.
@ Pramerica LIFE INSURANCE
HEALTH CLAIM FORM
CLAIM FORM FOR HEALTH INSURANCE POLICIES OTHER THAN TRAVEL AND PERSONAL ACCIDENT -PART A
TO BE FILLED IN BY THE INSURED
Theissue of this Form is not to be taken as an admission of liability
(Tobefilledinblock letters)

DETAILS OF PRIMARY INSURED:

L I R R byst.Nocertficate Not [ ][ [ ][I 1L ICICIC ]

acompanyeanio: [ L LTI ICICICIC ]

d)Name: I 5 O

eaddress: [ [ ICICICICICICICICICICICIC I ICIC e e ]
A
ar I CICICIC I EEOCEIICIEEEE] see I C OO OO eoe e
PinCode: DDDDDDDD Phone No: DDDDDDDDDDDDD Email ID:

DETAILS OF INSURANCE HISTORY:

a) Currently covered by any other Mediclaim/Healthinsurance: D Yes D No b) Date of commencement of firstinsurance without break: I:‘ I:”:I
S A 7
Sum Insured (Rs.) DDDDDDD d) Have youbeenhospitalized inthe Iastfouryearssinceinteptionofthecontratt?D Yes D No Date: DD DD
Diagnosis: e) Previously covered by any other Mediclaim/Health Insurance:D Yes l:‘ No

fifyes. companyame: [ 1[I 1L I I I I I

DETAILS OF INSURED PERSON HOSPITALIZED:

R 1 O I
b) Gender: Male I:\ Female I:\ ) Age: years I:‘]:\ D]:I d)Date of Birth: DD D I:”:\

) Relationship to Primary Insured: SeIfD Spousel] Child D Father D MotherD OtherD (Please Specify)
) Occupation: Service D Self Employed D Homemaker |:| Student|:| Retired D Other D (Please Specify)

o) address tifferent romabovey: [ ][ ][ ][ LI IO IO OO OO OO OO O]
N O | I
S RN 2 O
PinCode: DDDDDDDD Phone No: DDDDDDDDDDDDD Email ID:

DETAILS OF HOSPITALIZATION:

ayName of ospitalwhere admiriec: [ [T I I I I IC I OO OO OO OO e

b) Room Category occupied: Day care I:‘ Single occupancy D Twinsharing D 3ormore beds perroom
¢) Hospitalizationdue to: Injury D liness D MaternityD d) Date of injury/Date Disease first detected/Date of DeIiverDl:] D D D D

¢) Date of Addmission: I:\I:\ |:||:| DD f) Time: D]:l : I:\D g) Date of Discharge: DD I:\D I:”:\ h) Time: D]:\ : DD
i) Ifinjurygive cause: Selfinflicted l:‘ Road Traffic Accident l:‘ Substance Abude / Alcohol Comsumption D i)f Medico legal: D Yes l:‘ No

if) Reported to police: I:‘ Yes D No i) MLC Report & Police FIR attached D Yes D No I:‘ j) System of Medicine

DETAILS OF CLAIM:
a) Details of the treatment expenses claimed: Claim Documents Submitted - Check List:

i. Pre-Hospitalization Expenses: Rs. I:“:“:“:“:“:“:I ii. Hospitalization Expenses: Rs. l:“:“:“:“:“:“:l l:‘ Claim Form Duly signed
iii. Post-Hospitalization Expenses: Rs. I:“:IDDI:“:”:] iv. Health-Check up Cost: Rs. I:II:”:H:H:“:”:] l:l Copy of the claim intimation, if any
v. Ambulance Charges: Rs. I:“:“:“:“:“:“:l vi. Others (code): I:“:“:l Rs. l:“:“:“:”:“:”:l l:‘ Hospital Main Bill
Total G | I [ ] Hospital Breaic-up Bl
i Pre- Hospitalization period: Days |:| D D i, Post-Hospitalization period: Days D D D D Hospital Bill Payment Receipt

