
ICICI LOMBARD GENERAL INSURANCE COMPANY LIMITED

AmB©grAmB©grAmB© bmoå~mS>© OZab B§í`moaoÝg H§$nZr {b{_Q>oS> 
ICICI Lombard Health Care Claim Form - Hospitalization /AmB©grAmB©grAmB© bmoå~mS> hoëW Ho$`a Xmdm \$m°_© - AñnVmb ^Vu

Please give the following information correctly and completely

H¥$n`m ZrMo Xr J`r OmZH$mar H$mo ghr-ghr VWm nyam ^a|.
Part A (To be filled by Insured)/ 

^mJ A (~r_mYmaH$ Ûmam ^am OmZm h¡)

(The issue of this form is not to be taken as an Admission of Liability)
(Bg \$m_© H$mo Omar aIZo H$m AW© Xm{`Vm ñdrH$ma H$aZm Zht _mZm OmZm Mm{hE)

Pre Authorization obtained/  : Yes/  No/nyd© A{YH¥${V àmßV hm§  Zht ££

1. Type of Claim : Hospitalization / Pre Post /

2. Policy Number /nm°{bgr Z§~a>  _______________________________________________________

Is this a renewal policy or /³¶m ¶h [aÝ¶wAb nm°{bgr h¡ :

If Yes, then kindly mention your previous year's policy no./

AJa h¡ Vmo H¥$n¶m AmnH$m {nN>bo gmb H$m nm°{bgr Z§~a {bI| : _________________________________________________________

Current Policy No./Mmby nm°{bgr g§»¶m : ______________________________________________________ 

Group / Company Name/J«wn/H§$nZr H$m Zm_ : _______________________________________________________

3. Details of the Insured Person in respect of whom claim is made/~r{_V ì`pŠV H$m Zm_ {OgHo$ {bE Xmdm {H$`m J`m h¡  :

Name of Insured/~r_mYmaH$ H$m Zm_ : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

Relationship with the Policy Holder/nm°{bgrYmaH$ Ho$ gmW g§~§Y : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|

Present completed age (In Years)/dV©_mZ C_« : |__|__| Gender / qbJ :  M |__|   F |__|

Current Residential address/dV_© mZ Amdmgr` nVm : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

State/amÁ` : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

City/eha : |__|__|__|__|__|__|__|__|__|

Pincode/[nZH$moS> : |__|__|__|__|__|__| 

Mobile Number/_mo~mBb Z§~a : |__|__|__|__|__|__|__|__|__|__|

Name of the Policy Holder (Self / Main Member)/ : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

nm°{bgrYmaH$ H$m Zm_ (ñd`§/_w»` gXñ`)

Email ID / B_© bo   AmBS© >r : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

4. Member ID No. / Employee ID (Client ID)/ : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

gXñ` AmB©S>r Z§./H$_©Mmar AmB©S>r (ŠbmB§Q> AmB©S>r)

Card No. / H$mS>© Z.§ : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

Sum Insured (Claimant)/~r_m am{e (XmdXo ma) : __|__|__|__|__|__|__|__|__|__|__|__|

5. Nature of disease / illness contracted or injury suffered for which insured was hospitalized (Diagonsis)/

à^m{dV ~r_mar/amoJ `m MmoQ> H$s àH¥${V, {OgHo$ {bE ~r_mYmaH$ AñnVmb _| ^Vu H$m ({ZXmZ) :

Date of Admission/^Vu hmoZo H$s {V{W : |__|__|/|__|__|/|__|__|__|__|

Date of Discharge/{S>ñMmO© hmoZo H$s {V{W : |__|__|/|__|__|/|__|__|__|__|

6. Date of injury sustained or disease / illness first detected/: |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

MmoQ> bJZo `m amoJ/~r_mar H$m nhbr ~ma {ZXmZ hmoZo H$s {V{W

Hospitalization- Hospitalization Xmdo H$m àH$ma : AñnVmb ̂ Vu/^Vu go nhbo-^Vu Ho$ ~mX

:

Yes/hm§   No/Zht 

|__|__|__|__|__|__|

££
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Health Care 



Bill Heads/{~b erf© Amount Bill Number/ Bill Date/ Whether Bills attached

 (In Rs.)/am{e (é.) {~b Z§~a {~b H$s {V{W (Yes/No.)/

{~b g§b½Z (hm§/Zht)

