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present cover.eg.r.ldq any olher similar type of siheme lke Perlonat Rcc.ideni, Canser tnsurance, Medidaim

{lndivisual or Group); Health lnsurance and th6 like; lf yes. please give particulars of each :

a) ' ls this the first year of coveragb uirder Mediclaim Poliry? Yes./ No.
lf No, since when have you been continuously.insured under Mediclaim Policy. Give details

ln supporl of tlie above Claim, I englose.thq following Original Qocumenis (Flease ihdicatg by ".{;1. Doctor's Advicb forAdmission in HospitalNursing Home / Diy Care Cenire : ' ' : '

. 2. Bills / Receipls I Cash memos from HospiialNursing fibme / Day Cire C6dre : .

.9 ?i:q1s! g9rtiT='te./ C1d fro1 HoenilauNulsins Hoqe / Day iare cenre,ctdafly sraiins rhe io. ulsu ral gs uer urrcarts , eqrs rom noFpllztuNur$ng HOme / Uay Care Centfe ddafly Staiing the diagnOSiS -

4.' Bills / Rdceipts / Cash qe4o1 ;or purc'tias3 qf mioicinis and biagnostics /Panorogicat f"$i aroris r*isr4.' urns , xecelpis , uasn memos ror purctase q medicines and Diagno'stic / Pathologica[ Tests along rrith Reports. E supported
by p.ropqr presgriptions from ihe Doctor / Consullant / Specialist.

5. .Bills / Receiirts / Cash.Memos for consirltations.,fom Doclor / Consultant / Specialisl during pre & Fost Hosoitalhaiion oerjod
6. Any other documerls in support of the claim

during Pre &.Post Hospilalhalion period

Summary of expeniesincurred foi\nrhich Originil Bill(s) / Receipt{s) / Cash Memo (s) are enclosed.

Pre Hosphiiisation Period:

. Doctor, Consultant / Specielist Fees

Medicinps / Drugs

' Diagnostics / Pathological Tesls

Hospitalisation Period:.

. liosp,ral.3,.l,s/ Receipts./Cashrnemo *r..

. .Medicines /'Drugs purchased from outside .

Diagnosiics / Path,ological Tbsts done ouiside

Post Hospitalisation Period: - 
.

Doctor / Consultahl / Specialist Fees

Diagnosiics / Pathological Tests

GrandTotal :.

'? NB : Hospilal Bills t Receipts i Cashmemos should inctude Atlending Doctor's I Consu1ant's I Spicialigtrs I Anaesthefisf Fees.

I hereby wananl the truth of the foregoing parliculars in every respect and I agree thal if I havs made or shall make any false
or ur1true statement, suppression or concoalment of any facts, my righi lo claim reimbuisemerrl of the saic, expenses birall be
absolutely forieited. I further'declare that. in resped o{ thi above triatirent, no benefits are availed or claimed under aly'giher
Medical Schenie or lnsurance.

, ALSOOONSENTANDAUTHORISE THE NEWINDIA.A,SSURANCE CoMPANY LIM,TED &THIRD PARTYADMINISTRAToRTo
SEEK MEDIcAL INFoRMAnoN FRoMANYHosPITAL/MEDIcAL PRAcriloruinwno irsaiarliirnn-tarri;irjiJ6iiil:'" -

I authorize TPA to make payment ol lhe claim admissjble as pe;..Terms. Condilions and Lrmitations of the policy lo the
Hqspital/tltrrsing Home.l Day Care Centie on my behalllor full and final slttiembnt of Hospitat biils.

" l.also authorize TPA lo receive paymenl from lhe lnsurance Company as reimbuise.menl of Hospital Bills incuned on-me 7 for
insured person's lrea{menl..

ls this the first claim uhder this policy? Yes / No.
lf No; please Quoie Previous Claim details:

the


