
_ CLAIMFORM-PARTA'to'
TO BE flLLED BY THE INSURED

The issue of this form _ not to be taken aS an admission of liabilitY (To be filled in block letters)

a)_o_icyno.;00000000000000000000b)s_.No./certinca_eno.0000000000 i
e)Addre$s: 0000000000000000000000000000000000000000 m

0000000000000000000000000000000000000000 o
ci_:0000000000000000000 s__:0000000000000000000 >

_incode:000000_honeno.:000000000000Emai__D:_ 'l
sum_nsured(Rs.)0000000d)Haveyoubeenhospitalizedinthelastfouryeansinceinceptionofthecontract?0yes0No Date:00 __ m

Diagnosis: i i e) Previously covered bY any other MediclaimJHealth in$urance: 0 YeS 0 No o_
g)Address(ifdiffrentfromabove): 00000000000000000000000000000000000 o

0000000000000000000000000000000000000000 _
ficT0||_nc_n__D|TA_|7_T_n____                                      _
b) Room Cate9OY occupied: DaY Care 0 Single occupancy 0 Twin sharing 0 3 Or more beds per rOOm 0

c)Ho$pitalizationdueto; _n;uy0 Illne$$ 0 maternity0 d)Dateofinjuy/Datediseaseln_r$tdetected/Dateofdelivey: 00 00 0000 m_

e)Dateofadmission: __ 00 00 i7Time: __ ___ g)Dateof0ischarge:00 00 00 h)Time:00 __ o,
_) If injuy give CaUSe: Self inflicted 0 Road Traffic Accident 0 Sub$tance Abuse / Alcohol tonsumption 0 _) if medical legal 0 Ye$ 0 Mo 0

d)ChequeJDDPayabledetails:l i etlfSCCode: 000 0000000000 000 Z

i
(_m_o_ANT; PLEASE TURN ovER)



_  
the pre/post-hospitali2ation claim, ifany __
_z_



_ CLAIMFORM-PARTB
_lease include the original preauthorization request form in _ of PART A

(To be Filled in block letters)

DETAILS OF HOSPITAL

a)Nameofthehospital: 00000000000000000000000000000000000000 i
b)HospitalID: 000000000 c)Typeofhospital: Nemork:0 Nonnetwork:0 (ifnonnetworkfillsectionE) m

c)Nameofthetreatingdoctor: 0_________00000_0____0_____00_0______0_____0 __
DETA_LsoFTHEpAT_ENTADm_TTED_
b)__Re9_s__a__onnumbe_:00000000 c)Gender; Ma_e0 Fema_e0 d)A9e:yean:__non_hs__ e)Dateofb__rt_h______ __ __ Yl

ql_Dateofadmission: ____ __ __ 9)_me;__ __ h)Dateofdt_tchar9et_____ __ __ i)Time: __ __ fi_
j)Typeofadmission Emergency0 __anned0 Daycare0 maternity0 k)Ifmaternity i)Dateofdelivey: ____ __ __ ii)Gravidastatus: 000 O

iv.Co-morbidities 0000000 _ iv.Detailsofprocedure:_ i ō2

U i i r1_

c)Pre-authorizationobtained: 0Yes 0 NO d)Pre_authorilationnumber: 0000000000000

e) If authorization bY nemork hospital not obtained give reaSOn: i ___ due to injuy: 0 Yes 0 NO i. If Yet_ give Caute se_f-inni_ed0 Road Tramc Accident0 Substance abu$e / alcohol consumption 0

ii)Ifinjuyduetosubstanceabuse/alcoholconsumption,Testconductedtoestablishthis: 0 Ye$ 0 NO {lfyes,attachreports) iii._fmedico_egal:0Yes 0 MO iv.Reportedtopo_ice0 YeS 0 NO

v,F'RNo,000 0000000 vi.Ifnotreportedtopolicegivereason: i _
CLAIM DOCUMENTS SUBMITTED _ tHEtK LIST

0 Claim Form dutY Signed 0 investigation reports

0 Original Pre_authorization request 0 tT/MNUSG/HPE investigation report

0 Co_Y o_ the Pre'authorization approval letter 0 Doctor's reference sli_ for investigation i_

0 CoPY of Photo ID Card o_ patient Veri_ed bY hospital 0 ECG fim

0 Hospital Discharge summay 0 Pharmacy bills o
0 Operation Theatre Note$ 0 MLt reports 8 Police FIR 0

0 Hospital main bill 0 Original death summay from ho$pital where applicable

0 Hospital break'up bill 0 AnY other, plea$e specih

ADDITIONAL DETAILS IN CASE OF NON NETWORK HOSPITAL (ONLY FILL IN CASE OF NON-NETWORK Hos__TAL)

a)Addresso_thehospital 00000000000000000000000000000000000000

00000000000000000000000000000000000000

ci'y:00000000000000000s__: 000000000000000000

_incode:000000 b)_honeno.0000000000 c)Registrationno.withstatecode: 00000000

d)Ho$pitalPAN_ 0000000000 000 qfacilitiesavailableinthehospital i.OT 0Yes 0 No ii.ICU 0Yes0NO

iii.Other$_ _ _
DECLARATlON BY THE HOSPITAL

We hereby declare the information furnished in this Claim Form _ true 8 correct tO the best of our knowled9e and _lief_ HWe have made any felse or untrue statement, suppression Or concealment of anY material fact,

ouf righf to claim under thi$ claim shall be forfeited.

Da_e:000000 i __n__ 





_ 
A-110, Sector4Noida,Uttarpradesh-2013OI.

CONSENT fORM

f rO m __
Patient's Name and address:

policy nO:

Hospital IPD nO:

TO_

Hospital Name:

Madam/$ir,

i hereby authori2e IPA representativesjlnvestigator free and unlimited aCCeSS to seek medical

information (lndoor Case PaperS_ reports, documents, including photocopies thereof pertaining mY

admission / treatment) from any hospital / medical practitioner from which Or whom i have at any

time SOught Or shall seek medical attention concerning any disease/ sickness, ailment Or injury,

which affects mY physical Or mental health.

Yours faithfully

Signature of the Patientjlnsured
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