”lcml@mmbard ICICI Lom bard

Health Insurance

Health Claim Form - OQutpatient Department /
AT STaT BIH-a1eT I v

(The issue of this is not to be taken as an Admission of Liability) /

(3 o B F1 3 gIRaT T PR AT 7 JH=N SIY)

Please give the following information correctly and completely /

Fyal FrafaRad SHeR! 9 aur ¢ff ave W

Please use this claim form for settlement ofclaims under benefit b ofthis policy. / 38 Uifert & siard Sffthe (ATW) & a1 (v HT
YedHe IR 8 HUTT 3T FoTH BiH BT TARTH.

1. Insured Details / difira afea &1 faawor :
a) Policy Certificate No. / gfferdt aféfthabe .
b) Name of Insured Person(s)/aﬁﬁﬁmﬁﬂ(lﬂ)aﬂﬂm
¢) ICICILombard Health Care Card No. / 3rsdfiensHtens aiere 8cd IR HIS F.
d) Age /3™

e) Email Address /3 O udr

f) Correspondence Address / UF dgR &I Udl

(including State, City, Pincode)

g) Mobile No. / TSt FeR

h) Residence No. /TR &1 B .

. Nature of disease / illness contracted/ailment of

injury suffered / I°7/darst/@wft e & upfa :
. Kindly indicate / $9dT 5414 :

a) Date of commencement of treatment /

IR ARY g i fafy

b) Name and contact details of treating doctor /

JUTER HAATA SleFe’ BT AW 3R Fryeh faavor
. Amount Claimed / <ma1 i 7 w9
a) Consulting Doctor's Fees / TR HAaTa Sider &I i
b) Pharmacy/Medicine Charges / Wt/ 3iufd Ycb

¢) Investigation Charges / SIid - UR&UT b

d) Others (Kindly Specify) / 3/ (HudT TS )

Total Claimed Amount / &raT &t 7E FHeT ARy

In support to the above claim, Ienclose following documents {Please indicate by (v)} / SIRIFd ad &
T H, § FeafaRed ermeia e @R 671§ (F0dT (V') &1 =M ame &R1e)

1. Bills/Receipt/Cash Memos in original for medicines etc. (name of patient along with date should

be mentioned on it.)/ Sufert & qa faa /wite /B 2my enfe (ST W AT & 719 BT IRRG & T I g1 A11RY)
. MostRecentMedical prescription in supportofthe above./ IWRIed b THITH Fad a1 AfSHet M.

. Receipts and Investigation test reports in original from a Pathological Lab supported by the note
from the treating doctor/ Surgeon advising such Investigation tests. / fBl TUIQTNIGA AF HI TREr
foada aur it Hr gerufay, forae 1 ITaR waf STarer /Tsi- 1 -le 81 foras T8 uferr 2xcy & Tamg < it g

. Attending doctors/Consultant's/ Specialist's bill and receipt and certificate regarding diagnosis,
whichever is prescribed and thereby expenses incurred along with doctors registration number

(compulsory). / STAR &R 1A Siarel / Hace-cH /TURNTCRCH & o d quT [TE 3R 3% gRT HUTRa fPum Fem » IR
T Afcithare Ud I theaw gU oY, forids AT STareR] BT ASRe R aR (SHaT).




Declaration / 9\SoT :

Thereby agree, affirm and declare that /& TaggRIHeHa §, Yftc qUTaIvd a1 § % :

a) The statements / information given / stated by me/us in this claim form are true, correct and

complete./STT@BHT R /FARERT U HUYH / THBRT / Iceid a!, T U6 quf .

No materialinformation which is relevant to the processing ofthe claim or which any manner has
abearing on the claim has been withheld or not disclosed. / fo TH Tgwayufl STHER &t fesurar ar s
o1 fora T & <Y 36 <1a Y mifha & waifdra g am aTa R et 1S wa U |l

If Thave given/made any false or fraudulent statement/information or suppressed or concealed
or in any manner failed to disclose material information, the policy shall be void and that Ishall

notbe entitled to all/any rights to recover there underin respectofany orallclaims, past, present

or future . / 37R H I 7Tad T HUCYUl HUH /AT & 81 AT fohet Hewaqul STFeRI & fe5uraT a1 GarT g1 a1 fhefl TR &
The B U SR 36T 819, al I8 UITerT ST 81 ST T & Uiferet & wra=u # Sfciid, aaam a1 yiasy # fot ar wuft ara
A & oo gt / fomedt erfreR @t g

I have not submitted any other claim under Outpatient Treatment Cover (Benefit 'B') and shall not be
submitting any other Outpatient Treatment Cover claim in future under the above referred Policy

Certificate. / H agT Avft SuaR TRefor (19 ‘') [3r3etRI~e fetve Har (affthe ‘&) | & siarfa #iE ok arar veqa 761
fopa & aum wfasa & ot SiRiera afid uiferdt Afcithare & SIaTid Pl 1= JTeI I IUTR TRET0T &1aT TR d 6! Tl

The receipt of this claim form/other supporting/related documents, does not constitute an
agreementby the Company ofthe claim and the companyreserve the rightto process orrejector
require further/additional information in respect of the claim. / 9 a1 %4 / 370 G0 / Gafdd BTG
! I Ut gRT &1d ! TgHIA a1 & T U & UTH &Td & Gay § UfehaT 3 U1 3 3R hd H 31yd1 gH: / sifaferd
BRI AT BT SifpR R .

Ialso consent and authorize ICICI Lombard Health Care to seek medical information from any
hospital/medical practitioner who has any time attended on the insured person./Hag i ugafadarg
TUT TSI HISITS ATETS 5o IR Bl fohelt SreudTet/ Afsha HdeaR ¥ Rifdbca dat STH&RT UTed a7 & forg sifdiepa
FRa1 g, o et fifira safara o1 SuaR faran .

Iconfirm that the expenses for which claim is being lodged have been incurred in respect of the

insured. / Hgfsc &g fob o @i o g arar & foban T 8 d ey RS & Hee | by T 8.

Place /UM :

Date / AT :

Signature of Claimant / S[daR & §¥AT&R

Mailing Address : ICICI Lombard General Insurance Company Limited
ICICI Lombard Health Care, TGV Mansion, 6th Floor, Plot No. 6-2-1012, Khairatabad, Hyderabad - 500 004.
Toll Free Number : 1800 209 8888  Toll Free Fax Number : 1800-209-8880 ¢« Fax Number : 040 - 66989160/ 61
e Email us : ihealthcare @icicilombard.com ¢ Website : www.icicilombard.com
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