Room Rent/H$_ao H$m {H$am`m

Doctors Consultation/Visit Charges/
S>m°ŠQ>a nam_e©/{d{OQ> MmOo©O

Investigation Charges(Includes Radiology 
and Pathology Reports)/Om§M narjU MmO}O
(ao{S>`mobm°Or VWm n¡Wmobm°Or [anm}Q²>g g_oV)

Surgeon and Asst. Surgeon Charges/
gO©Z Ed§ ghm`H$ gO©Z MmO}µO

Anesthetist Charges/EZoñWo{gñQ> MmO}O

Operation Theatre Charges/Am°naoeZ {WEQ>a MmO}O

Medicine Charges(Includes Ward and OT 
Medicines and Consumables)/XdmB© Ho$ MmO}µO 
(dmS>© VWm AmoQ>r XdmB`m§ d H§$Á`y_o~ëg g{hV)

Taxes/Surcharges/Service Charge/
Q>¡Šg/gaMmO©/g{d©g MmO© g{hV

Miscellaneous/Other Charges (like Admission, 
Registration, etc.)/{d{dY/AÝ` MmO}µO (O¡go {H$ ̂ Vu, 
a{OñQ´>oeZ BË`m{X)

9.Details of the amount claimed/Xmdm H$s am{e H$m {ddaU :

7. Do you have mediclaim / health insurance policy with any other insurance company? If yes, please provide the following details: / Š`m AmnH$o  
nmg {H$gr Xgy ar Bí§ `mao Ýo g H$§ nZr H$s _{o S>Šb_o  / hëo W Bí§ `mao Ýo g nm{° bgr h¡ ? AJa hm,§  Vmo H$¥ n`m {ZåZ{b{IV {ddaU CnbãY H$amE§ :

Name of Insurance company / Bí§ `mao Ýo g H$§ nZr H$m Zm_ : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

Policy No / nm{° bgr Z.§ : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

Policy Period / nm{° bgr Ad{Y : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

Sum Insured / ~r_m am{e : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

Name of the Insured / ~r_m YmaH$ H$m Zm_ : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

8. Details of the Hospital / Nursing Home in which treatment was taken / AñnVmb/Z{gªJ hmo_ H$m {ddaU, Ohm§ CnMma {b`m J`m  :

Name of the Hospital / Nursing Home/AñnVmb/Z{gJª  hm_o  H$m Zm_ :

|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

Address of the Hospital / Nursing Home/AñnVmb/Z{gJª  hm_o  H$m nVm : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

State/amÁ` : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

City/eha : |__|__|__|__|__|__|__|__|__|

Pincode/[nZH$mSo > : |__|__|__|__|__|__| 

Telephone Number / Mobile Number/Q>bo r\$mZo  Z~§ a/_m~o mBb Z~§ a : 

|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

Registration Number (Rubber stamp of the doctor & hospital)/ a{OñQ´>oeZ Z§~a (S>m°ŠQ>a VWm AñnVmb H$s a~a H$s _wha):

Details of the attending Medical Practitioner / Doctor / Treating Physician or Surgeon/

CnMmaH$Vm© _{o S>H$b àp¡ ŠQ>gZa/S>mŠ° Q>a/{\${O{e`Z ̀ m gOZ©  H$m {ddaU : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

Name/Zm_ : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

Qualification & Registration No./AhV© m VWm a{OñQ>́eo Z Z.§ : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

Address with Telephone No./nVm, Q>bo r\$mZo  Z.§  g{hV : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

State/amÁ` : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

City/eha : |__|__|__|__|__|__|__|__|__|

Pincode/[nZH$mSo > : |__|__|__|__|__|__| 



Type of Document(s) Yes/ No./ Type of Document(s) Yes/ No./
H$mJOmV Ho$ àH$ma hm§ Zht H$mJOmV Ho$ àH$ma hm§ Zht

Claim form Duly Filled/ Investigation Reports/Reports Name
{d{YdV ̂ am hþAm Xmdm \$m°_© Om§M-narjU [anmoQ²>©g/[anmoQ²>©g  Ho$ Zm_

ICICI Lombard General Insurance Medicine/Pharmacy Bills with
Company Authorization form/ Doctors Prescription/
AmB©Eb OrAmB©gr nyd© A{YH¥${V \$m°_© XdmB©/\$m_¡gr  Ho$ {~b, gmW _| S>m°ŠQ>a àopñH«$neZ

