UNITED INDIA INSURANCE CO., LTD.,
{Subsidiary of General Insurance Company of India)
Aegd. & Head Office : 24, Whites Road, Chennal - 600 014.
HE"JISED MEDICLAIM INSURANCE POLICY
{Indlwduaﬂ

CLAIM FORM
Claim Mo, S Date: -

Issuance of this form does nol amount 1o admission of any liability under the claim on the pad of he Insurers, pleasa givo tha tollowing
infermation correctly and completely to enable the Company to process your claim pn:mplfy

toNameofthelnswed: [ ["| | [ T T T T T T T T T T TTI[TT T ] _FOROFFICE USE onvy

(in whose name policy is issued) SURNAME INITIALS

2. Details o the Insured person ; - ;
(in respect of whose claim is mada) I:IE
(2) Nama & Relationship to the insured : I:'j
{b) Present Completed Age
() Occupation
(d) Residential Address

- UNITED INDLA

Bl L1

(e} Telophona No.  Residence

Office
Celi i ‘
3 Polioy o (OO T T OCI I LT]
4. Nalure of Disease / lliness contracted or injury suffared D:]
5. Date of Injury mslajrled or Diseasafiliness first declared ] | | J | | | [ | | |
6. (a) Name and Address of the attending Medical Practitioner: ...

L

St P U ORI i i Dj

{b) Qualification & Talephone No.

{c} Registration No. : LI ] ] I ]_f
1. (a) Name and Address of the HospitalMursing Home/Clinie: — o
g N
: SR T U, OO . HER
(b} Date of Admissign : TEF CE] I
- Dite Month Yaar
[c]ll}aleuwmiurge :! | i { | | I [ | | ]
. {rate Monith Year
8. It the claim s forDomicillary Hospitalisation, please indicate -
(2) Date of Commencement of treatment L.]_l l_.L_j I_I_,_J_[_]
Date Manth Year
{b) Dateof completion of treatment : f I i | I I m
Dala Month Year
] Harqu & Address of atlending Medical Practitioner B A
R
Stale [ U, TOMHMOY, crvereemmsiinnnccvianis s icivmsinssirions o
(d) Telephone Mo, : : ED

{¢) Registration No.



I have incurred on the trealment of Disease /iliness / Acciden! referred to above the expenses as per the

details given be me in the Schedule of Expenses given overleal.

L

I support of the above claim, | enclose following documents (please indicate by)

Bill, Receipt and Discharge certificate / card from the Hospital.

Cash Memos from the Hospital / Chemist(s) supported by the proper prescription.

. Receipt and Pathological test reporls from a pathologist supported by the note from the attending Medical

Practitioner / Surgeon demanding such Pathological test.
Surgeon's certificate stating nature of operation performed and Surgeon's bill and receipl.
Attending Doctor's / Specialist’'s / Anaesthetisl's bill and receipt and certificate regarding diagnosis.

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

Certificate from the attending Medical Practitioner giving reasons for treatment under domicillary Hospitalisation
Clause of paolicy.

Certificate from the attending Medical Practilioner / Surgeon that the patient is fully cured.

I, hereby warrant the truth of the foregoing particulars in every respect and | agree that if | have made or

shall make any false or untrye statement, suppression or concealment, my right to claim reimbursement of the

sald expenses shall be absolutely forfeited, | further declare that, in respect of the above treaiment, no benefits
are admissible under any other Medical Scheme of Insurance.

(B511 e G| S SR L NS o s Lt (3 3 | RS 200

(Signature of the ‘Claimant)

FOR OFFICE USE -

Date of Claim DDDDD
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