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JmgetamgHang aiaré Sve SRR U fafads

ICICI Lombard Health Care Claim Form - Hospitalization /3mgflems«tamg TAETS 20T HAT G197 BIH - SRYATA el

(The issue of this form is not to be taken as an Admission of Liability)

(3T BTH &Y IRY I BT 31 IRAT THBR HAT T81 AHET ST I118Y)

Please give the following information correctly and completely
FaT i & T TEer o TE-ud gt @ W,
Part A (To be filled by Insured)/
YT 31 (FHATYRS §RT WRT AT )

Pre Authorization obtained/qd sfi&fa 1mea : Yes/at [ No/agi [

. Type of Claim : Hospitalization / Pre Hospitalization-Post Hospitalization/cTd @7 UK : 3Rudra Wt/ i & Uga-Welf & a1

Policy Number /aiferdt daR :
Is this a renewal policy or /a1 a8 R=gsra uiferdt 8 . Yes/gi [0 No/Agt]
If Yes, then kindly mention your previous year's policy no./
3R & I HUAT 3ATUHT s et T uiferdt Far ford

Current Policy No./aTq uifert dwan

Group/Company Name/iu/&ust &I 98

Details of the Insured Person in respect of whom claim is made/#itfia safeq &1 T/ fSrads forg grar fear mr @ ¢

Name of Insured/dTeRe &1 T CS R RN U R A A A o R O O OO
Relationship with the Policy Holder/affeftaras s amasse: | || ||| |l

Present completed age (In Years)/ada™ 35 :|_|_| Gender/f@m :M|_| F|_|

Current Residential address/adam smare gar Sl

|
State/asg ]
City/&R o
I
I
|

Pincode/fmaTs C]
Mobile Number/miamsa FaR sl
Name of the Policy Holder (Self / Main Member)/ |l
uiferfluRe &1 719 (¥ /g% 9ew)

Email ID / $8a  armde CH R Y O O O A Y

e o) o jatrl o) (i o)

Member ID No. / Employee ID (Client ID)/ N T I e

Card No. / & . (S Y A O N A U O A O O N Y O
Sum Insured (Claimant)/diar Jf¥r (a13ER) FS R R X P o e e

TuTfyd /A7 a1 A H ufa, Frad g Hurere sruara & wdff &1 ()

Nature of disease / illness contracted or injury suffered for which insured was hospitalized (Diagonsis)/

Date of Admission/ad 89 & fafy N T T 4 e V1 A
Date of Discharge/fsxarst g & fafy Sl

e T a1 AT/ AR o1 el IR fFem 8 & afy

Date of injury sustained or disease / illness first detected/: | | | | | || | 11|
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IUTSY TR

7. Do you have mediclaim / health insurance policy with any other insurance company? If yes, please provide the

following details: / o1 31U Uy et GERT SRR HU-T Sl Afsaid / 3 STARY Uiferd! 8 ? R g1, a puan FeAfeRaa faamor

Name of Insurance company / AR SO HTAH @ |__
Policy No / gifereft 4. .

Sum Insured / staT R .

Name of the Insured / 1 u~E &7 @ o

||
||
Policy Period / ufferdft srafir S
||
[_|

Name of the Hospital / Nursing Home/3reaarer/aRfT 8% &1 am
Address of the Hospital / Nursing Home/areudrer /iR 819 &1 uar

State/fsg

City/TR

Pincode/ftFiers

Telephone Number / Mobile Number/RdieH AeR/Hiemsd 7sR

IURIRSBdT A DfFear/sierex / TSR a1 gt ot faaror
Name/a™
Qualification & Registration No./3/&dT quT IFSReRA .

