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MEDICLAIM INSURANCE POLICY CLAIM FORM
59 ¥ w1 I w A vl o oK # wd § il e e = wip v e T 8 |
Issuance of this form does not amount to admission of any liability under the claim an the part of the Insurers.
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Flease give the following information correctly and completely to enable the Company to process your claim promptly.
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1. e & aw
Name of the Insured :
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(in whose name pelicy is issued) SURNAME INITIALS
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Details of Ihe_ Insured person (in raspoct of whom claim is made)
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(a)  Mame & relationship to the insured
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L] Present Completed Age
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(c)  Occupation i &
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(d} Residential address
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Nature of Diseasefilness contracted or injury suffered
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Date of injury sustained or Diseasefillness first.detected : 251 [/ Date 11z [ Month T / vear
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{a)  MName and adress of the attending
Medical Practitioner

o1 518 / Pin Code

(b)  Registration No,
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()] Qualifications & Telephone Mo,
7. & SEmemETEREEtE &, a6
(a)  MName and address of the Hospital/
MNursing Home/Clinic

U3 72 / Pin Code _
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(b) Registration No.

" faiE / Date 12 / Menth
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(d) Date of Discharge : D:I D]
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(c) Date of Admission
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If the claim is for Domeciliary Hospilalisation, Please indicate
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(2)  Date of Commencemeant of trealment :

s
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(b) Date of Completion ol frealment
& / Date HE / Month a1 / Year

(e) Mame & Address of altending Medical Practitioner :

¥ %12 / Pin Code
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(d) Telephone Mo.
(e) Registration Mo, ' &
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| have incurred on the trealment of Diseaselliness/Accident referred of above, the expenses as perthe given by me in
|he Schedule of Expansa:s givan gverleal,
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In suppart of the above claim, | enclase following documents [Flease Indicate (l/)]
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Bills, Receipts and Discharge Certificate/card from the Hospital,
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Cash mamos from the Hospital/'Chemisi(s), supported by the proper prascriplion.
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Receipt and Pathological tes! reports from a Pathologist supported by the note from the attending Medical Practitioner / Surgeon
demanding such Pathological lests.
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Surgeon's Certificate stating nature of cperation performed and surgaon’s bill and receipt.

Attending declor's/Consultant'e/Specialist's/Anaesthetist's bill and receipt and certificate regarding diagnosis.
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In case of Domiciliary Hospitalisation, Receipt from a gualified nurse who attended the patient at hisher residence duly supported
by a certificate from attending Medical Practitioner.
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z]eﬂiiicaw from the attending Medical Praclitioner giving reasons for treatment under Domeciliary Hospitalisation Clause of policy,
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Cartificate from the attending Medical Practitioner/Surgeon that the Palient is fully cured.
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| hereby warrant the truth of foregoing particulars in every respect and | agree that if | have made or shall make any lalse or untrue
stalemants, suppression or concealment, my right 1o claim reimbursement of the said expenses shall be absolulely forfaited. | further
declare that, in respect of the above treatment, no banelits are admissible under any other Madical Scheme or Insurance.
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Daled at this day of 200
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SCHEDULE OF EXPENSES INCURRED AND BEING CLAIMED BY THE CLAIMANT
= et Bill/ T2 Recaipt Afm afer | % AR Amt. Payable
8r. No. . No 4% Date Nature of Expendilure Amt. Claimed (FOF_D"IC& use)
E, (As) . (Rs.)
%0 Total . As.
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Signature of the Insured Person
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Less : Amount paid since inceptien of the policy
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Net Payable

Tl / Ghecked by :
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Passed lor payment of Rs
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In case entire claim is not admissible reasons thereof

T % il 29 Ta sl F.

Total amount payable under the claim  #. / Rs,

Less : Part payment if any F./ RAs.
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Net amount payable Rs.
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'F'aiiem‘s Name
Age -
Diagnosis ‘
Date of Admisdion

Date of Discharge

1. History
| 2  Findings
3. Investigation

4. Treaiment Given
5 Treatment Advised

6. Follow-up

DISCHARGE SUMMARY

Sex M/F

7. Is your Hospital Registered with Local Authonties
under Bombay Nursing Home Act Bule - 5 (If yes,

pease mentioned Reg. No.)

SEAL & SIGNATURE OF HOSPITAL DOCTOR

CASE HISTORY

Name Date
Residence Add. Sex
Rel. By = Age
Complaints Treatmen! by :
Past History -
Drug Histery
Family Hislory 1NV :
Personal History :
Gen, Exam T
P Clinical
BP — — Diagnosis
RS
AS
CVs p— — Follow-up
NCS Advise
ECG
SCREENING

Prnoos

SEAL & SIGNATURE OF DOCTOR



