
Please answer the following questions:

1. Have you been diagnosed with, treated for, or told that  you 
    have:

a. Cancerous or pre-cancerous growth of any kind?

[  ]  YES [  ]  NO

b. Heart attack, cerebro-vascular accident (stroke), heart 
    diseases, angina or abnormal ECG?

[  ]  YES [  ]  NO

c. Chronic kidney diseases, renal failure requiring renal 
    dialysis or a renal transplant?

[  ]  YES [  ]  NO

d. Diseases of the liver?

[  ]  YES [  ]  NO

DECLARATION

I hereby apply for coverage and agree to pay the required 

$…………………. (quarterly /semi-annually /annually).

Approval of this application is subject to acceptance of the risk 
by Sagicor. If this application is not accepted, you will be 
informed within 12 days of the date of refusal and your 
premiums refunded.

I hereby declare that to the best of my knowledge and belief, 
the statement and answers given are full, complete and true. 
I also understand that failure to disclose pertinent information, 
whether deliberately or negligently, may invalidate this contract, 
and affect the payment of future benefits.

Signature of Insured: ......................................................................
Date: ......................................................................

Signature of Applicant: ...................................................................
Date: ......................................................................

Signature of Witness: ......................................................................
Date: ......................................................................

Agent Name: .....................................................................

Agent Code: .....................................................................

Agent Telephone: .....................................................................

PLAN PAYMENT RATE

Family Plan

Individual +1

Individual

Annual

Semi-Annual

Quarterly

Annual

Semi-Annual

Quarterly

Annual

Semi-Annual

Quarterly

$ 19,290.00

$ 9,990.00

$ 5,070.00

$ 12,860.00

$ 6,660.00

$ 3,380.00

$ 6,430.00

$ 3,330.00

$ 1,690.00

SagiCare PROTECTOR PREMIUMS

KEY TERMS & DEFINTIONS

UCR (Usual, Customary, and Reasonable) Fees:
These are the rates charged by an individual provider or 
institution in keeping with the going rate or charges for these 
medical services.  The rates are applied according to a 
pre-determined schedule.

MM (Major Medical):
An additional benefit which provides funding for major medical 
expenses arising from catastrophic illness, injury, or costly 
diagnostic procedures. This benefit is in addition to the 
amounts payable from the basic benefit.

LTM (Lifetime Maximum):
This refers to the maximum amount payable over the lifetime 
of the insured, from the Major Medical benefit.

THINGS YOU SHOULD KNOW

Who are your dependents:
Your dependents are:
    Your spouse (married or unmarried).
    Your children, stepchildren and legally adopted children 
    up to their 19th birthday.

Is coverage available for my child after age 19?
Yes. Your policy includes over-aged dependent coverage for 
your child up to their 23rd birthday if attending a tertiary 
institution on a full time basis. A letter is required from the 
local or overseas tertiary institution each year.

When can I change my spouse on my health insurance plan?
You can cancel a spouse at any time.  Change of spouse is 
usually allowed only at the plan’s anniversary but is allowed 
at any time if spouses are legally married.  A marriage 
certificate is required to effect the change.

When can I add my newborn baby?
You can add your baby 14 days after birth.  However, if the 
newborn is still hospitalized at the date of eligibility, the 
effective date will be the day following the date of discharge 
from the hospital.
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For further information please contact:

The Anderson Building 
85 Hope Road, 
Kingston 6, Jamaica. 
Tel: (876) 927-9821 –7
Fax: (876) 927-9817/6737

Shop F213, 
Bay West Complex, 
Montego Bay, St. James. 
Tel: (876) 952-4448
Fax: 979-7868

Lot #3 Caledonia Mall, 
3 ½ Caledonia Road, 
Mandeville, Manchester. 
Tel: (876) 961-0001-2 
Fax: (876) 961-0003

17 Main Street, 
Ocho Rios, St. Ann. 
Tel: (876) 974-7131 
Fax: (876) 974-4923

LIFE & HEALTH INSURANCE   PENSIONS   INVESTMENTS  MORTGAGES
RETIREMENT PLANNING   REAL ESTATE SERVICES

Sagicor Life Jamaica Limited
H.O.: 28-48 Barbados Ave., New Kgn. P.O. Box 439, Kingston 5
Tel.: (876) 929-8920-9, Fax: (876) 929-4730
www.sagicorja.com

Jamaica, Barbados, Cayman Islands, Trinidad & Tobago and 
18 other countries

SagiCare PROTECTOR

Wise Financial Thinking for Life

OPPORTUNITIES MULTIPLY
AS THEY ARE SEIZED

SagiCare PROTECTOR
is one of the solutions offered by Sagicor to help 
you attain your financial goals. Please ask your 
Sagicor representative how our products can form 
part of a wise approach to your complete financial 
well-being



SagiCare PROTECOR IS JUST FOR YOU!

