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MEDICLAIM INSURANCE POLICY CLAIM FORM
T I F S H 7 A Tt @ 3 & & Sartd e & S winid yaT S e € |
Issuance of this form does not amount to admission of any liability under the claim on the part of the Insurers.
FaT frfefad IHHRt T8 3R ot &7 # < e 37 a9 W iy FHEE T § S $ 6es fd 99 |

Please give the following information correctly and completely to enable the Company to process your claim promptly.

M\

UNITED INDIA

aEr 9. / CLAIM NO.

1. STHERS & T
Name of the Insured :
(e 9™ ¥ uiferdt St 3 7E) EUE D) AT
(in whose name policy is issued) SURNAME INITIALS

2. HHERS A & ([FeR0T (Rrges day & e & T a) :
Details of the Insured person (in respect of whom claim is made)
F. A I AR & WY Hay

(a) Name & relationship to the insured

T FdaE Ol 3y

(b) Present Completed Age
. EERIE]

(c) Occupation

) B T gl

(d) Residential address

3.  Tiferdt 9@/ Policy No.
4. Hgite= O/ At o ot g2 |G # IR

Nature of Disease/illness contracted or injury suffered

5. g fedis g fo 9ie o a1 4o / i\t 8 i gget

EERGIRC
Date of injury sustained or Disease/illness first detected : @i / Date 18 / Month g9 / Year

6. F. SUIR H arel fAfhedsh &1 A9 37 qar

(a) Name and adress of the attending

Medical Practitioner

a7 S / Pin Code
G, YT g
(b) Registration No.
T VeIt 3T 3R B TR
(c) Qualifications & Telephone No.
7. . SSAeARITRE/ S H 9, gar
(a) Name and address of the Hospital/
Nursing Home/Clinic
a9 #I / Pin Code
G, Uit €=
(b) Registration No.
T ol g e
(c) Date of Admission : -
) & / Date H12 / Month ¥ / Year
¥, BIe IH H &S
(d) Date of Discharge

& / Date H1E / Month 5 / Year



8. A arar Sardid rearerddl & 1T & df HYar aar,

If the claim is for Domociliary Hospitalisation, Please indicate

F.  IUER & GRY FT f&F
(a) Date of Commencement of treatment ; e
. ) & / Date H7E / Month / Year
T, SYER 9UTH & & i
(b) Date of Completion of treatment
! & / Date H18 / Month % / Year
T IUER HA Al fafdhedes H AW SR
(c) Name & Address of attending Medical Practitioner :
% #IS / Pin Code
TG/ Ja3/State/ U. Territory
¥ T A
(d) Telephone No.
T ST &A1

(e) Registration No.

9 I 3feaifan T/Afurl/gHe % STER, e TR XU T @l #t Sy # S0 g R T et e g 9w R |

I have incurred on the treatment of Disease/iliness/Accident referred of above, the expensesasperthe —_____________ given by me in
the Schedule of Expenses given overleaf.

Syda a1 & e | # i atmest S B § (F9E (V) S S)

In support of the above claim, | enclose following documents [Please Indicate (l/ )]

1. A & faew, wie 3 BIE S & JunE/EE |

Bills, Receipts and Discharge Ceriificate/card from the Hospital.

2. 3fud MfSHUym o T STodTe/Hiee ¥ JTet &% 3 |
Cash memos from the Hospital/Chemist(s), supported by the proper prescription.

3. dfeiifSmer s RUie &t 9 &1 9 W STER &1 a1 fafsheds T T J1 & 914 Geiaiforbe s ot e AT deiaifomme
Raid |

Receipt and Pathological test reports from a Pathologist supported by the note from the attending Medical Practitioner / Surgeon
demanding such Pathological tests.

4. U IT ATRIF F @& S0 & AT Gt 1 A9 A Gt et a7 e

Surgeon’s Certificate stating nature of operation performed and surgeon’s bill and receipt.