Discharge Summary/ Implant Name and Invoice (If any)/
{SgñMmO© g_ar> Båßbm§Q> H$m Zm_ VWm BÝdm°`g (AJa H$moB© hmo)

Hospital Bills / AñnVmb Ho$ {~ëg Indoor Case Papers/BÝS>moa Ho$g nong©

Hospital Payment Receipt / Others/AÝ`
 AñnVmb H$mo ̂ wJVmZ H$s agrX

Total No. of Pages enclosed/
g§b½Z n¥îR>m| H$s Hw$b g§»`m 

As per the policy terms and conditions, the Company reserves its right to have the Insured examined by a doctor appointed by it for verification of 
diagnosis./nm°{bgr Ho$ {Z`_m| d eVm} Ho$ AZwgma H§$nZr Ho$ gmW {ZXmZ Ho$ gË`mnZ Ho$ {bE AnZo Ûmam {Z`wŠV {H$gr S>m°ŠQ>a go ~r_mYmaH$ H$s Om§M H$admZo H$m A{YH$ma 
gwa{jV h¡.

Declaration / KmofUm

I hereby agree, affirm and declare that/ _¢ EVX²Ûmam gh_V hÿ§, nwpîQ> VWm Kmo{fV H$aVm/Vr hÿ§ {H$ :

a) The statements/information given/stated by me/us in this claim form is true, correct and complete./ Bg Xmdm \$m°_© _| _oao/h_mao Ûmam {XE J`o/CëboI {H$E 
J`o H$WZ ghr, gË` Ed§ nyU© h¢.

b) No material information which is relevant to the processing of the claim or which in any manner has a bearing on the claim has been with held or not 

disclosed./ Xmdo H$s à{H«$`m AWdm Xmdo na {H$gr àH$ma go à^md S>mbZo dmbo {H$gr _hÎdnyU© VÏ` H$mo {N>nm`m ̀ m X~m`m Zht J`m h¡.

c) If I have 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 & that I shall not be entitled to all/any rights ro recover there under in respect of any or all claims, past, present or 

future./ AJa _¢Zo H$moB© JbV ̀ m YmoImY‹S>r nyU© H$WZ/OmZH$mar Xr hmo ̀ m {H$gr _hËdnyU© OmZH$mar H$mo X~m`m ̀ m {N>nm`m hmo ̀ m {H$gr àH$ma go àH$Q> H$aZo _| Ag\$b 
ahm hÿ§ Vmo nm°{bgr ̂ §J hmo OmEJr VWm _¢ {H$gr AVrV, dV©_mZ ̀ m ̂ {dî` Ho$ {H$gr ̀ m g^r Xmdm| Ho$ ~mao _| {H$gr/g^r A{YH$mam| hoVw nmÌ Zht ahÿ§Jm.

d) The receipt of this claim form/other supporting/related documents does not constitute or be deemed to constitute an agreement by the Company of 

the claim and the Company reserves the right to process or reject or require further/additional information in respect of the claim./Bg Xmdm \$m°_©/AÝ` 
g_W©H$/g§~§{YV H$mJOmVm| Ho$ {_bZo H$mo H§$nZr Ûmam Xmdo H$s gh_{V Zht g_Pr ̀ m _mZr OmZr Mm[hE VWm H§$nZr Ho$ nmg Xmdo na H$ma©dmB© H$aZo ̀ m AñdrH¥$V H$aZo 
AWdm Xmdo Ho$ ~mao _| Am¡a A{YH$/A{V[aŠV OmZH$mar _m§JZo H$m A{YH$ma gwa{jV h¡.

I/We hereby declare that the particulars made by the insured person in the claim from are true to the best of our knowledge and belief./_¢/h_ EVX²Ûmam 
Kmo{fV H$aVm hÿ§/H$aVo h¢ {H$ _oar/h_mar A{YH$V_ OmZH$mar Ed§ {dídmg Ho$ AZwgma Xmdm \$m°_© _| ~r{_V ì`pŠV Ûmam {XE J`o {ddaU ghr h¢.

