Annexure - 11T
CLAIM FORM — PART A

TO BE FILLED IN BY THE INSURED
The issue of this Form is nol ta be taken as an admission of liability (Ta be filled in block letters)

DETAILS OF PRIMARY INSURED

S I e O o |

& Compenyy P& Mo [ AT

S N N 5 e

et | o
|
Sl . =
Focote [ ]I rrone o [ ICICICIC]] Emaio [ |

DETAILS QF INSURANCE HISTORY:

a) Currently covered by any other Mediclaim ! Health Insurance:  []Yes [] Mo k) Date of commencement of firsl Insuranze wihoul broax |:| D l:‘ l:‘ D l:‘ (Copies of Polcies lo be atached
L NN | N
le.jDD Dl:“:“:‘ l:‘ o} Have you oeen hospitalized i ine last 4 yeari/D Yes D No Date |:| D D D Lhagnosis I ‘
& Previously coversd by any other Madiclaim | Health insurance [¥es Mo s, Company Mame [ IO IO I
DETAILS OF INSURED PERSON HOSPITALIZED
S T 3 8 K
b) Gender. Male [] Femae [ ange years[ ][] monns [0][0] womectwn [O][0] [0 0]

&) Relationship to Primary insured selfl [ Spawse [ chid (] Father [ Mother []  Cther [] (Please Specify) |

I - (/1035 I 10|03 I N0I 135 M  NOIL03S M NO|L03S I NOIL)3S I

f) Oceupation: Service [] SelfEmolayer [ Homemaker[] Student [] Retied []  Other [] (Please Specfy) |
goeses e ronzen 00000 00000000000000000000000000000
0 O e
S | ¢
o OO0 eeeve OOOO0O0000000 ense] |

DETAILS OF HOSPITALIZATION

St I I o

bj Room Category occupied: Daycare [] Single occupancy ] Twinsharing  [] dormars bads peroom [

) Hospitalization due to Injury 1 ieess [ Idaternizy D d} Date of Injury / Date Disease first detected (/Date of Delivery |:| D l:‘ I:‘ l:‘ D
ejDaieotadmission: [][0]  [W][¢] [ emme (][5 ¢ [V[V] suatectueenage [2][0] [0 CALT mmee 0] - 0]
i} If Injury give cause: Selfinflicted ] Road Trafic Acoicent [] Substance Anuse ! Alcohal Consumipier [ i. If Medico legal: Cves [Ono

ii. Reported to police: [Oes [Imo iii. MLC Report & Police FIR attacned [Tves o |) System of Medicing |

DETAILS OF CLAIM:

Tick Clairm ooser

Bate Coaver Spticnal Cover [Cnly if you have aopted in

A Medical Dxpenses Cowier your policy)

B} Waormen Care A)  Critical liness
1) infertility- hMale & Female Mame of critical illness
2} voluntary Sterilization (for Female)
A4} Senior Care (For Fermale)

A}y Nursing Care Expenses (Tor Femala) B} Accldental Care
5) Temporary Domestic Help (Femala) 1) AD
G} Puberty & Menopause Disorders 2y} PPD

{Far Termumle) ay PTD

C)  waslue Added Service
1} Health Check Uip

2} Preventive Care (For Females) VD'Untar'"I' CD—FIE"!I"-........- CD—FIE"II'

1} Wellness Program {For Female)

a] Detals of the treatment exoenses claimed

. Pre-hespialization Expenses: Rs D D D D I:‘ D I:‘ il. Hospiialzation Expenses Rs. Glaim Documents Submitted- Check List:
1. Posthosprial zation Exoenses rs IO v el neck up Gest rs. [ IO | O G Fom uly signes
. Ambulance Crarges Rs. D D D D D D D i, Ohers [code) D D D Rs D D D |:| D D D O Oeptithtaaidit intimation

o

Total
|:| Hosoital Erazs-up Sl
vl Pre-rospralization period aays DDD «lil. Post-hospilalzation pered. days D D D [ Hospitel il Beyment Receipt

