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

*DATA ELEMENT B DESCRIPTION | FORMAT
) 5 3 s&cnoua.DETAlLsoerumvmsunan : ’ e R
3)© Policy No: Enter the policy number As afiotted by the insirance company
B)  SLNol Certiicate No. _mmﬁ“ﬂm“mmm“ | As allotied by the organization .
.§)  CompanyTPAID No. Enter the TPA ID No m&f"mbzﬁabwmmmmw
d) - Name: i Enter the full name of the policyholder Sumame, First name, Middie name
1% Address Enter the full postal address ' “Include Street, City.and PinCode -
1 " . SECTION B - DETAILS OF INSURANCE HISTORY - w n j
a) - erenﬂycoveredbyanyoma-MeddaxmlHeatm lndcatewheherqqenﬁycoveredbyamﬂrerMedadaml { TikYesorivo .
Insurance? Hesaith Insurance . : .
b) Dateofcommencementdﬁrsthswamewrﬂmmbred( “Enter the date of commencement of first insurance Use dd-mm-yy format
¢} CompanyName Emermeunameofﬂ-.emrancecompmy Name of the organization In full
Policy No. .| Enterthe policy number i * As allotted by the insurance company -
- Suminsured = - e Fe E.w....,“ 3 g pertherpoicy 1 Wrrpees- - i
iF mwdm : e e S| o o0 e e s o P e
Date- Enter the date of hospitalization 3, Use mm-yy format
Diagnosis ~Enter the diagnosis details .. . OpenText:
e). Prev}ot.lslyCoveredbymywAerMeddamlHeamn lndcatevheherprevawywveredbymomerueddaml Tick Yes or No __
Insurance? Health Insurance ) ) :
D Ou-rpanyNa-ne Enter the full name of the insurance company . Name of the organization in full
1. 2 SECTIONC - Dsrmwormsuneoreascnnosmm e . :
@) Name Enter the full name of the patient - : { Sumame, First iame, Middie Aame
" by Gender " | Indicate Gender of the patient Tick Made of Female
0~ Age Enter age of the paient Numberof yearsandmonths. . .
d) DaleofBirth” Enter Date of Birth.of paiient Useddmmyyfomat S
e Relaﬂonshpwmnayhsu'ed Mmre&aﬁorsivdpdeﬂwmpoicyhoider Tick thé sight oplion. If others, please specy.
[} Ocu.paaw- Indicate occupation of patient - Tick the right option. ¥ others, please specify. * -
') . Address - Entet the ful postal address - Inciude Street, City and Pin Code
Th  PhoneNo T Enter the phone number of patient - Include STD-code with tefephone number
"Iy Emadid Enter e-mall address of patient. Complete e-mall address
j 5w - SECTIOND - DETAILSOFHOSPITAUZM‘)ON ) : . :
1 a) . Name of Hospital where admitted Enter the name of hospital Name of hospital in il
b) - Room category occupied Mcaememnaegorymued Tickthe right option
©) Hospitalization due to Indicate reason of hospitalization, Tick the right option
d) oa:;f_yﬁuwnaameasefnswewctedoaeof Epterthe relevart date - Z | Use dd-mm-yy format
A e) Date of admission Enter date of admission Use dd-mm-yy format
L4 Time 4 Entertime-of admission 3 = . Use htemm format
1 d) ‘Date'cf discharge Enterdatecfdischarge - . . . Use dd-mm-yy format
-h) —-Fime— 3 i B 4-Enter.time.of. h : . g Qsemftl_fp_ﬂ.n_d_.._._._,-__.-- e
) i Injury give cause . Indicate cause of injury Tick theright option .~ .
¥ Medico Jegal B . Incicatevhehermjwytsmedmlega TickYesorNo i
Reported to Police ; Indicate whether police report was filed Tick Yes.orNo
MLCRepm&PdlceFlRaﬂad\ed Indicate whether MLC report and Policé FIR attached ..~ . | TickYesorNo . 3
I " System:of Medicine, i Enter the System of medicine followed in treating the patient -] OpenText - .
| SECTION E - DETAILS OF CLAIM - : . )
)  Detalls of Treatment Expenses ‘Enter the amount dizimed as treatment expenses In rupees (Do not enter paise values)
b) . Claim for Domiciiary Hospitalization Indicate whether.claim is for domiciiary hospitafization - Tick Yes.or No
c)- Details of Lump sum/ cash benefit claimed Enter the amount claimed as.ump sum/ cash benefit 'mnpees(oonamserpasevaues)
d) Claim Documents Submitted-Check List Indicate which supporting documents are submitted Tick the right opfion

* SECTION F - DETAILS OF BILLS ENCLOSED

| Indicate which bills are enclosed with the amounts in rupees

SECTION G - DETAILS OF PRIMARY INSURED’S BA.N'K ACCOUNT

a) PAN

s s o, Enter the permanentaccmn number As aliotted by the Income Tax department
.b) ..AccountNumber .l.__.. .. . ... ....| E;tecthebankaccountumber . As dliotted by the bank
19 _BmkNameandBta')ch ® Enter the bank name along with the branch | Name of the Bank in fult
4 Cheque/ DD payable detaits ;’:;';‘;’:‘“e““m“”f”‘wwsm“ | Name of the indivicua organization in ful
"{€) -IFSC Code 1 Enter the IFSC code of the bank branch |- IFSC code of th bank branich in full

SECTION H - DECLARATION BY THE INSURED

Read declaration carefuily and mention date (in ddmm:yy format), place (open text) and sign.




