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I have read and understand  the replies to all the questions in the Data Capture Form and declare that all statements therein all the 
information recorded in my online application and any statements written at my request or in any questionnaire completed by me or by a 
medical examiner in connection with this application and signed by me are true and complete and shall be the basis of the proposed contract.

I understand that  in any questionnaire signed by me and in any Tele-interview I must disclose all material facts.

I have read and understand  the notes in the Important Information section of this form and understand that if I do not tell you all material 
facts, the contract with New Ireland could be void. 

I agree to  New Ireland seeking information from any doctor, now or in the event of a claim, who has attended me and I authorise them to 
give New Ireland such information. I agree that this authority will remain in force after my death. 

I con�rm that  if I have answered yes to the “Consent to seek information from other insurers” question that I am consenting to New 
Ireland seeking and receiving medical and other details given to an insurer by me or any doctor in connection with a life insurance 
application on my life. 

I agree that  if I have provided a telephone number New Ireland or a duly authorised agent of New Ireland may contact me in person, by 
phone, if it considers it necessary to obtain further medical or other information relating to my application.

I understand that  New Ireland reserves the right to test declared non-smokers for Cotinine.

I understand that  in the event of my application not proceeding, information provided in connection with my application will be retained by 
New Ireland for a period of six years to facilitate any future application by me and as a protection against non-disclosure of material facts.

I con�rm that  where one or more of the following;  Accelerated Speci�ed Illness Bene�t,  Additional Speci�ed Illness Bene�t, 
 Standalone Speci�ed Illness Bene�t,  Surgery Payment,  Accident Payment,  Hospitalisation Payment,  Broken Bones Payment has 
been selected that the restrictions, conditions and exclusions that attach to the bene�t(s) have been fully and clearly explained to me.

I understand that I will receive a printed record of the information recorded in my online application within 10 days and agree to notify New 
Ireland if I do not receive the printed record within this time. Following receipt of the record I understand that I must ensure the information 
set out on the record of my application details is true and complete and that I must notify New Ireland of any changes required within 10 
working days of receipt of the record.

I understand that  this policy will not start until New Ireland has accepted me for cover and I have made the �rst premium payment.

I understand that  any changes to the statements in this application, any other statements made by me in writing and / or in a Tele-interview 
before the policy start date must be noti�ed in writing to New Ireland.

I understand that  where I have agreed to pay by direct debit, and upon completion of the direct debit mandate, premiums will not be 
collected from my account for a minimum of 3 days.

I understand and consent that New Ireland and its duly authorised agents may hold and use the Information on computer �le, in any 
other dematerialised form or in written hard copy on its own behalf and may use or pass the Information to third parties for regulatory, 
administration, customer care and service purposes. 

1.  I agree that  New Ireland or a duly authorised agent of New Ireland may contact me in 
 person by phone or by letter, if it considers my �nancial planning arrangements need    Yes     No 
 to be reviewed or my level of cover needs to be revised. 

2. I agree the  Information may be held and used by New Ireland for Marketing purposes.    Yes     No 

I understand I may write and advise New Ireland to cease to hold and use the Information for Marketing purposes at any time. 

The  “Data Controller”  for the purposes of the Data Protection Acts 1988 - 2003 is New Ireland Assurance Company plc. The personal data 
being collected on this form is for the purposes of processing your application and may be disclosed in accordance with and to other 
parties as identi�ed and consented to in the paragraphs above.

“Information” means any information including medical and non-medical given by me or on my behalf in connection with this application 
or any further information which may be given at a later stage either in writing, by e-mail, at a meeting or over the telephone. 

“Marketing” means direct marketing and cross-selling of the services and/or products provided by New Ireland or arranged by New 
Ireland with a third party.

7. Declarations/Data protection consent Please complete irrespective of policy selected.

 First Person to be covered  Second Person to be covered

Signature:    Signature:   

Date:  
D D  M M  Y Y Y Y

 
Date:  

D D  M M  Y Y Y Y

 First Policy Owner  Second Policy Owner

Signature:    Signature:   

Date:  
D D  M M  Y Y Y Y

 
Date:  

D D  M M  Y Y Y Y

(If di�erent from First 
Person to be covered)

(If di�erent from Second 
Person to be covered)
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8.  Direct debit mandate

 Note: Instructions can only be accepted to charge direct debit to a Current or similar account.

To the Manager:

Bank
I/We authorise you until further notice in writing to charge to my/our account  
with you unspeci�ed amounts which may be debited thereto at the instance of  
New Ireland Assurance Company plc. by direct debit.

Comhlucht Na hÉireann um Árachas c.p.t.
New Ireland Assurance Company plc.
11-12 Dawson Street, Dublin 2.

The Direct Debit Guarantee                                                            

 This is a guarantee provided by your own Bank as a Member of the Direct Debit Scheme, in which Banks and Originators of Direct 
 Debits participate.

 If you authorise payment by Direct Debit, then 
  Your Direct Debit Originator will notify you in advance of the amounts to be debited to your account
  Your Bank will accept and pay such debits, provided that your account has su�cient available funds

 If it is established that an unauthorised Direct Debit was charged to your account, you are guaranteed an immediate refund by your 
 Bank of the amount so charged where you notify your bank without undue delay on becoming aware of the unauthorised Direct  
 Debit, and in any event no later than 13 months after the date of debiting of such Direct Debit to your account.

 You are entitled to request a refund of any Variable Direct Debit the amount of which exceeded what you could have reasonably 
 expected, subject to you so requesting your Bank within a period of 8 weeks from the date of debiting of such Direct Debit to your account.

 You can instruct your Bank to refuse a Direct Debit payment by writing in good time to your Bank. 

 You can cancel the Direct Debit Instruction by writing in good time to your Bank.

For O�ce Use Only

Originator’s No.:   Originator’s Ref.:  9 9 9 3 6 8

Name of Account to be debited:  

Bank Account No.:  

Bank Sort Code:  

Policy No.:  

          Account Holder’s Signature:   Date:   
D D  M M  Y Y Y Y

         Second Account Holder’s Signature:   Date:   
D D  M M  Y Y Y Y

         (if joint account)

SIGN
HERE

SIGN
HERE
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New Ireland Assurance Company plc.,
11-12 Dawson Street, Dublin 2.
T: (01) 617 2000 F: (01) 617 2800.
E: info@newireland.ie W: www.newireland.ie

New Ireland Assurance Company plc is regulated by the Central Bank of Ireland and is a member of the Bank of Ireland Group.
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