B Claim for Jomictigry Hosprelizaton Cves Ol no iityes prowce detals i znnexure [ Rosersim Biharge Summary
E ary

o

i Details of Lump sum ¢ cash benefit claimed Il

1. Hosprial Ually Casn Rs |:| [l D D D D D I Surgeal Cash Rs [[] Operation Theatre Notes

I. Critical lllness Benef: Rs |:| D D D D D D v Convalescence ] E E E E E E Q D Eco

|:| Doctor's request for investigation

. PredPost nospitalization Lump sum benefit: Re |:| [:l D D D D D vi. Others: D |:| D Rs. D |:| D |:| D D D l:l !nves[i;a'\uww Reporls {Including CT
Total s D |:| D D D D D [l Dmmﬁrls:grf:jﬁm

el

Fo]

{IMPORTANT: PLEASE TURN OVER)



Annexure - 11T

Details of bills

Bil| No Date [ssued by Amount (Rs)

5L

B
B

0

DETAILS OF PRIMARY INSURED'S BANK ACCOUNT:

A I [ | | . S | o o |

A O I
o} Chegue DO Payable cetalls | | e} IFSC Code DDDDDDDDDDDDDDDD

DECLARATION BY THE INSURED:

| hereby declare that the infarmation furnished in this claim form is true & correct to the best of my knowledge and belief. If | have made any false or untrue statement,
suppression or concealment of any material fact, my right to daim reimbursement shall be forfeited. | also consent & authorize TPA [ insurance company, to seek necessary
medical informaticn / documents from any hospital / Medical Practitioner wha has attended on the person against whom this claim is made. | hereby declare that | have
includec all the bills / receipls for the purpose of this claim & that | will not be making any supplementary claim excepl the pre/posl-hospilalization claim, if any,

I H NOILO3S I 09 NOILO3S I N0 035 -

Date: F’Iacu:‘ ‘ Signature of the Insured

Important Note: - Below KYC documents of policy proposer is mandatory If insured is submitting
reimbursement/cashless claim having claimed amount equal to or more than Rs 1 Lakh

1) Duly filled KYC form,

2) Copy of Address proof

3) Copy of PAN card



Annexure - 11T

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

DATA ELEMENT

DESCRIPTION

SECTION A - DETAILS OF PRIMARY INSURED

FORMAT

a)  Policy No Enter the policy number | As allolled by the insurance company
by Sl N GTITIGEE NG, Eb:fi.;\ tﬁfﬁ“’ﬁ:‘:alifl;j‘iniiI‘:”r:lbcr o the cerulicaie number of As allotted by the organization
) Company TPA 1D No Enter the TPA ID No t‘“r:'tzdn l”“T”F’,EPJjjuf’T']m:C by IRDA and
d)  Name Enter the full name of the policyhelder Sumame. First name, Middle name
e)  Address Enter the full postal address Incluge Street, City and Pin Code
SECTION B - DETAILS OF INSURANCE HISTORY
a)  Currently go-ren'e:i by any other Mediclaim / Health Indicate whether currently covered by another Mediclaim / Tick Yes or No
Insurance? Health Insurance
b) late of Commencement of first Insurance without break Fnter the date af commencement of first insurance Uge dd-mm-yy formal
c)  Lompany Name Enter the full name of the insurance company Name of the organizaticn in full
Falicy No. Enter the policy number As allolled by the imsurance cornpany
Sum Insurec Enler the Lolal sum insured as per the policy In rupees
d)  Have you been Hospitalized in the last 4 years Indicate whather hospitalized in the last 4 years Tick Yes or No
Date Enler lhe dale of hospitalizatior Use mm-yy formal
Liagnosis Enter the diagnos's details Opar Texl
e)  Previously Covered by any ather Mediclaim! Health Indicate whether previously covered by another Mediclaim Tick Yes or No
Insurance? Health Insurance
fy  Company Name Enter the full name of the insurance company Name of lhe organizaticn in full
SECTION C - DETAILS OF INSURED PERSON HOSPITALIZED
a)  Name Enler the full name of the patient Sumname. Firslname, Middle name
b)  Gender Indicate Gender of the patient Tick Male or Female
[ Enter age of the patient Number of years and monins
d)  Dale of Birth Enter Date of Birlh of patient Use dd-mm-yy formal
e)  Relatienship to pnmary Insurec Indicate relationship of patient with policyhalder Tick the right option. If others, please specify
fj  Qeccupatior Indicats Jpaton of patient Tick the right option. If others, please specify
g)  Address Enter the full postal address Include Street, City and Pin Code
h)  Phone No Enter the phone number of patient Incluce STD code with telephone number
i) E-mail ID Enler e-mail address of palient Complele e-mail address
SECTION D -DETAILS OF HOSPITALIZATION
a)  Name of Hospital where admittec Enter the name of hospital Narme of hospital in ull
by Room category occupied Indicate the room category ocoupied Tick the right option
¢)  Hospitahzation due tc Indicate reason of hospitalization Tick the nght optien
) EZ;?“::"IH‘L'IWJBIG BEREE TS HeTecTen; LA o Enter the relevant date Use dd-mm-yy formal
e)  Dateof admissian Enter date of admissior Use dd-mm-yy format
fi  Time Enter time of admissiar Use hh:mm farmat
g) Date of discharge Enter dale of discharge Use dd-mm-yy formal
hy  Time Enler lime of discharge Use hh:mm format
il It Injury give cause Indicate cause of injury Tick the right option
It Medico lagal Indicate wnather injury s medics Tick Yes or No
Reported to Police Indicate whether peolice report was filed Tick Yes or No
MLC Reporl & Police FIR altachec Indicale whether MLC report and Palice IR altached Tick Yes or No
il System ot Madicing Enter the system of medicne followed in treating the patient Oper Text
SECTION E - DETAILS OF CLAIM
a)  Defails of Treatment Expenses Enter the amount claimed as treatment expenses In rupees (Do not enter paise values)
by Clam tor Domicihary Hosprtalizatior Indicate whether claim s tfor domiciiary hospitalization Tick Yes or No
c)  Details of Lump sum/ cash benefit claimec Enler lhe amount claimed as lump sum! cash benelit In rupees (Do nol enler paise values)
d)  Claim Documents Submitied-Check List Indicate which supportng decuments are submittec Tick the: right optian

