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S CLAIM FORM FOR HEALTH INSURANCE POLICIES OTHER THAN TRAVEL AND PERSONAL ACCIDENT - PART A

TO BE ALLED IN BY THE INSURED
The issue of this form is not to be taken as an admission of lability

DETAILS OF PRIMARY INSURED

a)PolicyNo: | | | | | | | | |b)s.nMofcenificate N
€} Company TPA 1D No; | | d) Customer IEr.| ] [ ]
o) Company Narme; . fy Employee No:
g)Name: |

cty |
- phonena: | [ [ |
DETAILS OF INSURANCE HISTORY

a) Currently covered by any other Mediciaim [ Health Insurance E\E ﬁhlu

b) dats of comwmencament of first insurance withoutbreak | | || | |

eMyes.companyname: | | | | | 1 | | I | | [ ||| |vpoieyna [ | [ 1L QTP LLT L]
suminsured sy || | | [ || |

d) Have you beer hospitalized in the last four years since inception of the contract? [_Jves [Tvo Date: | D| 0| [M|m|| v] ¥ | ¥|¥|
Diagniosis [ =t

€) Previously covered by any other Medidaim [ Health insurance: D\E DHD

MiyesComparyame | | | | [ | [ [ 00 UL QP00 PR PP IPTLPLTRTL]]

'n_mu.s OF INSURED PERSON HOSPITALIZED

a) Name of the Patient; = e —
u) Health 10 card na of the Patent: : sy

¢) Gencer: Male [Jremate ] d)Ageyears| | |manths] | | &) Dateof Birth | D[ O [MIM]| v v] ¥]v ]

I} Retationship of Primary insured! S-I:IFD SpnuseD EI'IMD FarherD MutherD ﬂﬂmU{F‘:easr:Speﬂml_ l

9) Ocaupation: Servied_ sel Employed ] Homemaked ] studen{ ] Retivea[ ] other [ Kptease speciny) | ]
h) Address (il dilferent fram abaove) ]
City |I|I||!I}EIIIImﬂIJFIJIEIHpmM

| [ [ ] | C

BPhoneNe: | | | | I} Emall D

[ EETLUGECEE  WRALThEL

DETAILS OF HOSPITALIZATION

2) Narme of Hospital where Admitled: L i
b) Room Category occupied; Day Carr.{j Single mpnncyE Tiwvin sharing DJ of rare beds per raom D
¢) Hospitalisation dus ta: rnjguryD Hlnﬁsn MatnmilyD
d) Date of Injury/Date Disease first desected/Date of Delivery: | D] D] [M|M] | ¥ ] v ] ¥ v ]
€) Date of admission | D Df [M] M| [ Y] ] Y] ¥ I Time{t [H | [M M lg)Date of Discharge| B] D] [MIM] [ 7| ] Y] v |myienckia i ][ Ml
ODNameoftreatingdoctor. Diagnoss. Lk
) ¥ injury give causs; 5e1lﬂ :nﬁlctuﬂ Raoad Traffic ﬁccidfnij Substance Abiuse fAlcohol Consump Hurr.D
i) 1 Medico fegat-ves ] No[ ] iy Reportedto poice: Ye_] Na[]
if) MLC report and Police FiR atached: Yes[ ] Mo j) System of Medicine ]

|
IEEEEEENEEEN O NOWDIS

ONOLLD3E

r
|




DETAILS OF CLAIM
4} Details of the treatment expenses daimed

| Pre-Hospitalisation Expensas: 3 1 T il Hospitalsation Experses RS, l I I I I
iil. Past-Hospitatisatian Expenses: 75 O D O v, Health chedhup cost 2 ) (! T I
v. Ambulance Charges: <= (0 1 Y [ O | wi, Others (cnde) e [ LR

Total S 1 ) S I
wit, Fra-Hospitalisation perind: daysl I wiit, Post Hosplialisatan period: days ! | |

3 NOILO3E

b} Claim lor Dormicilary Hospitalisation: - Yes D HnD (If yes, prowide detals in @nnexure]
) Detaifs of Lump sum / cash benefit daimed:

L Haspital Daily Cash Y L O O T i, Surgical Cash o U i A I
fit, Critical ilkness Benefi T 0 O I ) O iv, Convalescence <0 I ) L 8
v. Pre/Post hospital:sanon ﬂil | ] | l I | I w1, Others Hs: | | I I | I I |
lump sum benefit

