{To be Filled In block letters)

i
®
REIMBURSEMENT CLAIM FORM
TO BE FILLED BY THE INSURED
The Issue of this Form Is not to be taken as an admisslon of llablity
Medi Assist
DETAILS OF PRIMARY INSURED:
a) Policy No : b) 1. No/ Cetificale no.
¢) Company / TPA ID {MA ID)No:
d) Name:
e)Address:
Cidy: Stale
Pin Code | Phona No Emal !

= ————— DETAILS OF INSURANCE HISTORY:

a) Currenlly covered by any other Medictaim / Heallh Insurance: [_|Yes [_] No b) Date of commencemenl of first Insurance withou break: ;

¢) Il yes, company.name: Policy No.

1o

Sum insured (Rs.) d) Have you been hospilalized in the last four years since incepl

Diagnosls:

f) I yes, company name:

a)Name: ! ' o I 1 i

b} Gender Male - Famile ) AQe years Months d) Date of Birth
@) Relationship lo Primary insured: Self Spouse Chitd Father Mother i
) Occupation Sarvice | Self Employed ‘ " Home Makerf Swdent | Relired |

g) Address (i difirant from above): | ¢

lion of tha conlract?

= — DETAILS OF INSURED PERSON HOSPITALIZED: —— — = =

i other |

i YRS

‘Yes : No Dile

o) Previously covered by any olher Mediclaim Heallh insurance Yoy No

{Please 'Spec.lfy)

Gity: Stute:

Pin Code | Phone No: '7 il : I Email I}
— — = ~— DETAILS OF HOSPITALIZATION: —— ——— -
a) Name of Hospilal where Admited:
b) Reont Category occupied: ) Slngle vccupancy Twin sharing 3 or more beds per room

Day carg

Malerily

¢) Hospitallzation due to:  Injury lliness

f) Time

) Date of Admisslon:

Road Traffic Accident | :
iil. MLC Reporl & Police FIR attached

1) If injury give cause: SelfInficted :_ |
il) Reported to Police[ i .‘

771 Yes

g) Date of Discharge: :

d) Dale of Injury  Dale Disease first detecled /Date of Delivery:

hj Time:

) f Medico legal " Yes; No

j) System of Medicine:

DETAILS OF CLAIM: ——

a) Details of the Treatment expenses claimed

|. Pre -hospilabzation expenses Rs. | ii. Hospitalizatlon expenses Rs.
11 Post-hospilalizallon expenses Rs. n iv. Heafth-Check up cost  Rs.
v, Ambulance Charges: Rs. ‘w Others (code):; - 1" | Rs.

Total Rs.

Clalm Documents Submitted - Check List:
i "1 Claim form duly signed
¢ Copy of the claim intimation, if any
; Hospilal Main Bill
i Hospital Break-tp Bill
* Hospital Bill Payment Recelpt
Hospital Discharge Summary

vil. Pre -hospilalizalion period: viil, Post -hospllalization perlod: days
b) Claim for Domiciliary Hospilalization: {1t yes. provide delalls in annexure) Pharmacy Bill
¢) Delalls pf Lump sum / cash benefit claimed: Operaliofheater Noles
i. Haspilal Dafly cash: Rs. 1, Surgical Cash: Rs. ECG
il. Criticat fliness benefil: Rs. . iv. Convalescence: Rs. E\t::aotb :ig:e!::aé:rllgv(ﬁgl?ﬂ;:g cT
v. Pre/Post hospltalizalion Lump sum benefil; Rs. . Olhers: Rs. JDEEL{; P??s::rlb:: liEr)\s
Tolal Rs. Others
——r — ——— DETAILS OF BILLS ENCLOSED: — — —
§1. No. | Bill No. Date Issued by Towards Amount (Rs)

L ; Hospital main Bl

2, ! Pre-hospitalizalion BiRs: Nos :

3 Post-hospitalization Blls: Nos

4, I Pharmagy Bills

X B =

6.

T

B

9.

10.
- — — DETAILS OF PRIMARY FNSURE.D’S_ BANK ACCOUNT. - = — —————————
8) PAN: b) Account Numitser;
¢} Bank Name and Branch: |

d) Cheque / DD Payable delails:

| hareby declars thal the information lurnished In the claim form is true & corect 1o the
fact with respect to questions asked in relation to this claim, my night fo clalm relnbirusement sh

documents fram any hespltal { Medical Practitioner wheo has attended on the persan against whorm this claim is made. Theretiy detl

that | will rigt be making any supplementary clalm excepl the pre/post-hospitalization claim, if any,

Date | Flagea:

) tFSC Code:

——— DECLARATION BY THE INSURED: D
best of my knowledge and belief. If | have matle any lalse ot untrue stalement, suppression or caricealent of any material
all e forfalted, | alo cansent & authorize TRA / Indurance Company, to seek nicessary medical information /

e that | have included sl the bills / receipts for the purpose of this claim &

Signature of the Insured
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{IMPORTANT: PLEASE TURN OVER)



GUIDANCE FOR FILLING CLAIM FORM - PART A {To be filled in by the insured}

DATA ELEMENT

DESCRIPTION

FORMAT

SECTION A - DETAILS OF PRIMARY INSURED

Enler the policy number

As allotled by the Insurance Company

a)  Policy No.
b) Sl Nof Cerlificale No

Enter the social Insurance number or lhe cerlilicale number of
social health insurance scheme

As allotled by lhe oraganizalion

¢) Company TPA ID No

Enter the TPA ID No

Licence number as allolted by IRDA and prinled
in TPA documents

d) Name

Enler the full name of lhe policyholder

Surname, First name, Middle name

e) Address

Enter the full poslal address

Include Streel, City and Pin code

SECTION B -DETAILS OF INSURANCE HISTORY

a)  Currently covered by any other Mediclaim / Heallh
Insurance?

