enforcement or other legal agencies, governmental or judicial 
bodies, or to regulators. 

Your medical information will only be disclosed to those involved with your treatment or care, including your medical practitioner, or 
their agents. If you ask us to, we will also send your medical information to any person or organisation that may be responsible for 
meeting your treatment expenses, or their agents. Your information may be discussed with your agent or broker if you have requested 
the broker to assist you in handling your claims and you have authorised us to provide them with such medical information. 

If you want us to disclose your medical information to another individual or next of kin, you must tell us. In exceptional emergency 
situations, and in accordance with medical confidentiality guidelines and relevant law, we may be required to disclose such 
information to relatives, family members or other third parties. 

All participation documents will be sent to the planholder. 

To help us ensure that your personal information remains accurate and up to date, please inform us of any changes. 

We may, from time to time, provide you with marketing information about our products and services and those of any associated 
companies which may be of interest to you. If you do not want us to use your details in this way, please tick the box.  

You can find our full terms and conditions and details of our privacy policy at http://www.aetnainternational.com/ai/en/about-us/legal. 
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H. Declaration 

I am applying to be covered under the Summit plan or plans together with the dependants listed in this proposal. 

I have read, understood and agree to keep to the terms and conditions shown in the Handbook, along with all eligible dependants 
included in this proposal or any dependants I enrol in the future after the start date of the plan. I confirm that I have authority to give Al 
Khaleej Takaful Group information about my dependants referred to in this proposal and where necessary that I have checked with 
them that the information I have provided is correct. I confirm that to the best of my knowledge, the information I have provided on this 
proposal is complete and accurate and that it contains all the information required. 

By agreeing to the Summit terms and conditions, I consent to any personal data, including medical information, that you may collect 
about me and my dependants, being processed by Al Khaleej Takaful Group. 

I authorise and request the doctors named in sections D and E or any other medical establishment, including any other health 
professional who has treated me and any of my dependants included under this plan, to give you or the Takaful operator’s medical co-
ordinator any information they may need in connection with any claim made under this plan. 

I understand that if I do not provide the information asked for in sections D, E, F and I (if applicable), and I or any of my dependants 
included under this plan make a claim, which you view as being treatment for a pre-existing medical or related medical condition, my 
claim may be rejected. 

I understand that should I or one of my dependants attend a hospital/clinic/medical facility where direct billing or cashless 
arrangements are in place and the claim is subsequently found to be ineligible, Al Khaleej Takaful Group has the right to recover the 
full amount of the ineligible claim from myself, the dependant/s or the planholder. 

I declare that the information I have provided in this proposal is correct in all respects. 

I understand and agree that, unless the agreed Takaful contribution, the completed proposal and the details of all scheme participants 
have been received from the planholder, no claims for treatment will be authorised for payment by the Takaful operator. 

For your own benefit and protection, you should read the terms and conditions shown in the Handbook carefully before 
signing this declaration. If you do not understand any point, please ask for more information. 

Name 

      

Date (dd/mm/yyyy) 

      

Signature 
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I. Medical Details 

Name Q
u
e
s
ti
o
n
 n
u
m
b
e
r 

Symptom and/or 

medical condition or 
symptom and when 

did it start? 
(dd/mm/yyyy) 

What treatment, 

medication or 
special diet have 

you been given? 
Please include 
dates and specify 

names of drugs and 
dosage. 

What follow-up 

consultations, 
medical 
investigations, 

diagnostic tests or 
procedures are 
needed or have 

been 
recommended? 

Do you still have 

this medical 

condition or 
symptom? 

What date did you 

last see any health 

care professional 
for this medical 
condition or 

symptom? 
(dd/mm/yyyy) 

       

       

       

       

       

       

 
 
 
 
 
 
 
 
 
 
 

Aetna® is a trademark of Aetna Inc. and is protected throughout the world by trademark registrations and treaties. 

Aetna and Al Khaleej do not provide care or guarantee access to health services. Not all health services are covered, and coverage is subject to 
applicable laws and regulations, including economic and trade sanctions. Health information programs provide general health information and are not a 
substitute for diagnosis or treatment by a health care professional. See plan documents for a complete description of benefits, exclusions, limitations and 

conditions of coverage. Information is believed to be accurate as of the production date; however, it is subject to change. For more information, refer to 
www.AetnaInternational.com. 

If coverage provided by this policy violates or will violate any United States (US), United Nations (UN), European Union (EU) or other applicable 

economic or trade sanctions, the coverage is immediately considered invalid. For example, Aetna and Al Khaleej companies cannot make payments or 
reimburse for health care or other claims or services if it violates a financial sanction regulation.  This includes sanctions related to a blocked person or 
entity, or a country under sanction by the US, unless permitted under a valid written Office of Foreign Assets Control (OFAC) license.  For more 

information on OFAC, visit http://www.treasury.gov/resource-center/sanctions/Pages/default.aspx. 

Policies issued in Qatar are insured by Al Khaleej Takaful Group and reinsured by Aetna Life and Casualty (Bermuda) Limited and administered by 
Aetna Global Benefits Limited - a company regulated by the DFSA. Registered address: Emirates Financial Tower, 1701 - F, 17th Floor, North Tower, 

DIFC, PO Box 6380, Dubai, UAE. 

Important: This is a non-US insurance product that does not comply with the US Patient Protection and Affordable Care Act (PPACA). This product may 
not qualify as minimum essential coverage (MEC), and therefore may not satisfy the requirements, if applicable to you and your dependants, of the 

Individual Shared Responsibility Provision (individual mandate) of PPACA. Failure to maintain MEC can result in US tax exposure. You may wish to 
consult with your legal, tax or other professional advisor for further information. This is only applicable to certain eligible US taxpayers. 



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (None)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket true
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments false
  /ParseDSCCommentsForDocInfo false
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo true
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 2400
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.00000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /JPN <FEFF3053306e8a2d5b9a306f300130d330b830cd30b9658766f8306e8868793a304a3088307353705237306b90693057305f00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /FRA <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (Conforms to "SheetSpotHiRes" of the 2005 Ghent PDF Workgroup specifications)
  >>
>> setdistillerparams
<<
  /HWResolution [2540 2540]
  /PageSize [1008.000 612.000]
>> setpagedevice