Tortal !Sllljllll

Claim Documents Submitted - Check List

Claim Forrm Dty Signea D Copy of claim {ntimation if any D Crriginal Haospital Main Bil
Origmal Hosphal Breakup Bl D Original Hospital Bill Payment Receipt D Onginal Hospital Discharge SummaryPharmacy Bill
Operation Theater Notes ] e [ originat Doctor's Prescriptions

Origjinal Doctors request for investigation reports {including CT/MRIUSGHPE) D Cthers

Cancelled blank cheque beaf with payee name printed, I name of the payee s not printed an the chegue leaf please attach copy of the first
page of the bank passhoak.

ooano

DLTAILS OF BILLS ENCLOSED

SrNo| BillNo Date bsuedby | Towards Amount (Rs)

1 BIED K Hospitafisation Main Bill

2 oipimim] Y]y Pre-Hospitalisation Biils:__Nos @
3 DIDIMIMIY]Y Post-Hospitalisation Bills:__Nos g
4 Dl oMM Y] ¥ Pharmacy Bills

5 DlDINMIM[Y]Y o
[ DIDIMIMEY]Y

7 DiDIMm|IM]¥Y]Y =
B DioDIMIM]IY] Y

E] DlDIMIMmIY]Y

10 DTOIWMIMIY]Y

DETAILS OF PRIMARY INSURED'S BANK ACCOUNT

#) Name of the Account Holder [ As per Bank Account);

b)Accountno (Asappearinginthechequebookl: | | | | | L L L L L L L L L L1 ]

) Bank Nama;
d) Branch Mame & Address;

e}ﬁcmuntTypE:SawrﬂjD Current D l'_'ash{r.-_d:tD
F) MICE No. gusceoder| | | | | | |11 1] ]

et Lk 3
R O NOoEs

h) PAN: = iy Cheque { DD Payable Details: L

P exvenal - @

k} I/ We authorize Insurance Company/TPA to contact me/fus through SR5/EmailWhatsApp for any update on this claim. g |
DECLARATION .- |

I herety declare that the informatian furmished in this claim form s trie & cormect to the best of my knowledge and belief. 11 have made any false
or urtree statement, suppression or concealment of any material lact with respect (o questions assed i refation to this claim, my right to claim
reimbursemant shall be Torfeited, | also consent & authoeize Bajaj Allianz Genetal Insurance Comparny Limited, 1o seek necessary madical
information | documents from any hospital f Medical Practitioner wha ha s attended on the persan against whom this claim is made. | hereby
deciare that | have included 2l the hills | reezipts for the purpose of this claim & that L will nat be making any supplementary claim except the
prefpost-hospitalization clalrm, if any. =




Bajaj Allianz Ceneral Insurance Co. Ltd,

Cueingly yrues

! DECLARATIONS = CLAIM FORM !

1. Forretail policies/individual customers:
Consent/Declaration to be added in proposal and claim for CEYC no.:

Ifwe hereby give myfour corsent to the Company to verity and abtain my/our identity/address proof through Central KYC Registry ar
hational Sacurnties Depository Limited Portal for the purpose of undertalang KYC verfication,

2. ForJuridical person/non-individual customer:
Consent/Declaration ta be added in proposal and claim for CKYC no.:
Ifwe hereby give my/'our consent to the Company taverily and obitain my/our identityfaddress prool through Central KYC Registry or

Coods and Service Tax Portal or Ministry Gf Corporate Affairs Portal or National Securities Depository Limited portal for the purpase of
undertaking KYC

3. For Group Policies;
ConsentfDeclaration to be added in claim form CKYC no.:

Ifwe herely give my/our consent 1o the Company to verify and obiain my/our jdentityfaddress prool through Central KYC Registry for the
purpose of undertaking KYC

4, Forluridical person/nosi-individual customer and Group Palicies:
Consent/Declaration to be added in claim form CKYC no.;

I we: hereby give my/our consant 1o the Company to verify and obtain my/our identity/address proof thraugh Central KYC Registry or
UIDAL or threugh any ether modos for the purpose ol undertaking KYC

