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DECLARATION BY THE INSURED:

} hereby declare that the information fumished in the claim form is Wue & comect to the best of my knowiedgs and belief. If | kave made any fake of unirve slalemeant. SUPIREsSIon
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GUIDANCE FOR FILLIG CLAIM FORM - PART A (To be filled 1n by the insured)
DATA ELEMENT i DESCRIPTION i FORMAT
EECTEON A - DETAILS OF PRIMARY INSURED
a)  Policy Mo Enter the policy rumber As slolied by the Ir Compary
b) Sk N/ Cartificate No, m'&f&ﬂ:mﬁ"&mﬁ or the certficate aumber of [ 0 o1tied by the oraganization
¢} Gompany TPA 1D No. Enter the TPA ID No. e Tubey o acledlLy Iiihus.nd pited
dy  Name Entar the full name of the policyhcider Sumame, Firsi nams, Middle name
&) Address Enter the fuil poatal address Inchude Straet, City and Pin code
SECTION B -DETALLS OF INSURANCE HISTORY
a) lc:mnt#y gwsrsd by any other Medicleim: / Heallh II-|e:aI|h seth lly ., d by another Medictaim / Tick Yes or No .
b} Date of ement of first In whhout freak Entar the date of of frst & ) Use dd-mm-yy-formal
¢} Company Name Enter the full name of he Insurance Company Mame of the organization & fulf
Policy No. Enter the policy mumber Az affotled by the: | Company
Sum insured - Enter the: lol sum énsured as per tive pofcy In rupsss
D neaaion ot e comeangs 2 in the last four yoars since .| lndficate whether hospiaiized In the last fou years Tick Yes o Mo -
Dale Enter the date of Hospitalizalion Use mm-yy format
Diagnosis Enfer the diagnosis detals Opoa Texi
&)  Praviousiy covered by any other Mediciaim { Heallh Indicate whethes previously covered by another mediclaim / Tick Yes or No
Insuranca? - Health Insurance = r
f) Company Name ‘Enter ths ful! name of the Jnéwance Company Name of the organization fn fuff A
' SECTION C DETAILS OF WSURED PERSON HOSPITALIZED .
a) MName’' Enter the full name of the patien| Surnarme, First name, Middle name _.'
b) Gender Indicsle Gender of the patient Tick Male or Femals
c}  Age Enter age of the patfent Humber of years and months
d)  Dale of Birth Enter Dale of Birth of patiert Use dd-mm-yy forrmnal
e}  Relationskip ta primary insured Indicate relationship of patiend with poficyhofder Tick the right option, il others, please spedily
i) QOccupalion indicate occupation of patient Tick the right option. If others, pleasa specify.
)  Addrass Enter the full postal address Include Street, City and Pin code
h}  Phone Mo Entar the phone number of patient Inciude STD code with tefaphone number
1) E-mail IO Enter e-mail address of patient Complete e-mail address
SECTION D - DETANLS OF HOSPITALIZATION
&)  Name of Hospital where admited Enter the name of hospital Name of hospial in full
b} Room category occupied Indicate the room calegory occupied Tick the right oplion
) Hospitalization due fo indi reasen of hospitalization Tick the nght option
d)  Date of injury/Date Diiease first detecled / Date of Enter the relsvant date Use dd-mm-yy format
a)  Dats pf admission Enter date of sdmission Lize dd-mm-yy format .
f Time Enter time of admission Use hh-mm- format 3
4] Oste &;disnharge Enter date of discharge Use dd-mm-yy format .
h)  Time Enter ime of dschargs Uss hh-mm- format i
B Winjry glve cause indicate cavee of njury Tick the righl option
If Medico (sgal indicate whether injury is fice kegal ] Tick Yes ar Mo
Reported to Police indicate whether police report was filed Tick Yes or No
MLC Report & Police FIR attached Indi rhather MLC report and Police FIR fred Tick Yes of No
B Sysiem of Madicene Enter the system of medicine followed in trealing the patient Open Text
SECTIOM E - DETAILS OF GLAM
a) Details of Treatment Expences Enier the t ctaimed as treat In rupees (Do not enter paise values)
b)  Clakn for Dombiliary Hospiaization indi hethier ¢laim is for domiciliary haspitalizalion Tick Yes or Mo
5] Detafs of Lump sumd Cash benifit claimed Enter the amount clakmed as lump sum f cash benafit in rupees {Do not anter paise values}
d)  Claim documents Submiited-Check List indicate which supparling documents are submilted Tick the right aption
SECTION F - DETAILS OF BILLS ENCLOSED
fndi which bills are enclosed with ihe a in rupees
SECTION G - DETAILS OF PRIMARY INSURED's BANK ACCOUNT
a) PAN Enter lhe p account b Ag allotled by the Incoma Tax Depariment
b)  Account Number Enter the Bank account number As allotied by the Bank
¢}  Bank Name and Branch Enter the Bank name along with the branch Mame of the Bank in ful
¢}  Chequef DD paysble detsils Cates ke name allhe bensfeiary (helciFsy B0 ghoutd bs Nama of the indiidual / arganization in full
¢} IFSC Code Enter the IFSC code of the Bank branch IFSE code of ke Bank branch in full
SECTION H « DECLARATION BY THE INSURED

Read decharation carefully and menlion date (in dd:mm:yy format), place {open text) and sign.




