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Proposal number: _____________ 
 
1. Policyholder (contracting party effecting the insurance) 
Full name:   

Date of birth:  Sex: □ male □ female 

Place of birth:  Nationality:   

Address:    

Postal code / City:   

Telephone number:  Mobile:  

Relation to the insured:    
 
2. Insured (the person on whose life the insurance is effected) 
Surname:   

First names (first one in full):   

Date of birth:  Sex: □ male □ female 

Place of birth:  Nationality:  

SOFI/BSN (tax ID) number:  Marital state: □ married □ unmarried 

Address:    

Postal code / City:   

Telephone number:  Mobile:  

Occupation/additional job(s)   □ Independent 
Employer 

□ Employed 
Employee 

Nature of the work activities:    
   
Which countries outside Western Europe do you visit, except 
for holidays?    

Do you live, stay or work abroad at the moment, or are  you 
planning to do so in the near future? □ No □ Yes 

If so, which country is that and for how long are you going to 
live, work or stay there?   

Does the insured carry out manual labour? □ No □ Yes 

If so, what does this manual labour involve?  

Does the insured engage in sports activities? □ No □ Yes, which sport(s)?  

Does the insured ride a motorcycle or scooter? □ No □ Yes, cylinder capacity (cc)  

If so, Is this risk to be insured? □ No □ Yes  
Did you, during the last two years, use any tobacco or a 
product similar to tobacco or a nicotine replacement product? 
(by use is meant: smoking, chewing, sniffing) 

□ No □ Yes 

From what age?  

Until when?  

What did you smoke / use per day?  

How much did you smoke / use per day?  
  
3. The insurance policy 
Inception date required (DD / MM / YYYY):  
A) Capital benefit death 
Sum insured (min. € 25,000.-) 

 
€ 

 
B) Capital benefit partial or total permanent impairment.  
Sum insured (min. € 25,000.-) 

 
€ 

 
Capital benefit payable if it has ascertained that the assured will die within two years after the notification of permanent impairment. 
The size for this section is equal to the size of category A, as far as it does no exceed the size of section B. 
 



 

 
4. Other insurance policy/policies covering risk of death 
Has been effected, or increased the sum(s) insured in the 
past 3 years, a life insurance with a mortality risk on the life of 
the person to be insured? If so, with witch insurer(s) and for 
what sum(s) insured 

□ No □ Yes 
Insurer(s): 

Sum(s) insured: 

Has a proposal been made / is a proposal being made for life 
assurance with a mortality risk on the life of the person to be 
insured? 
If so, with which insurer(s) and for what sum(s) insured?  

□ No □ Yes 
Insurer(s): 

Sum(s) insured: 

 

5. Premium 
We will inform you as soon as possible on the definitive amount of the premium. 
Is the person paying the premium another one than the 
policyholder? □ No □ Yes, viz.:  

Full name:  

Date of birth:  

Sex: □ male □ female  

Address:  

Postal code / City:  

Signature premium payer:  
  

6. Identification 
The insurance advisor established the identity of the 
policyholder with the use of: □ Valid passport □ Valid driving licence □ Valid European 

identity card 
Data identity papers:  

Number:  

Date of issue:  

Place of issue:  
 
7. Beneficiary in case of death 
The standard beneficiary clause is as follows: 1. policyholder  

2. his/her widow / widower 
3. his/her children 
4. his/her legal heirs 

Do you want to deviate from the above standard order of 
payees? □ No □ Yes, what beneficiary clause do you choose? 

Full name Date of birth SOFI/BSN (tax ID) 
number  

1.      □ male □ female 

2.      □ male □ female 

3.      □ male □ female 

4.      □ male □ female 
 
8. Beneficiary in case of permanent impairment 
Usually the person insured is the beneficiary in case of a possible right to a payment in case of permanent impairment. If another beneficiary is 
desired, please indicate: 

The beneficiary is: 
□ the person insured 
□ the policyholder  
□ another, viz.: 

Full name Date of birth SOFI/BSN (tax ID) 
number  

1.      □ male □ female 

2.      □ male □ female 

3.      □ male □ female 

4.      □ male □ female 
 
 
 
 
 



 

9. Insurances policies applied for previously: 
Has an insurer ever cancelled, refused or nullified the insured 
person with respect to an accident- disability- life- or sickness- 
insurance?   

□ No □ Yes: 

If so, which insurer was involved?  

When did this take place?  
What was the reason? 
 
Or only been accepted in return for a higher premium or 
under restricted conditions? 

 
□ No 

 
□ Yes 

If so, which insurer was involved?  
 
 

When did this take place?  

What was the reason?  

  
  

 

10. Important: explanation on the extent of the obligation of disclosure  
1. As applicant/candidate policyholder you are obliged to answer the questions put in this application form as fully as possible. This also applies to 

facts and circumstances regarding the insured person if that person has reached the age of 16. In addition, in answering the questions, it is not 
only the applicant’s own knowledge that determines what needs to be disclosed but also the knowledge possessed by the other interested 
parties with regard to this insurance policy. Even if you assume that the insurer already knows the answers to certain questions, you must still 
answer as fully as possible. If you have not fully complied with your obligation to disclose information as fully as possible, it may result in your 
rights to receive payments being limited or even cancelled. If you have wilfully acted to mislead the insurer or if the insurer would never have 
entered into the insurance agreement if information had been supplied regarding the true situation, the insurer also has the right to cancel the 
insurance policy.

