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 Fllled In block lettors)
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DECLARATION BY THE INSURED:
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GUIDANCE FOR FILLING CLAIM FORM - PART A (To ba filled In by the Insured)

DATA ELEMENT | DESCRIPTION | FORMAT
SECTION A - DETAILS OF PRIMARY INSURED
u) Polcy No Enter tha policy number As aflotiad by the Insurance Comp:
b)  Si No/ Cortificate No E“mﬁmﬂ““"m"“w“ As nliottsd by the oraganization
c) Company TPA IDNo Enter the TPAID No. EAsonon st v et iy F0A 000 iR
d) Name Entar the full name of the policyholder Sumama, First reme, Middie name
€) Address Enter the Rl postal nddress Indude Street, City and Pin code
SECTION B -DETAILS OF INSURANCE HISTORY
o) mgw-muymwum/m "mlm Y by another ! Tick Yes or No
b) Date of of first without break Enter the date of of first Use dd-mm-yy-format
¢} Company Name Entar the full name of the Insurance Company Nama of the organization In full
Policy No Enter the policy number As aotted by the insurance Comparny
Sum Insured Entar the total sum insured as per the policy In rupees
9 &;‘.‘“_w""‘“""mm Indicate whether hospitalizad In the last four years Tick Yes of No
Date Enter the date of Hospitalization Use mm-yy farmat
Dragnoms Enter the diagnosis details Open Text
TG y by any other T Healt ek whesee pe Y by snother / Tick Yes or No
f) Company Name Enter the full name of the Insurance Company Nama of the organzation in &l
SECTION C -DETAILS OF INSURED PERSON HOSPITALIZED
a) Name Enter the full nama of the patient Sumame, First name, Middie nama
b)  Gender Indicate Gander of the patient Tick Male or Ferale
c) Age Enter age of the patiant Number of years and months
d) Daw of Birth Enter Date of Birth of patient Use dd-mm-yy format
®) Relationship 1o primary insured Indicate retationship of patient with policyholkier Tick the right option, Hf others, please speciy
) Occupation indlcata cccupation of patient Tick the nght option. If others, plaasa specy
@) Address Enter the full postal sddress include Street, City and Pin code
h)  Phone No Entar the phona number of patisnt Indude STD code with telephone number
1) E-mall ID Entor o-mail address of patient Complets e-mal address
SECTION D - DETAILS OF HOSPITALIZATION
8)  Name of Hospital where admitted Enter the nama of hospral Name of hospital in full
b)  Room category cccupied indicate (the room category occupiod Tick the nght opton
c)  Hospltalization dua to reason of Tick the nght option
d)  Date of injury/Dste Disesse frst detected / Dats of Entar he relevant date Use dd-mm-yy format
o)  Date of admission Entar date of sdmission Use dd-mm-yy format
)  Time Enter time of admission Use hh-mm- format
g)  Date of discharge Enisr date of cucharge Use dd-mm-yy format
n)  Time Enter bme of discharge Use hh-mm- format
1) injury give cause Indicate cause of Injury Tick tha right option
If Madico legal indicats whether injury & medico legal Tick Yes or No
Reported t Police indicate whether polics repon was flad Tick Yes or No
MLC Report & Police FIR sttached indicate whether MLC tepori and Police FIR attached Tick Yes of No
j) Syswemof Enter tha system of medicine followed in treafing the pationt Open Text

SECTION E - DETAILS OF CLAIM

a) Details of Treatment Expances Enter the amount as P In rupees (Do not enter paise values)
b)  Claim for Domiciiary Hospalization - claim ia for Y Tick Yes or No
c)  Detalls of Lump sum Cash benifit clsimed Enter the smount claimed as lump sum / cash banafit In rupees (Do not entar paise values)
d)  Claim documents Submittad-Check List indhcata which supporting documents are submitted Tick the right option
SECTION F - DETAILS OF BILLS ENCLOSED
which bills ars with tha amount in rupoes
SECTION G - DETAILS OF PRIMARY INSURED's BANK ACCOUNT
s) PAN Entar he permanent account numbes Aa aliotted by tha Income Tax Dapantment
b)  Account Number Enter the Bank sccount number As pfiotied by tha Bank
c) Bank Namae and Branch Enter the Bank name along with the branch Nama of the Bank in full
o DO payable detads m:rduwmmm:wmu Name of the f n Al
©)  IFSC Code Enter the IFSC code of the Bank branch IFSC code of the Bank branch in Al
SECTION H - DECLARATION BY THE INSURED
Read fully snd date (in da-mmyy format), placs (open text) and sign