Date: | D] o MM ] Lv]v]  Place

Swgrature of the nsured




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

DATA ELEMENT DESCRIPTION FORMAT
a) Palicy Na. Enter the policy number As allonted by the Insurance company
b} 51 Nof Certificate No. Enter the socal Insurance number or
the centilicate number of social health As altotted by the organization
insurance scheme
c} Company TPA D No. Enter the TPA 1D No License number a s allotted by IRDA
and printed in TPA documents.
Q) Namse teT Il na fth icyholder Surn First name, Middla name
h) Address Enter the full postal address Include Street, City and Pin Code
SECTION B - DETAILS OF INSURANCE HISTORY
a) Currently covered by any other Indicate whether currently coversd by another
Mediclaim [ Health Insurance? Mediclaim [ Heatth Insurance? Tick Yes or No
b} Date of Commencement of first Enter the date of commencernent of firstinsurance | Use de-mim-yy format
Insurance without break
¢} Company Name Enter the full name of the insurance company Name of the arganization in full
Palicy Na, Enter the palicy number Az allotted by the [nsurance company
Surm Insured Enter the total sum insured a s per the policy In rupees
d} Have you been Hospltalized in the Indicate whether hospltalized inthe last four years | Tick Yes or Mo
last four years since inception
of the contract?
Date Enter the date of hospitalization Use dg-mm-yy format
Diagnasis Enter the diagnosis details Open Text
| =) Previously Covered by any ather indicate whether previously covered by another
Madizliim/ Health Insuranes? Mediclaim [ Health Insurance Tick Yes or No
IfCompan; Mame Enter the full name of the insurance comy any WName of the arganization in full
SECTION C - DETAILS OF INSURED PERSON HOSPITALIZED
2} Narme of the Patient Ente the full neme of the patient Surname, First name, Middle name
&) Gender indicate Gender of the patent Tick Male or Femnale
d) Ane Enter age of the patent Number of years and months
&) Date ol Rirth_ Enter Date of Birth of patient _Use dd-mm-yy format ==
I} Relationship to primary Insured indicaie refationship of pati=nt with policyhalder Tick the right option. i others, ploase
specify,
g Decupation Indicate occupation of patient Tick IIJF'r: right option, If others, please
specify.
by} Addriss Enter the full postal address __ | Include Strest, City and Pin Code
[y Fhope No Enter the phone nurmber of patisnt Incliscke STD code with telephon mimber |
i1 E-pmail 1D Entgr e-mall addiess of patient Completee-mailaddress |
SECTION D - DETAILS OF HOSPITALIZATION
1) Name of Hospital where admitted Enter the mame of hospital Wame of hospital inwll
b} Raom categary occupied indicate the room cateqory occupied Tick the right optian
c) Hospitalizathon due'tn It dicate reason of Faspitalization Thck the right optian
d} Date of Injury/Date Disease first Enter the relevant date Use dd-mm-yy format
| detected) Daie of Defivery
| e} Date of admissian Enter date of adrmiission Usa dd-mm-yy tormat
| A Time Enter time of admission Lse hbemm format
i) Date af dischargs Enter date of discharge Use dd-mm-yy farmar
hj Time Enter time of discharge Lise hhemm format
i} IFimjury ghve cause Indicate cause ofinjury Tick the right option
If Medico legal indicate whether injury ts medice legal Tick Yesorho
Reparted to Police indicati: whether police report was filed Tick Yes or No
| ML Repont & Polica FIR attached | indicate whether MLC repart and Pulice FiR amached | Tick Yes or No
1) System of Medicine Enter the system of medicine followed in Open Taxt
treating the patient
SECTION E - DETAILS OF CLAIM
a} Details of Treatment Expenses | Erterthe amount claimed & 5 treatment gxpanses In_rupees (Do not enter paise values)
b Claim lor Domiciliary Hospitalization  Indicate whether claim is lor domiciliary Tick Yes or No
haospitalization
) Dr rails of Lump sumf Enter the amount claimed & lump sum/ cash benefit | In rupess (Do not enter paise values)
ash benalit claimed

o) Chairn Diocurnents Submitted Lheck it | Indicata which supporting documents are submitted | Tick the righs option
Indicate whith bilk are encosed with the amoants In nupees

SECTION G - DETAILS OF PRIMARY INSURED'S BANK ACCOUNT

b Account Number Entar the bank account numbar Ag allotted by the bank
c} Bank Name and Branch Enter the bank name along with the branch Name of the Bank In Rull
[} Cheque/ DD payable details Enter the name of the beneficiary the cheque/ Hame of the indnidualf
__ DD should be made out 1o organization in full
| _g) IFSC Cude Enter the IFSC code af the bank branch F5C code of the bank branch in full
hiPAN Enter the penmianent account number Asalloned bythe Income Tax deparment

| SECTIONH - DECLARATION BY THE INSURED
Read daclaration carefully and mention date (in dd:mmiyy format), place (open text) and sign.