SECTION F =DETA|LS OF BILLS ENCLOSEL

Indicate which oulls are enclosed with the amounts in rup

SECTION G - DETAILS OF PFRIMARY INSURED'S BANK ACCOUNT
a)  PAN Eniter the permanent account number As allotted by the Income Tax department
by Account Number Enter the bank account number As allotted by the bank
c)  Bank Name and Branch Enler the bank name aleng with the branch Name of the Bank in full
d)  Cheques DD payable cetalls Elﬁé ng T{;’me of the beneficary Ine theque’ DD should be Name of the individual! arganizaton in full
g) IFSC Code Enter the IFSC code of the bank branct IFSC code of the bank branch in full

SECTION H - DECLARATION BY THE INSURED

Read declaration carefully and mention date (in dd:mmyy format), place {open texl) and sigr
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CLAIM FORM - PART B
TO BE FILLED IN BY THE HOSPITAL
The issue af this Form is not to be taken as an admission of liability
Please include the original preautherization request form in lieu of PART A (To be filled in block letters)

DETAILS OF HOSPITAL

R T I 1 !
b} Hospita! ID DDDDDDDDD ) Type of Hospital Network [ Non Network  [] {If non netwark fill section E)

i Name of e wreating doctor: [ ][ = JL I [E I LA A I A E O A SOOI ee
) Qualification: | |1|Reg\5t'atDnNo with State Code: DDDDDDDD ] Paong Ne, DDDDDDDDDDD

DETAILS OF THE PATIENT ADMITTED

SR CEIRT S | I 5 O
by 1P Regsizton Nomaer [ [N ICICICIC] eicender Male [ Female [ ) ige vears | [] wontns[ ][] ernaecrws [2[0] [ I
noaeotramissen: (L] [0 AT gvime L]+ [0 moseoioserege: [0 [0]  CICT e L0 - 0]
|} Type of Admission:  Emergency[] Planned []  Day Care [ Mzznity [ WiMatemiy i Daeatbebere [][0] [V DI iesidasaws: ][]

1) Status at time of discharge: Discharge to home [_] Discharge to anolher haspital [ Deceased  []