l:l Hospital Discharge Summary

[]
[]
D|

LI

I o noioas I - noioas I 2 noioas I o Noid3s [N > Notoas I & NoiLo3s I v NoiLyas I

b) Claim for Domiciliary Hospitalization: I:I Yes l:l No (If yes, provide details inannexure) l:‘ Pharmacy Bill
l:‘ Operation Theatre Notes
¢) Details of Lump sum / cash benefit claimed: l:‘ ECG

i. Hospital Daily Cash rc LI L] i surgical cash rc L LI [ ] poctors request forinvestigation
. Critical iliness Benefit: R [ L] v comaescere: R [ ] [ ] investigation Reports (including CT/MRYUSG/HPE)
v. Pre/Post Hospitlaization \i. Others: CIC I s LI [ ] poctors Prescriptions
Lump sum benefit Rs. DDDDDDD Total Rs. DDDDDDD l:‘ Others
l:l Attested photocopy of cancelled cheque / passbook copy*
SL.No. " Bill No. " Date | | Issued by |Towards | | Amount (Rs) |
1 I JDDDDDD | [Hospital Main Bil | DDDDDDD
[ I | OOOOCEE]
| I | OO0
[ {0 I
[ {5 | OOOOCCE
| 5N I I | I I OO
| |
| |
| |

|Pre-hospitalizationBiII: Nos.

|P05t-hospita|izati0n Bill: Nos.

O(Nl|oa||v|||lw]|lrn

[ CICIEE 0] I O
[ CICEIEE 0]
s 5 I O
10| I ] HRRRERN
[DETAILS OF PRIMARY INSURED'S BANKACCOUNT_ e e
S O O A
granenameanaeraner ]I 000000 00000000000000000000
d) Cheque/DD Payable details: e)IFSC Code: DDEH:“:”:H:H:I DDDDDDDD

(IMPORTANT:PLEASE TURN OVER)

I

|
|
|
|
|  [PharmacyBills
|
|
|
|
|
|

Note: As per IRDA circular dated February 13, 2014, all payouts to policyholders are to be made via the electronic mode [NEFT] only.



DECLARATION BY THE INSURED:

| hereby declare that the information furnished in this claim is true & correct to the best of my knowledge and belief. If | have made any false or untrue statement, suppression or concealment of any material
fact with respect to questions asked in relation to this claim, my right to claim reimbursement shall be forfieted. | also consent & authorise TPA/Insurance company, to seek necessary medical information /
documents from any hospital / Medical Practitioner who has attended on the person against whom this claim is made. | hereby declare that i have included all the bills / receipts for the purpose of this claim &
thatwillnotbe making any suplementary claim except the pre/post-hospitalizationclaim, if any

I+ Nowo3s [

Date: \:”:' D\:' DD Place

Signature of the Insured

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

DATAELEMENT

DESCRIPTION

FORMAT

SECTION A-DETAILS OF PRIMARY INSURED

a) PolicyNo.

Enterthe policy number

Asallotted by the insurance company

b) SI. No./Certificate No.

Enter the social insurance number of the certificate number of
social healthinsurance scheme

As allotted by the organization

c)Company TPA ID No.

Enterthe TPA ID No.

License number as allotted by IRDA and printed in TPA

documents

d)Name

Enter the full name of the policyholder

Surname, Firstname, Middle name

e) Address

Enter the full postal address

Include street, Cityand PinCode

SECTION B - DETAILS OF INSURANCE HISTORY

a) Currently covered by any other Mediclaim / Health Insurance?

Indicate whether currently covered by another Medicliam/
Health Insurance

Tick YesorNo

b) Date of Commencement of firstinsurance without break

Enter the date of commencement of firstinsurance

Use dd-mm-yy format

c) Company Name Enter the full name of the insurance company Name of the organizationinfull
PolicyNo Enter the policynumber As allotted by the insurance company
Sum Insured Enterthe totalsuminsured as per the policy Inrupees

d) Have youbeen Hospitalized inthe last four years since
inception of the contract?