Baa| Alllans General Insurante Ca. Lid, E Adilang Gij)
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SICLAIM FORM- PARTE = -

TO BE FILLED IN BY THE HOSPITAL
Thee issue of this form is not to be taken as admission of liability

Please include the original preauthonization request form in lieu of PART-A o be iled in kjock kers) I
DETAILS OF HOSPITAL
) Marme of the hogpital ; s @
b) Hespital D ) Typeof haspital: Neswark [ Mon-sietwork [ (1 ror-netwerk il section £) 2
d) Mame of reating doctor N %
) Quaiification: _ [YRegistration Mowith StateCode___ 4} PhoneNe
by Rahini Code 1) NABH CODE - {) Seate Level Centficate. I
k} Higher Level Corfificate 1) Matlanal Quality Azsurance Standards ) Kational Health System Resource Center
DETAILS OF THE PATENT ADMITTED
a) Mameof the patients
b) P registration Number ; ¢) Gendes Mate [ female [ d) Age ears| | | Momthe | | | e)Dseofbinte[p]o|n|n] v]¥]

f) Date of admissian: || D |8 m] ¥] ¥ g Tirm B[] (W] u] b) Ciate of discharge s | 0] 0 |0 W] ¥ ¥ ] 1) Timet [te]H ] MM

0 Type of Admission : Emergency T3 Planned [ Day Care [IMaternicy ] k) Matermity 1) Diate of defivery| D] 0 [12] 84 ¥] ¥ | ®Gravida Staws: | | | |
I Setus attime of descharge: Discharge to home [T Discharge to arvather hospital [ Dececsed: ] ) Tl elarmed Amount: ||| |
DETAILS OF AILMENT (NAGNOSED (PRIMARY)

i) ICD 10 Codes Description b icD 10 PCS Descriplion
i) Prirmary Diagnasis I I 'I I I i) Procedure 1 [ 111 1
W) Addtionsidiagness: | | ] | | iyprocedurezs | ] | ] |

) Co-morbichiies i yN] i) pocedirey 0 1 I

i) Co-morficites : [ I I I f I} Dty of
Procedurme;

d} Mre-uthorization Chtzined:Yes [ Mo ] o) Pre-AuthorizatisnMuember ] 1L L0 DL L L L L]

f) Wautharization by network b spital no cbtained, give ressan; -

) Hopitalizatian die to injury: Yed T Ma O ipives give cose: Sell-inmicted: ] Rosd Tratfic wecitent [ Sutstarce ahusef alcohal consumption: [
i) I injury due ta Substance abuse/alcohal consumption, Test condurted 1o establish this Wes ) nolJ (1 ves attach reports) iijMesica Legat yes[J to [
miRepored toPolices s a0 v)FRnci i) ifnatreparted to police give reasors

CLAIM DOCUMENTS CHECK LIST

O cisim foem duly signed O Ingestion reperts

[ originat Pre-autharization request D) CT/MR/LSGIHPE investigation repor

[0 Copyol Pre-Authorization letner [ Doctors refenence stip far investigatian

[ Copy of photo i crd of patient verified by haspital [ Ecc

L] Haspital discharge summary D Pharmacy bills

[0 Opereron theatre notes [ ML repon & Police IR

[0 Hospital main b3) [ crigina death summary irom haspital where appicable

[ Hospital break up bill O Ay ather, plezse specity

ADDITIONAL DETAILS IN CASE OF NON NETWORK HOSPITAL {ONLY FILL 1IN CASE OF NON METWORK HOSPITAL)

a) Addness of hoagstal .
ity _Stater Pin Code: PhoneMae c) Regiaration nowith State Code: -

o Hospital PAN; £) Number of Inpotientbeds] | | |Facilities avalable bn hespiraly [} 0T \bsl]hlash iy o ves [ wa)
iii) Cthers: _ _

DECLARATION BY THE HOSPITAL: {PLEASE READ VERY CAREFULLY)

Wi hereby declare that the information fumishesd in the Claim Form is tre snd correct to the best of aur kniowledge and beliet. {f we hawe made any lilse amd urtrue
SLEEITHEIL, suppression or cohceabment of ary matenal fact, our right ta daim undsr this claen shall be fodeited.

