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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
| _8) Poicy No Enter the policy number As aflotted by the Insurance Company
b S Mol Certficate No o hattr metrares caname . e corticate number of | xg stotted by the oraganization
o) Company TPA IDNo Enter tha TPA IO No. IS e o sfohed By I, s ey
d)  Name Enter the full name of the policyholder Sumame, First name, Middle name
e) Address Enter the full postal address Inciude Street, City and Fin code
SECTION B -DETAILS OF INSURANCE HISTORY
8) i s by any other / Healtn ;n whether y by ancther ! Tick Yes or No
b)  Date of of first without break Enter the date of of first Use od-mm-yy-forrmat
c) Company Name Enter the full name of the Insurance Company Name of the organization in &l
Policy No Enter the policy number As aliotted by the Insurance Company
Sum insured Enter the total sum insured as per the policy In rupees
@ [ I e Hetphaend In s loal fous years sinos Indicate whether hospitaiized In the last four years Tick Yes o No
Date Enter the date of Hospitalization Use mm-yy format
Owgnosis Enter the diagnos:s details Open Text
s) Pre Y by any other | Heslth g ther pr y d by another claim / Tick Yes or No
f)  Company Name Enter the full name of the Insurance Company Name of the organization in full
SECTION C -DETAILS OF INSURED PERSON HOSPITALIZED
a)  MName Enter the full name of the patient Sumame, First name. Middle name
b) Gender Indicate Gender of the patient Tick Male or Female
c) Age Enter age of the patient Number of years and months
d) Date of Birth Enter Date of Birth of patient Use dd-mm-yy format
e) Raistonship 1o primary nsured Indicate relationship of patient with policyholder Tick the right option, f others, please specify
f Oocupation Indicate occupation of patient Tick the night option If others. pleasa specily.
g) Addresa Enter the Wl postal address Include Street. City and Pin code
h)  Phona No | Enter he phona number of patient Include STD code with telephone number
1)  E-mail D | Enter o-mail address of pavent Complets e-mad address
BECTION D - DETAILS OF HOSPITALIZATION
a) Name of Hospilal where admited Enter the name of hospital Name of hospital m hull
) Room category occupied indicate the room category occupied Tick the right option
c)  Hospitalization due to indicate reason of hospratization Tick tha right option
d)  Date of injury/Dete Disesse first detected / Date of Enter the relovant date Use dd-mm-yy tormat
e)  Date of admission Enter date of adrression Usae dd-mm-yy format
n Time Enter tme of sdmizsion Use hh-mm- format
g)  Date of discharge Enter date of discharge Usa dd-mm-yy format
n Time Enter bme of discharge Use hh-mm- format
[} i injury give cause indicate cause of injury Tick the right option
If Medico legal Indicate whether njury 18 medico legal Tick Yes or No
Reported to Police Indicate whether palice report was filed Tick Yos or No
MLC Report & Palice FIR attached indicate whether MLC report and Police FIR attached Tick Yes or No
/)  Symem of Medicene Enter he system of medicine followed in Yeating the patient Open Text
lmmtunmorw
a) Detads of Treatment Expences Enter the amount clasmed as P In rugees (D not enter paise vatues)
b)  Ciaim for Domiciisry Hospltalzation " clam s for y lick Yos or No
c)  Details of Lump sum/ Cash bentfit claimed Enter the amount cissmed as lump sum / cash banefit In rupees (Do not entar paise values)
d) Cleim documents Submitted-Check List indicate which supporting documenis are subimitted Tick the right option

SECTION F - DETAILS OF BILLS ENCLOSED

Iindicate which bilis are enclosad with the amount in rnupees

SECTION G - DETAILS OF PRIMARY INSURED's BANK ACCOUNT

e

o) PAN Enter the permanent account number As allotted by the Income Tax Depanment
b)  Account Number Enter the Bank account number As aliottad by the Bank
c) Bank Name and Branch Enter the Bank name along with the branch Name of the Bank in full

Enter the name of the benet the cheque / DD should be
¢)  Chequa/ DD payable detais priersllio i Nams of the individual / arganizaton in Rl
¢}  IFSC Code Enter the IFSC code of the Bank branch IFSC cade of the Bank branch in Rl

SECTION H - DECLARATION BY THE INSURED

Read

fuily and

date {in dd.mm yy format), place (open text) and sign