DETAILS OF AILMENT DIAGNOSED ([PRIMARY]

a) [CD 10 Codes Dascription ] ICD 10 PCS Description

i. Primary Diagnosis: DDDDDDD i Procedure 1 DDDDDDD

il. Additenal Diagnosis DDDDDDD

ii. Procedure 2: DDDDDDD

iil. Go-marbicities: DDD DDDD iii. Pracedure 3: DDDDDDD

iv. Co-morbidities l:“:”:“:“:‘ [II:‘

i Delals of Pracecue | |

c) Present ailment s a complication of PED? [dves [Ino {If Yes, specify details) | ‘

@} Pre-autnorization ootainea: [Oves [ho ) Pre-authorization Number: D [“:‘ DD [":”:l DD DDD

1} If author zation by network hospital net abfained. give reason | ‘

gl Bospitalization due to Injury: - [] Yes [] Mo i, If Yes, give cause Seltinfistes [ Roac Traffic fee dent [ Substance abuse ! alcahol consumpticn [
i1t Imury dug 1o Substanie abuse / aleerol consumplion. lest Conciicted o estabiisntnis [ Yes []Ma {If Yes, altach reports)  ii 1 Mecico legal []Yes [INo  iv. Reporied lo Paiice: [ ]Yes [ INo
v. FIR no. I:‘ l:‘ D |:| I:‘ l:‘ D I:‘ |:| D wi. If not reported to pelice give reason: | ‘

CLAIWM DOCUMENTS SUBMITTED - CHECK LIST

O ©lam Form duly sigred Investigation reports

CTIMRUSGHPE investigation reparts

Qriginal Pra-autnarizaticn requast
Doctor's reference slip for investigation
ECG

Pharmacy bils

MLC report & Police FIR

Qp

n Thealre noles

([l

O

[ o

[ Hosnita Discnarge surmary
a

[

ospital man kil Original death summary fram hospital where applicable

oOooOooood

[ Hospia oreak-un bl Any other, please specify

DETAILS IN CASE OF NON NETWORK HOSFITAL  ONLY FILL IN CASZ OF NON-NETWURK HOZF TAL

It I O O |
R O
L S . |
pocose [ ]CCIC] wenenevo [ JCICICICICICICICIT] erkegsreson o, [ I IO

) Pan OO CCCEL evmser ciingatentbees[ J[ ] 6 Faclities auailable n tre haspial: 0T LI ¥es [INo i 1cU LJ¥es [Jho

il Others |

Hl O NOILO3S I 4 NOILDIS I 5 NOILD3S I d NOI1)3S I O N O LD3S I § NOILD3S I Y NOI1D3

DECLARATION BY THE INSUREDC (PLEASE READ VERY CAREFULLY)

I hereby declare that the information furnished in this claim form s true & correct to the bestof my knowledge and belief, If | have made any false or untrue statement, suppression or concealment of any material fact, my nght
to claim rembursement shall be forfeited | alse consent & authanze TPAS insurance company, te seek necessary medical information / documents from any hosoital ! Medical Pracut ener who has attended on the person
againstwhom this claim ismade.| hereby declare that | have included all the tlls / receipts for the purpose of this claim & that lwill not be maxing any supplementary claim excepthe prefpost hospitalization claim, fany

Date l:‘ D D l:‘ D D Place Signature of the Insured

DECLARATION BY THE HOSPITAL {PLEASE READ VERY CAREFULLY)

We hereby declare that the information furnished in this Claim Form is true & correct to the best of our knowledge and belief. If we have made any false cruntrue statement, suppression or cencealment of any material fact,
ourright taclaim under this claim shall be forfeited. The signature of the insured is takenon this farm after Claim Form B is fully filed up by us.

N 5| 5y | |

Place: ‘ Signature and Seal of the Hospital Authority
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GUIDANCE FOR FI|LLING CLA|M FORM - PART B (To be filled in by the hospital)

DATA ELEMENT

DESCRIPTION

SECTION A - DETAILS OF HOSPITAL

FORMAT

a)  MName of Hospilal

Lnter the name of nospita|

Name of hospital in full

b)  Hospital ID

Enter 1D number of haspital

As allocated by the TPA

c)  Type of Hospital

Indicate whether In network cr non network nospital

Tick the right option

d)  MName of treating doctor

Enler the name of the lreating doctor

e) Qualficatior

Enler the qualifications of the treating doclar

f)  RKegistration No. with State Code

Enter the registration numaer of the docter along with the state
code

Name of doctor in full
Abbreviations of educational qualifications

As allocated by the Medical Council of Ingia

al Phone No.