Place/ñWmZ : ___________________________ Signature of  Claimant/

Date/{V{W : |__|__|/|__|__|/|__|__|__|__| XmdoXma Ho$ hñVmja

e) I hereby provide my consent and authorize ICICI Lombard Health Care to seek any medical information from any hospital/Medical Practitioner who has 

at any time attended on the insured person./ ‘¢ EVX²Ûmam ~r{‘V ì¶p³V H$s {H$gr ^r g‘¶ XoIXoI H$aZodmbo {H$gr AñnVmb/‘o{S>H$b à¡p³Q>gZa H$mo ‘oar 
{M{H$Ëgm g§~§Yr OmZH$mar àXmZ H$aZo H$s AmB©grAmB©grAmB© bmoå~mS>© hoëW Ho$¶a H$mo A{YH¥${V àXmZ H$aVm hÿ§ VWm AnZr gh‘{V XoVm hÿ§.

Pre Hospitalization Bills (If Any)/
AñnVmb _| ^Vu hmoZo go nhbo Ho$ {~b (AJa H$moB© hm|)

Post Hospitalization Bills (If Any)/
AñnVmb go Nw>Å>r {_bZo Ho$ ~mX Ho$ {~ëg (AJa H$moB© hm|)

Total Claimed Amount/ Xmdm H$s JB© Hw$b am{e

In support of the above claim, I enclose following documents in original (Please indicate by ticking in the Yes/No Column below)/ CnamoŠV Xmdo Ho$ g_W©Z _|, 

_¢ {ZåZ{b{IV H$mJOmV _yb ê$n _| O_m H$am ahm/ahr hÿ§. (H¥$n`m ZrMo {XE H$m°b_ _| hm§/Zht na {ZemZ bJmH$a ~VmE§)

D D M  M Y Y Y Y



Part B (To be filled by Treating Doctor only)
 ^mJ ~ ({g\©$ S>m°ŠQ>a Ûmam ^am OmE)

This section is mandatory only if your health policy was not provided by your employer
`h I§S> Ho$db Cg pñW{V _| A{Zdm`© h¡ AJa AmnH$s Amamo½` nm°{bgr AmnHo$ {Z`moŠVm Ûmam Zht Xr J`r h¡.

A) Date of First Consultation (Prior to Hospitalization) /
nhbo nam_e© H$s {V{W (AñnVmb _| ̂ Vu hmoZo go nhbo)

B) With what complaints was the patient was admitted for /
amoJr H$mo {H$Z {eH$m`Vm| Ho$ gmW ̂ Vu {H$`m J`m

C) Past History of the patient with the duration of illness /
~r_mar H$s Ad{Y Ho$ gmW amoJr H$m {nN>bm B{Vhmg

D) Whether the present treatment ailment is a compliation of Pre-Existing disease ? /
 Š`m é½UVm H$m dV©_mZ CnMma nhbo go _m¡OyX ~r_mar H$s O{Q>bVm h¡?

E) If, yes please specify the disease (OR) complication of any previous surgery done ? /
AJa hm§, Vmo ~r_mar ̀ m nhbo H$s JB© {H$gr gO©ar H$s O{Q>bVm H$m CëboI H$a|?

F) If yes please specify the details / AJa hm§, Vmo H¥$n`m {ddaU X|.

G) Whether the disease / disorder is congenital in nature ? /
Š`m ~r_mar/{dH$ma OÝ_OmV àH¥${V H$s h¡?

H) Nature of surgery / treatment given for present ailment / 
dV©_mZ é½UVm Ho$ {bE {X`o J`o CnMma/gO©ar H$s àH¥${V

I) No. of in-patient beds in the hospital (including ICU) /
AñnVmb _| BZ - noeoÝQ> ~oS> H$s g§»`m (AmB©gr`y g{hV)

Date / VmarI :
S>m°ŠQ>a H$s _wha Am¡a hñVmja

Doctor’s Seal and Signature  /

A) Would you like to opt for Electronic Fund Transfer as mode of payment ?  A) Yes |__|   B) No |__|

B) If yes, kindly provide the below mentioned details :

• Customer Name (as per bank records) : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

• Account No. : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|

• Name of the Bank : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__| 

• Branch Name : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

• Address of the Bank : |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|

• IFSC code no. of the Bank : |__|__|__|__|__|__|__|__|__|__|  

• Permanent Account Number of Insured/ Nominee (PAN) : |__|__|__|__|__|__|__|__|__|__|  

(Please attach a blank cancelled cheque copy signed by the insured/nominee and Pan Card Copy)

Terms and Conditions for Payments through RTGS I NEFT

1. The details provided by the Customers in the Mandate Form shall be considered as final and ICICI Lombard General Insurance Company Ltd. shall not 

be responsible for cross verification of any of the details provided therein.