 2.  If this insurance is also applied for on behalf of the benefit of a partnership, a general, limited partnership (VOF) or a legal entity, then the 
questions regarding the claim history, cancellation of insurance policies, the criminal history and the final question, also apply to: 

- the members of the partnership 

- the (limited) partners/sleeping partners of the limited, general partnership (VOF) 

- the statutory manager(s)/director(s) of the legal entity 

- the shareholder(s) with an interest of 33.3% or more and – if  the shareholder is a legal entity, its statutory  (their) statutory 
manager(s)/director(s) [and shareholder(s) with an interest of 33.3% or more] 

3.  Facts and circumstances that become known to you after this application has been sent in but before the insurer has informed you regarding his 
definitive decision as to whether or not to the risk you request insurance for must still be reported by you to the insurer, if the information 
concerned relates to the questions in the application form provided to you in duplicate together with the insurance terms and conditions 
applicable to the insurance coverage applied for. 

4.  Contrary to the provisions in section 7.17.1.4 (7:928), subsection 6, Dutch Civil Code the following starting points also apply with regard to the 
obligation of disclosure obligation for this insurance: 

- Failure to answer a question or to fill in an answer or left open will be considered to have been answered with a “NO” 

- 

the final question must be answered in full; the final question will be considered as having been answered incompletely, if facts or circumstances 
have thereby been withheld or incorrectly represented, with regard to which the applicant, for example based on the other questions listed on the 
application form and/or the nature of the insurance applied for, in relation to that which is withheld or incorrectly represented, could reasonably 
be assumed to understand that the information could be important for evaluating the risk for which  insurance is being requested. 

 
List of interested parties 
Data statutory manager(s)/director(s), limited) partners, members of the partnership, owner(s)/shareholder(s) with an interest of 33.3% or more  and 
- if  he is (they are) a legal person himself (themselves)  – his (their) statutory manager(s)/director(s) [and shareholder(s) with an interest of 33.3% or 
more]  
Name and initials  Private address Date of birth Nationality Function 

1.         

2.         

3.         
 
Selective acceptance 
Acceptance of insurances in the name of persons with a criminal past or a criminal background can be considered only if such persons inform the 
underwriters/insurers completely of said history. 
Criminal past (see also the explanation on the extent of the obligation of disclosure) 
Have you, or another party interested in this insurance, during the past eight years, been in trouble with the police or the law, as a suspect or with 
regard to the execution of a (penal) measure laid down, in connection with:  
- wrongfully obtained or obtainable benefits, such as in case of theft, embezzlement, deceit, swindle, forgery or attempt(s) thereat;  

- wrongful  harming of others, such as destruction or damage, assault, extortion and attempted extortion or any crime aimed at the personal liberty 
or life or attempt(s) thereat; 

- Violation of the Weapens Act (Firearms and Ammunition Act), the Opium Act, the Wet Economische Delicten 
(Economic Offences Act)? 

 □ No □ Yes: 



 

 
If so, indicate what the punishable fact was, whether it came to a lawsuit, what the result thereof was and if possible (penal) measures have already 
been put into effect. If it did not come to a lawsuit, indicate whether there was a question of a settlement with the Public Prosecutor, and if so, on 
what conditions the settlement came about.  
 

 
 
In case of a positive answer you may send the information, if you should wish this, confidentially to the management of W.A. Hienfeld B.V. 
Note: if the candidate policyholder is a legal person, partnership, or (limited) partnership (firm), this question also applies to the persons described in 
the explanation above.  
 

Personal data  
During the proposal for this insurance personal data and possible other data are asked. These are processed by W.A. Hienfeld B.V. for the purpose 
of entering into and/or executing the insurance contract and/or any related financial settlement(s) and the management of any relations arising from 
this, including the prevention and combating of fraud. The code of conduct “Verwerking Persoonsgegevens Financiële Instellingen” (Processing of 
Personal Data Financial Institutions) applies. 
 
In connection with a sound acceptance policy the underwriters may refer to your data at the Stichting CIS (CIS Foundation) of Zeist. The aim is to 
control risks and to combat fraud. The privacy regulations of the Stichting CIS applies. See www.stichtingcis.nl. 
 
11. General final question and signature  
Do you or another party interested in this insurance still have any information which may be of interest to the underwriters for deciding on this 
insurance proposal and which has not been submitted when answering one of the above questions?  
 □ No □ Yes, which information is that? 
 

 

 

 
By signing this application form the applicant/candidate policyholder declares that he wishes to receive an offer without obligation for a  
Career Stop Policy. 
The undersigned declares that he/she understands that: 

- This application form will form the basis for the insurance applied for;   

- W.A. Hienfeld B.V. will make an offer based on the information provided, free of any obligation;  

- He/she is familiar with the insurance terms and conditions applying to the insurance to be effected;  

- The insurance can only become valid after W.A. Hienfeld B.V. has provided a written proof of coverage on the basis of a written statement still to 
be provided by the candidate policyholder in which he/she supplies an order for taking out the intended insurance.  

- This form has been filled out as truthfully and completely and correctly as possible and signed by: 
 
 
Name: 
 
Date:  
 
Place: 
 

 
Function and Signature applicant  
(who declares to be qualified to represent the candidate policyholder in this respect ): 
 

 
 
 
Name: 
 
Date:  
 
Place: 
 

 
Signature candidate policyholder: 
 

 

Insurance advisor:   
 
 
 

 
This is a literal translation of the original Dutch version of this form, the latter being the only one binding in case of any disputes arising. 


