CLAIM FORM - PART A' to 'CLAIM FORM FOR HEALTH INSURANCE POLICIES OTHER THAN TRAVEL AND PERSONAL ACCIDENT - PART A

TO BE FILLED BY THE INSURED (To be Filled in block letters)
Theissue of this Form is not to be taken as an admission of liablity

DETAILSOF PRIMARYINSURED:

LG T L

o company/ Teaone: [ [ I I

aName: [C][sPRARME T CICICIOE R CI I I I ] [ R ] IO D10

o ascress: [ ][] 1L IO IO O O O O O A OO I e
(R
I O
0 o o o [ [ R |

a) Currently covered by any other Mediclaim / Health Insurance: D Yes [:] No  b) Date of commencement of first Insurance without break:EHj @D [:I D

o) fyes, companyrame: [ ][ [ ][ ICICICICICICICICICT orerne. [ ]I IO OO C]
Sum insured (Rs.) |:| |:| D |:| E] D I:‘d) Have you been hospitalized in the last four years since inception of the contract? DYes D No Date: @@

Diagnosis: [ l e) Previously covered by any other Mediclaim /Health insurance : : DYes D No

 ityes,companyname: [ ][ 1[I I

aname: [ ][ [sRARME T O FERsHEIEE Afa IS8 17 1010 10 dE LTI TaNE I

b) Gender Male I:] Female I:] c)Age years YD onths M E |:] d) Date of Birth E‘ E] IEID D D

e) Relationship to Primary insured: Self D Spouse|:| Child |:| Father l:‘ Mother D Other I:I (Please Specify) | |

f) Occupation Service D Self Employed D Home Makeri:l Student [:] ﬁl'\;ertilrert*j |,E~]f Other D (Please Specify) [ ]

g address (i aifrent rom avove): [ [ ][ ][ ][I C IO ECI O IO OO O O 00
N o O
LT N 0 [ | | | | [ | | | [
0 o o o o [ [ L |

I ¢ NOILO3S I vNOILO3S N

O NOILO3S

DETAILS OF HOSPITALIZATION: :
a)Name of Hospitalwhere Admited: [ ][ ][ ][ ][] ]I DO OO OO O OO OO OO OO OO OO0 H0O a0 e
b) Room Category occupied: Day care [ ] Single occupancy ] Twin sharing [ ] 3 or more beds per room[_]

c) Hospitalization due to: Injury D liness D Maternity D d) Date of injury / Date Disease first detected /Date of Delivery: EH:] @D |:| D
e Dateotadmisson: [ | [MN_] [V ] HTime mi] g DateofDischarge: [D | (M| [V} ]  nTime: s [ ]

1) Ifinjury give cause: Selfinflicted [_] Road Traffic Accident [ Substance Abuse / Alcohol Consumption [ 1) If Medico legal [ Yes [ No
ii) Reported to Police D I:I iii. MLC Report & Police FIR attached [:] Yes D No j) System of Medicine: [ }
DETAILS OF CLAIM:

a) Details of the Treatment expenses claimed Claim Documents Submitted - Check List:

I. Pre -hospitalization expenses re. [ I i Hospitalizationexpenses — rs. [ |[|[ ][ J[ ][ ][] [J Claim form duly signed
iii. Post-hospitalization expenses Rs. D D D D D D D iv. Health-Check up cost: Rs. D D D D D D D [ Copy of the claim intimation, if any
v. Ambulance Charges: Rs. D D D D D DD Vi Others(code):[:]l:‘ [:] Rs. I:] [:] l:‘ D D DD g Hospital Main Bill
Hospital Break-up Bill
o Re. [:] D D D D D D [:] Hospital Bill PaymentReceipt
vii. Pre -hospitalization period: days I:I l:' D viii. Post -hospitalization period: days [:] I:‘ D

D Hospital Discharge Summary

b) Claim for Domiciliary Hospitalization: [ Yes[ I No (If yes, provide details in annexure) J Pharmacy Bill
c) Details of Lump sum / cash benefitclaimed: ["] Operation Theater Notes
i. Hospital Daily cash: Rs. I:] D |:| D D DD ii. Surgical Cash: Rs. D D |:| D I:] [:][:] [] ece
P . . . D Doctor’s request for investigation
iii. Critical lliness benefit: Rs. D [:] D D D D D iv. Convalescence: Rs. [:] [:] D l:‘ [:] [:] D 0 Investigation Reports (Including CT
v. Pre/Post hospitalization Lump sum benefit:Rs.D [:] D D D DD vi. Others: [:]I:‘ D Rs. [:] [:] D |:| [:] DD 0 BMF? /1U|§G / H‘PF)
0Clor's Frescriptions
ol rs. [ICICICICICEIET 3 otess

DETAILS OF BILLS ENCLOSED:

Sl.No|  Bill No. Date Issued by Towards Amount (Rs)

1. D D M| M[Y Y Hospital main Bill

2. D D M M]Y Y Pre-hospitalization Bills: Nos

3. D D M| M| Y Y Post-hospitalization Bills: Nos

4. D D M M]Y Y Pharmacy Bills

5. D D M| MY Y

6. D D M| MY Y

7. D D M M|Y Y

8. D D M M]|Y Y

9. D D M| M|Y Y

10. D D M| M[Y Y

DETAILS OF PRIMARY INSURED’S BANKACCOUNT::

e L N b) accountumber: [ [ ][ ][ 1L 1[I ] L JCICCICCICIOE]
o) BankName ana sranch: [ [ [ 1[JL ] ] IO IO OO OO OO0 OO OO0 11
d) Cheque / DD Payable details: [ 1 e) IFSC Code: D D D D D D D D D D D DD EI:l

(IMPORTANT: PLEASE TURN OVER)
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