Address with Telephone No./udr, fieH . afed

State/RIsg
City/ar=sR
Pincode/ftFers

8. Details of the Hospital / Nursing Home in which treatment was taken / sudarer /7R 81w &1 faarur, sigi Suar ferarman ©

Registration Number (Rubber stamp of the doctor & hospital)/ IR TR (STFcR TUT YA BT W DI T&R) !
Details of the attending Medical Practitioner / Doctor / Treating Physician or Surgeon/

9.Details of the amount claimed/31ar &t Af7 o7 fergRor :

Bill Heads/fa= =fitf Amount
(In Rs.)/0f¥1 (%.)

Bill Number/
faer deR

Bill Date/
faa & fafy

Whether Bills attached
(Yes/No.)/
foret dere (& /8T)

Room Rent/&® &7 fH=mm

Doctors Consultation/Visit Charges/

Siarex et/ fafsre It

Investigation Charges(Includes Radiology
and Pathology Reports)/siia u<teror aretet

(fsrarstt qur Turarst Rufew a9a)

Surgeon and Asst. Surgeon Charges/

SEERER R EE T

Anesthetist Charges/TieaRite arefsr

Operation Theatre Charges/sitR e arsier

Medicine Charges(Includes Ward and OT
Medicines and Consumables)/caTs & aTetst

(aTs quT 3Nt aTsyi @ Hegheed Higd)

Taxes/Surcharges/Service Charge/

ey /axast /afda arsf afgd

Miscellaneous/Other Charges (like Admission,

Registration, etc.)/fafae/ e arstet (S o6 wdT,
ASFELT geaTie)




Pre Hospitalization Bills (If Any)/
sreuare # woff 89 @ usd & 99 (SFR #1% 8)

Post Hospitalization Bills (If Any)/
YT ¥ Get e & o1e & foeq (3R 313 &)

Total Claimed Amount/ grat &t 7€ & iy

In support of the above claim, | enclose following documents in original (Please indicate by ticking in the Yes/No Column

below)/ Iwierd ad & wf #, & frfaRed srrera qe &0 & <1 $31 381/8! 8, (Puan = fay siaw & & /78l w f=i e sam)

Type of Document(s) Yes/ No./ Type of Document(s) Yes/ No./
BT S THR & T81 BRI S TSR L T8
Claim form Duly Filled/ Investigation Reports/Reports Name

T | fofrad wr ganm arar wid ST -wteor Ruidy /Ratde & am

S

& | ICIClLombard General Insurance Medicine/Pharmacy Bills with

_5 Company Authorizationform/ Doctors Prescription/

‘g rsua sfremst gd srftrepfer witt gars/wiEt & fod, 91y § siqer nfesu=e

g Discharge Summary/ Implant Name and Invoice (If any)/

o | fouwETs wnd SEATC T ATH U7 $7a199 (3FR IS 8l)

(&)

E Hospital Bills / sreqara & faeq Indoor Case Papers/z-sR &9 tuf

>

(2]

£ | Hospital Payment Receipt/ Others/s=a

<

% SRETATA Y YT Bl g

é Total No. of Pages enclosed/

S e gea) $I o g&an

-c_% As per the policy terms and conditions, the Company reserves its right to have the Insured examined by a doctor appointed by

2 itfor verification of diagnosis./uiferit & FaHt @ 2rdl & TR HuT & A1 M & T & g s gr1 Fgerd foredt sfaer ¥ daruRs 6
O ST FRA™ BT SHTUBR I B,
© Declaration / atsom

| hereby agree, affirm and declare that/ % UdgaRT 9804 §, gfec auT efyd &war/dt g fa .

a) The statements/information given/stated by me/us in this claim formis true, correct and complete./ 39 ara1 B & TR /TAR &RT
U T /I fohY T Sy 9@, 9 Ud gUf B

b) No material information which is relevant to the processing of the claim or which in any manner has a bearing on the claim
has been with held or not disclosed./ &/ &t HfspaT 3raT ad W fHet THR & 7UTa STe arat foreft mgeaquf ava 1 fsuman ar e =8
TR

c) Ifl have given/made any false or fraudulent statement/information, or suppressed or concealed or in any manner failed to
disclose material information, the policy shall be void & that | shall not be entitled to all/any rights ro recover there under in

respect of any or all claims, past, present or future./ 3fR #7 SI Ted T URATUST YUf HIT/STHSHRT &f 81 AT fohell wgcayul TSR St
e 37 fuTan 8 a1 et TR | ebe o H Srathel 181 § dl uiferdt Wi gt St qut # febeft arcfiar, acAr ar wiasy & feeft ar it arai &b IR A
ot /et oifreprRT & U et <.