Dﬂ:ID DM MI\"I'I’

Place :

B NOiLo3s IS NOlLo3s I 0NOLD3s TSN O NOLo3s NN © NOILD3S

Signature and Seal of the Hospital Autharity




GUIDANCE FOR FILLING CLAIM FORM - PART B {To be filled in by the hospital)

DATA ELEMENT

GESCRIFTION

FORMAT

SECTION A - DETAILS OF HOSPITAL

a)Name ol Hozpital

Enter the name ol hozpital

Wame of haspitalin full

Ljaspital 10 Enter |0 number of the haspital As allocated by TPA
) Type of Hospital fndicate whether in nefwark or non network haspital Tick the right opticn
difame ol Treating dociar Eritertha name of treating dactar Mame of doctor in full
o )ualincaton Enter tha qualification of treating doctor abbreviations of educational
quafifications
1) Registration Nowith state code Enter the registration no of treating doctor As allocated by the medical
along with state code council of India
g)Fhane Na Enter tha phane ne of doctar Inciude STE code with telephane number
SECTION B - DETAILS OF THE PATIENT ADMITTED

o) Hame of the patiant Enter the name of hospisal MName of haspital in full
b) 1P Reqistration number Enter I INsUrance provige: Fegistration nomber As allocated by the insurance provide
c)Gener Indicate Gendar of the patiant Tick Male or Female
d)hge Enter age of the patient Mumber of years and months
e10te of Girth Eniter date of admisdon e def-mme-yy Tarmat
1) Date-of Adiesalon Enter date of sdmission Uze dd-mm-yy format

IEi Enter date of admissian Use hlumm format
hiitare of [R:charge Enter date of discharge Use dd-mm-yy lormat
iy Tirma Enfer nme of discharge sz hhtomm format
1} Type o Admission Indicate type of admimssm ol patient Tick the night ophion

3 iy -

Dare of Delivery Enter Date of Delvery il matemity sz dd-mmeyy format
G ina Statis Enter Grawvida status it matemnity Ure standurd format

[T} &xats ot time of decharge

| Indicate status of patient ot time of discharge

T ek the right option

mYiaal claimed amaourit

| Indhcate the total dlaimed smount

In rupees (Do not enter paise values)

SECTION C - DETAILS OF AILMENT QIACNOSED (P

[ &) 0 0 cads

Fririary Diagnniis

Eniterthe 1CD 10 Code and description of the priciany diagnosid

Standard Format snd Open text

Avdit il Diag nosis

Enter the ICD 10 Cod= and description ol £~ additional diagne

-3

Standard Format and Open lex)

| Co-martaditizs

Enter the ICD 10 Code and description of the co-maridities

Standard Format and Open text

by Ic 16Rs

SECTION D~ CLAIM DOCUMENTS SUBAITTED-CHECK LIST

Fracedure | Entirtne KD 10 PG and description of the lirst procetre Standard Format and Open text
Frozedure 3 Eriter the ICD 10 PCS and description of the second proesdure Standard Farmatand Open tex
Procedured Emterthe KD 10 PCS and description of the third procedure Standard Format and Ogen text
[zlls of Procedurs Enter the details of the procedure Open text
C7 Fro-suthoris ftrm ohitained Indicate whather pre-authorization obtained Tick Yes or Mo
d) Pre-athoAzation Humber Emie. pre-sutharization number 5 aliatiod by TPA
&) I authorization by hetwork Enter reason lor not cotainlivg pre-authorization numbar Open text
heagitel not ohitained, give reason
1§ Hax)! t=lizetion due toinjury Indicme if haspitalization s due tonjury Tick Yes or No
Loz Indicate causa of mpsry Tick the right eption
¥ injury dus to subitance ablse/ Indicate whethes test condicted Tick Yes or Mo
alcohol consumption, test
eenducted toestablich this
Medice Legal Indicate whether Injury s medico legal Tick Yesor No
F=ported To Folce Indicate whather palice report was filed Tick Yes 0r No
| Fix Mo, Enter st infofmation_repait number A5 issued by police autharities
| i ot reported to police.give reason | Enter reasan for notreporting to police Open Text

Indicat= which supparting documenty are submitted

SECTION £- DETAILS IN CASE OF NON NETWORK HOSPITAL

ajdiens Entey the full pustal address Incluga Strest, ity and Pin Code

bjinone g, Enzer the phone numibes 1 1 hospital Include STO codewith telep!one
rumilier

¢ Hegistration No. with State Code Enter the registration number of the dactor along with A3 alincated by the Madical

the state code Council of India

dHospital PAN Enter the parmanent sccount numbsr A aflotred by the Incoms Tax
depariment

&) Wurtber ol Inpatient beds Enter the number of inpatient beds Digits

£} Filities available in the hospstl Indicate lacilitiey avastable i the hospedtal Tick the night aption. If athers,
please specly

SECTION F - DECLARATION BY THE HOSPITAL

Fead declaratien carefully and mention date (in dd:mmoyy format), place (open text) and sigh and stamp




