GOOD HEALTH TPA SERVICES THE ISSUE OF THIS FORM IS NOT TAKEN AS AN ADMISSION OF LIABILITY
CLAIM FORM - PART A TO CLAIM FORM FOR HEALTH INSURANCE POLICIES OTHER THAN TRAVEL AND PERSONAL ACCIDENT - PART A
DETAILS OF PRIMARY INSURED: TO BE FILLED BY THE INSURED {TO BE FILLED IN BLOCK LETTERS)
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b} Roem Calegery cocupicd: Day care [ ] Single oceupancy [ Twin gharing [ 3 or more beds per room [
£l Hospitalization due fo: Injury l:l lllness l:l atemity l:l d) Dale of injury ¢ Cale Disease lirsl delecled /Dale of Delivery: l:l I:I l:l I:I I:I |:| I:I l:l
e) Date of Admisaion: l:”:l l:“:l l:”:l 1 Tirmee: l:‘ l:‘ l:‘ l:‘ gk Dale of Dischargc:lj l:‘ Dl:l l:”:l hi Time: l:“:l : l:”:l

I3 If injury give cause: Sellinficled [ Road Traffic Acsidenl [] Substance Aluse ! Alcohal Consumplion 1 1y If Medico legal O ‘n’esD Ne:

I o noilo3s I Y NolLo3s I

2 NAaILo3s

i} Reporled 1o Police D |:| iii. L Report & Police FIR attached |:| s |:| Mo it Syslem of WMedicne: |

Bl o NoiL3s I - Noilo3s I 7 NoiLo3c N a Noilo3s

DETAILE OF CLAIM:

at Dotails of he Trealmenl crpenscs claimed Claim Documents Submitted - Cheek List:
I. Pre -hospilalizalion capenscs Ra. l:‘ I:‘ l:‘ l:l l:‘ l:‘ I:‘ ii. Hospitalization expenses Rs. l:‘ l:l I:‘ l:l l:‘ l:‘ l:l [] clairn form duly signed
iii. Pusl-hospilalizalion expenses Rs. I:I I:I I:I l:l I:I I:I I:I i#. Health-Check up cost: Re. I:I l:l I:I l:l I:I I:I l:l [ Copy ofthe daim infimatian, if any
w. Ambulance Charges: Rs. I:”:H:H:H:‘ l:”:‘ . Qlhers f_codu):l:ll:l l:l Re. I:”:II:H:H:I l:“:l S :USP:FJ: :::”:i" il
cspital Break-up Bi

ol R D El D El D D El ] HosEiIaI Bill F'a"{:ll.:l’ll Ruocipl
vii. Pres -hospilalizalion period: days l:‘ I:‘ l:‘ viii. Pogl -hospilalicalion peod:  days l:l l:l l:l |:| Hospital Discharge Surmmary
by Claim for Domiciliary Hospitalization: [ es O Ne (If yes, provide details in anncxure |:| Prharmiacy 3l

c} Dulails of Lump sum { cash Boenell elaime:d: D Dperatien Theater Nolcs

i. Hospital Daily cash: Rs. l:”:”:”:”:‘ l:”:‘ ii. Surgieal Cash: Rs. l:”:”:”:”:”:”:‘ [] ecs
iii. Critical llnces bonefit Rs. l:l l:l l:l l:l l:l l:l l:l iv. Convalcesoncs: Re. I:l |:| |:| |:| |:| |:| |:| E Eizﬁg&a;c;iu;zt ::: l;n;ﬁzlflugdﬁrrt::nm
v. PresPost hospitalization Lump sum benefit: Rs. l:”:”:”:”:l l:”:l wi. Olhers: l:“:‘ l:‘ Rs. l:”:”:”:”:”:”:‘ SR LUSG FHPE)

[ Doctor's Frescriptions

Total re. [ ] [ others

DETAILS OF BILLS ENCLOSED:
Sl.Nel  BillNo. Date Issued by Tawards Amount {Rs)
1. Hoepital main Bill
2. Pro-hespilaizaion Jills: Mos
3. Puosl-hosgilaication Bills: Nug
4. Pharmarcy Bills
B
B.
A
8.
LR
10.
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d) Cheque £ DD Payakle details: | | &iIFSC Code: I:”:H:I l:”:”:”:”:”:“:“:”:“:l I:“:":l
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CLAIM FORM - PART A TO CLAIM FORM FOR HEALTH INSURANCE POLICIES OTHER THAN TRAVEL AND PERSONAL ACCIDENT - PART A

é GOOD HEALTH TPA SERVICES THE ISSUE OF THIS FORM IS NOT TAKEN AS AN ADMISSION OF LIABILITY
DECLARATION BY THE INSURED: TO BE FILLED BY THE INSURED {TO BE FILLED IN BLOCK LETTERS)

| hereby dedlars that the information fumished in the claim ferm is true & correct to the best of my knowlcdge and belicf. If | have made any false or untrue statement, suppression
or concealenl of any maleral facl wilh respecl lo queslions asked in relation Lo Lhis claim, my righl lo ¢laim reimbrusement shall be Torleiled, | alsoe consent & authonze TRPA S
Insurance Company, o seek necessary medical infarmalion f documents from any hospilal 7 Medizal Praclilioner wha has allended on the persen against whom this claim is made.
I hereby declare that | have included all the hills ¢ receipts for the purpose of this claim & that | will not be making any supplementary claim except the prefpost-hospitalization
claim, if any.