Indicate whether hospitalized inthe last four years

Tick Yes or No

Date Enter the date of hospitalization User mm-yy format
Diagnosis Enter the diagnosis details OpenText
) Previously Covered by any other Mediclaim/Health Indicate whether previously covered byanother mediclaim/ )
Tick Yes or No
Insurance? Health Insurance

f) Company Name

Enter the full name of the insurance company

Name of the organizationin full

SECTION C-DETAILS OF INSURED PERSON HOSPITALIZED

a)Name Enter the full name of the patient Surname, Firstname, Middle name
b) Gender Indicate Gender of the patient Tick Male or Female
) Age Enter age of the patient Number of years and months

d) Date of Birth

Enter Date of Birthof patient

Use dd-mm-yy format

e) Relationship to primary Insured

Indicate relationship of patient with policyholder

Tick the right option, if others, please specify

f) Occupation

Indicate occupation of patient

Tick the right option, if others, please specify

g) Address Enter the full postal address Include street, Cityand PinCode
h) Phone No Enter the phone number of patient Include STD code withtelephone number
i) E-mail ID Enter e-mail address of patient Complete e-mailaddress

SECTION D-DETAILS OF HOSPITALIZATION

a) Name of Hospital where Insured

Enterthe name of hospital

Name of hospital infull

b) Room category occupied

Indicate the room category occupied

Tick the right option

) Hospitalizationdue to

Indicate reason of hospitalization

Tick the right option

d) Date of Injury/ Date Disease first detected / Date of
Delivery

Enter the relevant date

Use dd-mm-yy format

e) Date of admission

Enter date of admission

Use dd-mm-yy format

f) Time Enter time of admission Use hh:mm format

g) Date of discharge Enter date of discharge Use dd-mm-yy format

h) Time Enter time of discharge Use hh:mm format

i) finjury give cause Indicate cause of injury Tick the rightoption
if Medico legal Indicate whether injuryinmedico legal Tick Yes or No
Reported to Police Indicate whether police report was filed Tick YesorNo
MLC Report & Police FIR attached Indicate whether MLC report and Police FIR attached Tick Yes or No

j) System of Medicine Enter the system of medicine followed intreating the patient Open Text

SECTION E - DETAILS OF CLAIM

a) Details of Treatment Expenses

Enter the amount claimed as treatment expenses

Inrupees (Do not enter paise values)

b) Claim for Domiciliary Hospitalization

Indicate whether claimis for domiciliary hospitalization

Tick Yes or No

¢) Details of Lump sum/cashbenefit claimed

Enter the amount claimed as lump sum /cash benefit

Inrupees (Do not enter paise values)

d) Claim Documents Submitted-Check List

Indicate which supporting documents are submitted

Tick the rightoption

SECTION F - DETAILS OF BILLS ENCLOSED

Indicate which bills are enclosed with the amounts inrupees

SECTION G- DETAILS OF PRIMARY INSURED'S BANK ACCOUNT

a) PAN

Enter the permanent account number

As allotted by the Income Taxdepartment

b) Account Number

Enter the bank account number

As allotted by the bank

¢) Bank Name and Branch

Enter bank name along with the branch

Name of the bankinfull

d) Cheque/DD payable details

Enter the name of beneficiary the cheque/DD should be
made outto

Name of the individual/organizationin full

e)IFSCCode

Enter the IFSC code of the bank branch

IFSC code of the bank branchin full

SECTION H - DECLARATION BY THE INSURED

Read declaration carefully and mention date (indd:mm:yyformat), place (open text) and sign.

Pramerica Life Insurance Limited

Registered Office & Communication Address: 4th Floor, Building No. 9, Tower-B, Cyber City, DLF City Phase IlI, Gurgaon 122002, Haryana.
CIN: U66000HR2007PLC052028 Tel.: 0124 - 4697000, Fax: 0124 - 4697100/ 7200, E-mail: contactus@pramericalife.in Website:

www.pramericalife.in | Customer Service Helpline: 1860 500 7070 (Local charges apply) or 011-48187070 | IRDAI Registration Number: 140
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