5. STER S & Sleeyqueierdr ey TR & fae 3R T a9 Ife § Sefid gHs
Attending doctor’'s/Consultant’s/Specialist's/Anaesthetist’s bill and receipt and certificate regarding diagnosis.

6. SR ST 9t & Gae § 7S & W1 § SHS! ST H arelt I3 79 @ 9 Wi {515k 919 STeR S ard (e
&I Y09 Bl |

In case of Domiiciliary Hospitalisation, Receipt from a qualified nurse who attended the patient at his/her residence duly supported
by a ceriificate from attending Medical Practitioner.

7. 3YER & o Aihcds 9 9T Ja7es (o giferdt & Aardtd STearer sl oSt & 3idiid STaR S & fo7T HroT few T
|

_Egertificate from the attending Medical Practitioner giving reasons for treatment under Domociliary Hospitalisation Clause of policy.
8.  SYER & aTel Ffheeh/asiT & I8 FHIO {3 W T gan & |

Certificate from the attending Medical Practitioner/Surgeon that the Patient is fully cured.

 uregRr AR aavadt € 3 Sude faer ot R § T 8 o § iR Fravad € 5 Af% 9 B gar 3 o7HeT B9 fhar
& AT, I T@TS; 1 0TS ot 3o W o (o1 f3hu T wfofe & <7 & fore 74 gehardt quiey § ToTe qusht Sw | F 37T S Ay
FUA ¢ 1% ST gaarst b Gae & g off o et 3 afeheam s oft % it ya T E

I hereby warrant the truth of foregoing particulars in every respect and | agree that if | have made or shall make any false or untrue
statements, suppression or concealment, my right to claim reimbursement of the said expenses shall be absolutely forfeited. | further
declare that, in respect of the above treatment, no benefits are admissible under any other Medical Scheme or Insurance.

o S ESIC)
Dated at this day of 200

AT & BEIRN

Signature of the Claimant



TrAER TR 5 hi Tt AT SraT aht Tt WV T ST

SCHEDULE OF EXPENSES INCURRED AND BEING CLAIMED BY THE CLAIMANT

& faer Bill / i Receipt = EUEGRUR] T T Amt. Payable
Sr No y . N Expandiiture Amt. Claimed (For office use)
o a2 &% Date TS . (Rs)) . (Rs)
% Total ®. Rs.
AT & TR FITT : Uiferet o TR § I &l T8 g
Signature of the Insured Person Less : Amount paid since inception of the policy
& / Date :
& 3T H
T / Place : Net Payable
hael HRIFTASTT I & fATU For Office Use only
=i / Checked by : . . : .
erea Ife Fqut &1 dS T a1 T 8 a ST BT

RAGIC] F foe aifia Eye) In case entire claim is not admissible reasons thereof

Passed for payment of Rs

aquirfiwaf / Approved by :

A & T 3T FA gL .

Total amount payable under the claim  ®. /Rs.

H2TE ; AT et afe HiE 2, O ®.

Less : Part payment if any ®./Rs.

IE F LAY U

Net amount payable Rs.

TR ITEeRt
COMPETENT AUTHORITY




DISCHARGE SUMMARY

Patient's Name

Age

Diagnosis

Date of Admission
Date of Discharge

1. History

2.  Findings

3. Investigation

4.  Treatment Given
5.  Treatment Advised
6. Follow-up

7. Is your Hospital Registered with Local Authorities
under Bombay Nursing Home Act Rule - 5 (If yes,
please mentioned Reg. No.)

Sex

M/F

SEAL & SIGNATURE OF HOSPITAL DOCTOR

CASE HISTORY

Name Date
Residence Add. Sex
Ref. By Age
Complaints Treatment by :
Past History
Drug History
Family History INV :
Personal History :
Gen. Exam T
P Clinical
BP Diagnosis
RS
AS
CvVs Follow-up
NCS Advise
ECG
SCREENING

SEAL & SIGNATURE OF DOCTOR