Enter the phone number of doctor

Include STD code with telephone number

SECTION B — DETAILS OF THE PATIENT ADMITTED

a)  Mame of Patient

Enter the name of hospital

MName af hospital in full

b) 1P Registration Number

Enler insu

registration number

c) Gender

Indicate Gender of the patient

dy  Age

Enler age of the patient

As allotled by the insurance provider
Tick Male or Female

Number of years and maonths

e) Date of Admissior

Enter date of admission

Use dd-mm-yy formal

i Time

Enter ime of admission

Use hh:mm format

gl Date of Discharge

Enter date of discharge

Use dd-mm-yy lormat

h) Time

Enler lime ol discharge

Use hh.mm format

i) Type aif Admission

Indicale tyze at admission ol patient

I If Maternity

Date ol Uelivery

Enler Dale of Delivery if matermnily

Tick the right option

Use dd-mrm-yy lormat

Gravida Status

Enler Gravida slalus ([ maternily

lUse stancard fermat

k) Status at time of discharge

Indicale status of patient al ime of discharge

Tick the right option

SECTI

ON C - DETAILS OF AILMENT DIAGNOSED {PRIMARY)

a)  ICD 10 Code

Pamary Liagnosis

Enler the ICD 10 Cade and descriglicn of the primary
diagnosis

Additonal Liagnosis

Enter the ICD 10 Code and description of the additicnal
diagnosis

Slancard Formal and Open text

Standard Format and Open texl

Co-maorbidities

Enler he ICD 10 Code and descriplion of the co-morbidities

b) ICD10PCS

Procedure 1

Enter the ICD 10 PCS and deseription of the first procedure

Procedure 2

Enter the ICD 10 PCS and description of the second procedure

Slancard Format and Open texl

Stancard Forr

and Open text

Slancard Formal and Open text

Procedure 3

Enler the ICD 10 PCS and description of lhe third procedure

Slandard Formal and Open texl

Details of Procedurs

Enter the details of the procedure

Open text

c) Present Allment iz a Complication of PED

I
exishir

vhether present ailment is a complication of some pre-
disease

Tick Yes or No

d)  Pre-authorization obtainec

Indi authorization ohtained

ta whnether pr

Tick Yes or Na

=11 Fre-authorization Number

Enler pre-authorization number

As allotted by TPA

f) If autnarnzation by netwark hospital nat obtained, giv
rcason

i

Enler reason for not oblaining pre-aulhorization number

Open fext

g)  Hospitalization due loinjury

Indicale i hospitalization is due to injury

Tick Yes ar No

Cause

Indicate cause of Injury

Tick the night aption

It injury due to substance ahuse/alcokhal consumption,
test conduct establish this

Indicate whether test conducted

Tick Yes ar No

Medico Le

Indicate whether injury

medico legal

Tick Yes or No

Reported 10 Falice

as hlac

Indicale whelher police report w

Tick Yes ar No

FIR No.

Enter first information report number

As issued by police authoritics

I not reported to police. give reason

Erter reason for not reportng to pelice

Open Text

SECTI

ON D - CLAIM DOCUMENTS SUBMITTED-CHECK LIST

Indicate which supparting documents are submitted

SECTION E — VETAILS IN LASE O

MOUN NE TWORK HUSFIAL

a) Address

Lnter the full postal address

b) Phone No.

Enler the phone number ol hospils]

Include Street, City and Pin Code

Include STD code with lelephone nurmber

c)  Registration Nc

Enter the registration number of patient

As allocated by the Hospital

d)  PAN

Enter the permanent account number

e}  Mumberof Inpatient Beds

Enter the number of inpatient beds

As allolled oy the Income Tax department
Digits

f) Facilities available in the hospital

Indicate facilitics available in the hosp

Tick the righl option. IT others, please specily

SECTION F -DECLARATIUN BY IHE INSUREL

Read declaralion carefully and mention date {in dd:mmyy form

nat], place (open text) and sigr.

SECTION G - DECLARATION BY THE HOSPITAL

Read declaration carefully and mention date (in dd:mm.yy form

Wat). place (open lext) and sign and stamg