Indicate whelher currenlly covered by anolher Mediclaim /
Heallh Insurance

Tick Yes or No

b)  Date of commencement of firsl Insurance without break

Enler lhe date of commencemenl of firsl Insurance

Use dd-mm-yy-forrmat

c) Company Name

Enler the full name of the Insurance Company

Name of the organization in full

Policy No

Enter the policy number

As allotted by the Insurance Company

Sum insured

Enter the lolal sum insured as per the policy

In rupees

d)  Have you been Hospilalized in the last four years since
Inception of the contracl?

Indicate whelher hospilalized in the lasl four years

Tick Yes or No

Enter lhe dale of Hospilalizalion

Use mm-yy format

Date
Diagnasis Enler the diagnosis delails Open Text
e}  Prevlously covered by any other MedIclalm / Health Indicate whether previvusly covered Dy another inediclaim / Tick Yes or No
Insurance? Health Insurance
Name of the organizalion in full

fy  Company Name

Enter the full name of the Insurance Company

SECTION C -DETAILS OF INSURED PERSON HOSPITALIZED

Enter lhe full name of the palient

Surname, Firsl name, Middle name

a) Name
b) Gender Indicate Gender of lhe patient Tick Male or Female
c) Age Enler age of Ihe patient Number of years and months

d) Date of Birth

Enter Dale of Birth of patienl

Use dd-mm-yy format

e) Relationship lo primary Insured

Indicale relationship of patienl with policyholder

Tick the right option, if others, please specify

f) Occupation

indicale occupaltion of patient

Tick the right oplion. If athers, please specify,

Enter the full postal address

Include Streel, City and Pin code

g) Address
h)  Phone No Enler lhe phone number of palient Include STD code with telephone number
1)  E-mail ID Enter e-mail address of patient Complete e-mail address
SECTION D - DETAILS OF HOSPITALIZATION
a)  Name of Hospilal where admited Enter lhe name of hospilal Name of hospital in full
Tick lhe right oplion

b) Room category occupied

indicale the room category occupied

c) Hospitalizalion due lo

indicale reason of hospitalization

Tick the right option

d)  Dale of injury/Dale Disease first delecled / Date of
Delivery

Enler lhe relevani dale

Use dd-mm-yy lormal

e) Dale of admission

Enter date of admission

Use dd-mm-yy format

1) Time

Enler time of admission

Use hh-mm- formal

a) Dale of discharge

Enler dale of discharge

Use dd-mm-yy format

h) Time

Enter time of discharge

Uz hih-mm- formatl

1) If injury give cause

indicate cause of injury

Tick the righl oplian

If Medico legal

indicale whelher injury is medico legal

Tick Yes or No

Reported to Police

indicate whether police repori was filed

Tick Yes or No

MLC Reporl & Palice FIR altached

indicate whether MLC reporl and Police FIR atlached

Tick Yes or No

j) System of Medicene

Enter lhe system of medicine followed in trealing the patient

Open Text

SECTION E - DETAILS OF CLAIM

a) Details of Treaimen! Expences

Enler the amounl claimed as lreatment expences

In rupees {Do nol enter paise values)

b) Ciaim for Domiciliary Hospilalization

indicate whether claim is for domiciliary hospilalization

Tick Yes or No

c) Delails of Lump sum/ Cash benifit claimed

Enter Lhe amount claimed as lump sum / cash benefil

In rupees {Do not enter paise values)

d) Claim documenls Submitled-Check List

indicate which supporling documents are submilled

Tick lhe righl option

SECTION F - DETAILS OF BILLS ENCLOSED

Indicate which bills are enclosed wilh lhe amounl in rupees

SECTION G - DETAILS OF PRIMARY INSURED's BANK ACCOUNT

a) PAN

Enter lhe permanent accounl number

As allotted by lhe Income Tax Departmenl

b) Account Number

Enter the Bank accounl number

As allotled by the Bank

9] Bank Name and Branch

Enter the Bank name along with the branch

Name of the Bank in full

c) Cheque/ DD payable delails

Enter lhe name of the beneficiary the cheque / DD should be
made out to

Name of the individual / organizalion in full

c) IFSC Code

Enter lhe IFSC code of the Bank branch

IFSC code of lhe Bank branch in full

SECTION H - DECLARATION BY THE INSURED

Read declaralion carefully and mention date (in dd:mm.yy format), place (open text} and sign.