Date l:l l:‘ l:l I:‘ I:l I:“:I I:l Plaoc:] Signature of the Insurcd

[ EIRERE

GUIDANCE FOR FILLING CLAIM FORM - PART A (To be filled in by the insured)

DATA ELEMENT DESCRIPTIGN ] FORMAT

SECTION A - DETAILS OF PRIMARY INSURED

a)  Policy No. Enter the policy number As allotted by the Insurance Company
b) Sl No/ Cerlilicale No. rior e sechl murance nUmberor theserlcamnumeeeer | et by thi SradEntalon
&) Gompany TPA ID No. Enter the TPA ID No. :;‘“?Sﬁ‘gg::’n:s;gs allotiedtly: IRD&and: printed
d) Name Enter the full name of the palicyholder Surname, Firal name, Middle name
<)) Address Enter the full postal address Inslude Street, City and Pin code
SECTION B -DETAILS OF INSURANCE HISTORY
aj) ICurreme E‘.’overed by any other Mediclaim ¢ Health Indicale whelher currenlly covered by anolher Mediclaim 7 Tick Yes or No
NSuUrance v Heath Insurance
b) Date of commencement of first Insurance without break Enter the date of commencement of first Insurance Use dd-mm-yy-forrmat
) Company Name Enter the full name of the Insurance Company Name of the organization in full
Paolicy Ne. Enter the policy number As allotted by the Insurance Company
Sum insured Enler the wlal sum insured as per the policy In rupees
)i Heveyoubeen Hoseilalized;in Ielzsliour yeaisisinge Indicate whether hospitalized in the last four years Tick Yes or No
Inceplion of lhe conlracl?
Date Enter the date of Hospitalization Use mm-yy format
Diagnosis Enler the diagnosis delails Open Text
3] Froviously covered by any other Medislaim ¢ Health Indicate whether previcusly covered by another mediclaim / Tick Yes or No
Insurance? Heatth Insurance
fy  Company Name Enter the full name of the Insurance Company Name of the organization in full
SECTION C -DETAILS OF INSURED PERSCN HOSPITALIZED
a) Name Erter the full name of the paticnt Surname, Firsl name, Middle name
b) Gender Indicate Gender of the: patient Tick Male or Female
©) Age Enter age of the patient Mumber of years and months
d)  Dale of Birth Enler Dale of Birlh of palient Use dd-mm-yy fermal
e)  Relaticnship to primary Insured Indicate relationship of patient with policyhelder Tick the right oplion, it olhers, please spocily
fy Oeccupation indicate occupation of patient Tiek the right option. If olhers, please speeily.
g)  Address Enter the full postal addrass Include Slrect, Cily and Pin code
) Phongc Mo Enter the phone number of patient Include STD code wilh lelephone number
1) E-mail ID Enler e-mail address of palienl Complete e-mail address
SECTION D - DETAILS OF HOSPITALIZATION
a) Name of Hospital where admited Enter the name of hospital Name of hospital in full
b} Raom calegory accupied indicate the room category occupied Tick Lhe righl oplion
o) Hospitalization due to indicate reascn of hospitalization Tick the righl oplion
d Dai_e of injury/Crate Disease first detected / Date of Entarifia felevant dats Use dd-mm-yy format
Delivery
&) Date of admission Enter date of admission Use dd-mm-yy format
f Time Enter time of admission Usc hh-mm- format
q) Cate of discharge Enter date of discharge Use dd-mm-yy format
h}) Time Ertertime of disshange Use hh-mm- format
1) If injury give cause indicale cause of injury Tick the right oplion
If Medico logal indicate whether injury is medico legal Tick Yos or No
Reported to Police indicate whether police report was filed Tick Yes or No
MLC Report & Police FIR altached irdicate whether MLC report and Police FIR altachod Tick Yes or Mo
i Syslem of Medicens Enter the system of medicine followed in treating the patient Open Text
SECTION E - DETAILS OF CLAIM
a) Delails of Treatmenl Expences Enler the amount slaimed as realment crpencas In rupees (Do not enler paisc values)
by Claim for Domiciliary Hospitalization indicale whelher claim is lor domiciliary hospilalization Tick Yes or No
a) Details of Lump sum/ Cash benifit claimad Enter the amount claimed as lump sum / cash benefit In rupees (Do nol enler paise values)
d) Claim documents Submitied-Check List indicate which supporting documents are submitted Tick the right option

SECTION F - DETAILS OF BILLS ENCLOSED

Indicale which bills are enelosed with the amounl in rupecs

SECTION G - DETAILS OF PRIMARY INSURED’s BANK ACCOUNT

aj PAN Enter the permanent aseount number As allotted by the Income Tax Departrment
k) Account Number Enter the Bank account number As alletted by the Bank

c) Bank Name and Branch Enter the Bank name along with the branch MName of the Bank in full

&) Chequel DD payable delails L RO soRtenn e e DR Shodn s Name of the individual  organization in full
©) IFSC Code Enter the IFSC code of the Bank branch IFSC code of the Bank branch in full

SECTION H - DECLARATION BY THE INSURED

Read declaration carcfully and mention date (in dd:mmzyy format). plase (open text) and sign.
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