d) The receipt of this claim form/other supporting/related documents does not constitute or be deemed to constitute an
agreement by the Company of the claim and the Company reserves the right to process or reject or require

further/additional information in respect of the claim./z% graT wid / 3/ Tufes /Tafia srmTal & i &Y Sut gRT ard S Fgafa T&f
ot a1 gt S aTfey auT Sut F U Y R HRATE HRA T SRATGd IR S1UdT Q1 B IR | SR 91fies / sifaRed SRt aivH @7 sifieR
e 8.

e) | hereby provide my consent and authorize ICICI Lombard Health Care to seek any medical information from any
hospital/Medical Practitioner who has at any time attended on the insured person./ & TaggRrT diftra aafed Hi fadt oft a7 Swa

FHard fet sreudrer/Afsewa MfFeaR o A1 fafdcdr Tt STHHRT e S S STEHISTEHTSE AIFTS 3¢ HW B YD TG BT §_
qYT 37T HBAT ST 8,

I/We hereby declare that the particulars made by the insured person in the claim from are true to the best of our knowledge and

belief.//gH TagaRT Tiftd HdT §/Hd & b B/ ZHRY SITUDHan STbRT Td fazar & SIER &1a1 ®iH # S saferd arT fau i faazor @&t 8.

IC
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Place/¥Jm : Signature of Claimant/
Date/fafdr = | o | |/ /] AR & FEATER




Part B (To be filled by Treating Doctor only)
Y11 7 (R sTeFer gRT W1 911Q)

This section is mandatory only if your health policy was not provided by your employer

I% @S $Haa 39 fUfq § SIFarf B SR SMUh! SR uiferlt 8muss Fritedr arr 781 & it 3.

A) Date of First Consultation (Prior to Hospitalization) /

Tga wrael 61 ol (ereudrer § wdf €19 ¥ ugd)

B) With what complaints was the patient was admitted for/

It Y fobT RRrpTId & Ty et fopar mar

C) PastHistory of the patient with the duration of illness /
Frart 6 eraftr & ary AWt 1 e sfasm

D) Whether the present treatment ailmentis a compliation of

Pre-Existing disease ? / 3T 0IdT %1 IdHTH IUIR Ugd I Hiv[g AR 6 sifeaar §

-~

E) If, yes please specify the disease (OR) complication of any previous

surgery done ? / 3R &, df fTARY a1 ugd &I 7 foret Toit &t sfeerar &1 I ax

F) Ifyes please specify the details / 3FR &, df HuaT faaror <.

G) Whether the disease/disorder is congenitalin nature ?/

F1 fRY / fapR SoeTd Upfa Hr ]2

H) Nature of surgery/treatment given for present ailment/

FauT™ FUrdT & fore f&d T IuaR /st H uefa

I) No.of in-patient beds in the hospital (including ICU) /
AT § 37 - U~C 95 ! T (s afgad)

Date / aRKE : Doctor’s Seal and Signature /
STy T gex IR TEIER
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Mailing Address : ICICI Lombard General Insurance Company Limited - ICICI Lombard Health Care, TGV Manisons, 6th Floor, Plot No. 6-2-1012, Khairatabad, Hyderabad - 500 004.
Toll Free Number : 1800 209 8888 ¢ Toll Free Fax Number : 1800-209-8880 ¢ Fax Number : 040 - 66989160 / 61
* Email us : ihealthcare@icicilombard.com ¢ Website : www.icicilombard.com