SagiCare Protector caters to individuals with lower incomes such 
as, domestic employees, carpenters, masons, mechanics, and 
others, not part of a group health plan, seeking low cost, 
affordable health insurance options.

With premiums as low as $570.00 monthly, SagiCare Protector 
provides health coverage at the most affordable cost. 
SagiCare Protector covers most major medical expenses, 
including hospital room and board, intensive care, doctor’s visits, 
prescriptions, surgery, as well as maternity benefits.

CONVERSION PRIVELEGE

If you are on a Sagicor group plan and experience changes in your 
employment, you can continue your coverage by transferring to 
this individual plan within thirty (30) days of the employment 
change. If you transfer within this period you will not be required 
to do a medical and there is no waiting period for pre-existing 
conditions, if the benefits on your group plan were equivalent or 
superior to those of SagiCare Protector.

COORDINATION OF BENEFITS

If you or your dependents are covered under another health 
plan, National Health Fund (NHF) or JADEP, your benefits 
may be coordinated so that you pay less out-of-pocket for 
medical expenses.

UTILIZATION MANAGEMENT

Keys to keeping your premiums down:

    Your card must ONLY be used by you. Do not lend your card 
    to anyone. 

    Do not use your card for anything other than medical 
    purposes.

    Protect your plan.  Report abuse or loss of your card promptly 
    to any Sagicor office.

    Never sign a claim form unless it is completely filled out by 
    the provider.

    Do not use your card just to exhaust an existing balance 
    before the anniversary of the plan. 

SERVICES
MAXIMUM
BENEFITS

Office Visit
(10 visits per disability, per policy year)

DOCTORS VISIT

Wellness Check-up
(1 visit per policy year)

Dietician
(3 visit per year, paid by re-imbursement)

Prescription Drugs

Dental
(1 oral exam and dental cleaning every 6 months)

Optical
- 1 pair of lenses per 12 month policy period
- 1 frame per 24 month policy period

OTHER BENEFITS 
(Benefits are paid at 80% of cost up to the maximum amounts listed.)

DIAGNOSTICS SERVICES
(Pre-authorization is recommended for MRI, CAT Scan, & EKG)

Lab, X-Ray, ECG, Pap Smear, etc.

MATERNITY BENEFITS
(9 months waiting period for all maternity benefits)

Normal Delivery

C/Section

Miscarriage

$ 400

$ 400

$ 1,500

$ 3,000

$ 4,000 
(shared with opticlal)

$ 4,000
(shared with dental)

$ 1,500 + MM *

$ 10,000

$ 20,000

$ 5,000

SERVICES
MAXIMUM
BENEFITS

Room & Board
(120 days per disability, per policy year)

HOSPITAL BENEFITS

Hospital Miscellaneous
(Charges related to hospital confinement)

Hospital Out Patient
(Hospital care provided without confinement)

Doctor’s Hospital Visit
(1 visit per day,)

Surgeons Fee
(Maximum basic amount per procedure)

Assistant Surgeon’s Fee
(Maximum basic amount per procedure)

Anaesthetist
(Maximum basic amount per procedure)

SURGICAL BENEFITS **

MAJOR MEDICAL

Lifetime Maximum (LTM)

Deductible

$ 600

$ 4,000 + MM

$ 800

$ 300

$ 15,000

$ 4,500

$ 6,000

$ 200,000

$ 0

*   Initially, amounts are paid from the basic benefit listed at 80% of cost. 
     Once exhausted, amounts are paid directly from MM at 80% of cost, by 
     reimbursement, after first satisfying the deductible.

**Basic benefits paid based on surgical schedule up to the stated amount, 
    balance paid at 80% of UCR in MM, after satisfying the deductible.

SagiCare PROTECTOR APPLICATION FORM

NAME OF INSURED:

.....................................................................................................
Surname

.............................................................   .....................................
First Name   Middle Initial

SEX: [  ]  Male [  ]  Female

Date of Birth: ..............................................................................

HOME / MAILING ADDRESS:

.....................................................................................................

.....................................................................................................

Telephone: ..................................................................................

Name of Employer: ....................................................................

Address of Employer: .................................................................

DEPENDENTS:

FIRST NAME LAST NAME DATE OF
BIRTH

RELATION-
SHIP

EFFECTIVE
DATE

NAME OF APPLICANT (if different from insured):

.....................................................................................................
Surname   First Name Middle Initial

ADDRESS OF APPLICANT:

.....................................................................................................

.....................................................................................................

Telephone: ..................................................................................

E-mail: .........................................................................................

NEXT OF KIN: ............................................................................

Telephone: ..................................................................................

Home Address: ..........................................................................

Maternity on Individual YES

100% of cost
up to $ 15,000

Intensive Care
(5 days per disability, per policy year)




