®
_ ;_\ REIMBURSEMENT CLAIM FORM

TO BE FILLED BY THE INSURED

The issue of this Form is not to be taken as an admission of liablity {To bu.Fillad in Mock lefters)

Medi Assist
DETAILS OF PRIMARY INSURED:

a) PolicyNo.: [ [[ ][ [ JC I L ICICICACIC IE JCIE T AL [ ] eyst-Narcertieatena. [ ][ ][ J[ ][ J[ I JL I L]

o) Company/TPAID(MAIDINo: | || [ [ | L] B I N |

d)Neme: [ |[ [s] NN =L ][] (o]

e)Address: | ||| (] I O
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DETAILS OF INSURANCE HISTORY:
a) Currently covered by any other Mediclaim / Health Insurance: |:] Yes [:I No b) Date of commencement of first Insurance without break: [:l ]:]

Diagnosis: | | ¢) Previously covered by any other Mediclaim /Health insurance : " Jves [ | No
peven comenyrene: . JUULILIULLIL [_I‘)EI?QII!_S_C])[lm]EEl;"ERSON HOSPITALIZED:
avers: [J]EIMEMEFMEOOO0OEDEEEOMNEMECOOMOEEHEORAME DO
b) Gender Male | | Female | | o)Ageyears | ][ ] Wonths [ ][] dpatecrsin [ ][] [][]  [][]

) Relationship to Primary insured: Self [:[ SpouseI:' Child D Father D Mother D Other D (Please Specify) |
f) Occupation Service l:] Self Employed I:] Home Maker I:' Student D Retire [ ] Other I:] (Please Specify) [

o) Address i airent romabove) - | || [[ [ J[ [ [ T[ I[ L JLI0 JLJE L L DI T T
HEEEEEEEEEE R EEEE e
ery:[ 1[I IO I ] s=e[ JE I IO IO
PinCodeDDDDDD PhoneNo:DEHj LI 10000 ] DE’ Email ID: | |

DETAILS OF HOSPITALIZATION:

) Niamioiof Hosgiedwhensadeiot: | || || ] ]| 10 ]I J[ | AN O v o

b) Room Category occupied: Day care D Single occupancy [:] Twin sharing D 3 or more beds per room (j

L]

R0 EReRE FInREe BT

c) Hospitalization due to:  Injury | | liness | | Matemity | | d) Date of injury / Date Disease first detected /Date of Delivery: D |:] [:] |:| D D D D

e) Date of Admission: |:J |:| |:| |:| [:| |:| f) Time D [:] D |:] g) Date of Discharge: E] [:| D D D |:| h) Time: [:| D : [:] |:]

I) If injury give cause: Selfinflicted | | Road Traffic Accident | | Substance Abuse / Alcohol Consumption | | 1) If Medico legal [] Yes[ | No

i) Reported to Police D D iii. MLC Report & Police FIR attached D Yes D No j) System of Medicine: | I




DETAILS OF CLAIM:
a) Details of the Treatment expenses claimed Claim Documents Submitted - Check List:

DECLARATION BY THE INSURED:

| hereby declare that the information furnished in the claim form is true & correct to the best of my knowledge and belief. If | have made any false or untrue statement, suppression or concealent of any material
fact with respect to questions asked in relation to this claim, my right to claim reimbrusement shall be forfeited, | also consent & authorize TPA / insurance Company, to seek necessary medical information /
documents from any hospital / Medical Practitioner who has attended on the person against whom this claim is made. | hereby declare that | have included all the bills / receipts for the purpose of this claim &
that | will not be making any supplementary claim except the pre/post-hospitalization claim, if any.

Date u u L U u u L L Placetj Signature of the Insured

|. Pre -hospitalization expenses Rs. ’ ‘ ‘ | ‘ | ‘ ‘ ‘ | ‘ | ii. Hospitalization expenses Rs. ‘ ’ [ ‘ l ‘ ‘ 1 ‘ ‘ ’ } __| Claim form duly signed
ii. Post-hospitalization expenses re.[ [ [ ][ |l I[ ][ | Heath-Check up cost Rs. I 11T 1 | ‘Sorrefttm deim intimation, if sny
‘ ) R ' [ ] Hospital Main Bill
v. Ambulance Charges: Rs. ’ | ‘ | ‘ | | | ‘ | | ] ‘ | vi. Others (code):[ |[ |[ | Rs. ‘ | [ ‘ ‘ ‘ ‘ J || ‘ ’ "] Hospital Break-up Bil
Total Ra. [ ] l ‘ l ‘ ] } | ‘ { }J Hospital Bill Payment Receipt @
vii. Pre -hospitalization period: days [I D ii viii. Post -hospitalization period: days L [_J u ;] Hospital Discharge Summary %
b) Claim for Domiciliary Hospitalization: | | Yes| | No (Ifyes, provide details in annexure) ] Pharmécy Bill f‘
c) Details of Lump sum / cash benefit claimed: . ) . ) [ OperatiofTheater Notes
i. Hospital Daily cash: Rs. ] ‘ [ [ ] | [ | ] , || ‘ ii. Surgical Cash: Rs. | | [ 1 ] [ } [ | | | ECG
s ) f " ) ' w 11 — 1 [ ] D s fi
iii. Critical lliness -ber-'leﬁf. Rs. m [ [ | | [ } I ] | H ‘ I\l:, Convalescence: - Rs. | | I ‘ L [ J I ‘ I ﬁ }nggs?t;géz%;j%:e Ogl‘rltr;v(?:::ﬁ;t:r?; -
v. Pre/Post hospitalization Lump sum benefit: Rs. ’ ‘ [ | } | | ‘ | l ”—\ vi. Others: I: L] El Rs. | | ‘ | [ . | { ‘ | ‘ ‘ ] Doctols Prescnptu)z\s
ik Re. | L L LI L] =3 others
DETAILS OF BILLS ENCLOSED:
SI. No. | Bill No. Date Issued by | Towards Amount (Rs)
1. Hospital main Bill
2. Pre-hospitalization Bills: Nos
3. Post-hospitalization Bills: Nos ﬁ
4. Pharmacy Bills 8
5. =
6.
7.
8.
9.
10.
DETAILS OF PRIMARY INSURED’S BANK ACCOUNT: . ﬁ
a) PAN: LI I L I L L L | waeeeumvwmeee: [ [ | [ J[ [ [ 1L JL JL JL JL JL JL I JLJLIL 1 2
©) Bank Name and Branch: ujuu_Dui_]DjD_._.DDjU_IJDLU\_DDDE_D_'I_HJ_D_DDIU ®
d) Cheque / DD Payable details: | | ewsccode: | || || || || L L Il Il | | I I
m
3
=4
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(IMPORTANT: PLEASE TURN OVER)







