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“This form s issued without prejudice to any of the stipulations or conditions of the C
and is not to be taken as an admission of any liabi
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CLAIM FORM

’s policy

on the part of the company.

Name of Insured Insured 1D :
Location :
SNo] Nameoifotert | Age | Relaonsnip Norure of Dution | Whemer covered
wihinsured | Dissase/ Accicent under ofher
medical schemes
L
2
3
4
s
HOSPITALISATION DETAILS :
B3 DATE RecalpUBil No. | Name of Nursing Home/Chemist “Amount
FROM T DoctoriLab efc (Rs)
1
a
5
il
10

TOTAL





[image: image2.jpg]DOMICILIARY

BENEFITS:

EID OATE RecapUBI N | Narme of ursing Home/Charists Famount
From o DoctorLab ic. ®s)

10
ToTAL

I hereby warrant truth of the particulars stated in answers to all above question and that nothing has been withheld
or suppressed which is material to the claim.

Forfeited: | further deciare that, n respect of the above wreatment, no benefis are admissible under any
other Medical scheme or insurance,

1ALSO CONSENT AND AUTHORIZE THE THIRD PARTY ADMINISTRATOR TO SEEK MEDICAL
INFORMATION FROM ANY HOSPITALMEDICAL PRACTITIONER WHO HAAT ANY TIME
ATTENDED ON ME.

1 Authorize TPA to make payment of the claim admissible as per terms, conditions and limitations of the.
policy to the hospitals on my behalf fo full and final settiement of hospital bils.

1also authorize TPA 1o receive payment from Insurance company as a reimbursement of Hospital bills
incurred on my treatment

Dated at. this, day of. 2005
Signature of claimant

Place

Date

Not

1. Claim Form should be completed in all respect
2. Claim Form should be accompanied with relevant prescritions, bills, receipts, pathological