2. The  RTGS/ NEFT facility shall  be  effective for the  respective Customer(s) within 15 days of the  receipt of the Mandate Form  by ICICI Lombard 

General Insurance Company Ltd. and/  or within such period as may be reasonably required by ICICI Lombard General Insurance Company Ltd. to 

activate the RTGS/ NEFT facility.

Part - C



3. The Customer agrees that under the RTGS/ NEFT facility, there may be a risk of non-payment in the Account of Customer on the day of the credit of 

Payments due to change in the applicable regulations pertaining to RTGS/ NEFT facility or due to any other reasons without any fault/inaction/failure 

on part of ICICI Lombard General Insurance Company or any factor beyond the control of ICICI Lombard General Insurance Company Limited. 

4. The Customer agrees to indemnify, without delay or demur, ICICI Lombard General Insurance Company Ltd. and its agents and  keep ICICI Lombard 

General Insurance Company Ltd. and  its agent indemnified harmless at all times from  and  against any  and  all claims, damages, losses, costs, and  

expenses (including attorney's fees) which ICICI Lombard General Insurance Company Ltd. may  suffer  or incur,  directly or indirectly, arising from or 

in connection with, amongst other things, either of the aforesaid reasons stated in above clauses.

5. ICICI Lombard General Insurance Company Ltd. may sub-contract and employ agents to carry out any of its obligations under the RTGS/ NEFT facility 

The Customer may discontinue or terminate the use of RTGS / NEFT facility by giving a minimum of 15 days prior written notice to ICICI Lombard 

General Insurance Company Ltd.  The date of notice for ICICI Lombard will be the date of receipt of such notice by ICICI Lombard. The notice of, such 

termination should be given to ICICI Lombard only at its corporate address and be addressed at ICICI Lombard GIC Ltd, ICICI Lombard House (Old Tata 

Press Building), 414, Veer Savarkar Marg, Near Siddhi Vinayak Temple, Prabhadevi, Mumbai - 400025

6. A confirmation of the receipt of termination notice given by the Customer will be acknowledged through a confirmation letter by ICICI Lombard 

General Insurance Company Ltd. In no case can the Customer construe his termination notice as effective unless a confirmation has  been provided 

by ICICI Lombard to the Customer stating the date of receipt of such communication by the Customer.

7. The Customer agrees that transaction(s) through RTGS/ NEFT facility may attract inward RTGS/ NEFT charges, which if levied by the Customer's 

bank,  shall be borne by the Customer

8. ICICI Lombard has the absolute discretion to amend or supplement any Terms and Condition stated herein at any time and will endeavor to give prior 

notice of Ten days for such changes wherever feasible for the terms and conditions to be applicable. By using the new services, or at the completion 

of such period, whichever is earlier, the Customer shall be deemed to have accepted the changed terms and conditions.

9. NEFT is applicable for only the corporate employees for whom HR has opted for NEFT as a mode of payment. Kindly, check with your respective HR 

department for this facility. In case of any issues, HR decision and approval will be taken into consideration. 

10. Notices under these terms and conditions may be given in writing by delivering them by hand or e-mail or on ICICI Lombard General Insurance 

Company Ltd. website www.icicilombard.com or by sending them by post to the last address of the Customer.

11. These terms and conditions will be governed by the laws of India and any legal action or proceedings arising out of these Terms and Conditions shall 

be initiated in the courts or tribunals at Mumbai in India.

12. I / We further undertake to refund any excess amount whether demanded by ICICI Lombard General Insurance Company Ltd.  or not, which  has  

been credited in excess to my account at any time due  to any reason within 7 days of such receipt of such communication from ICICI Lombard of 

such excess credit or such information of excess credit coming to the knowledge of the Customer through any other source.

13. I/ We agree that my/our claim payment will be credited from the date ICICI Lombard General Insurance Company Ltd.  gets confirmation from its 

bankers, This facility will continue unless it is revoked by any party and any issuance of relevant credit instruction from ICICI Lombard General 

Insurance Company Ltd.  to its bankers will be valid till such instruction is complete irrespective of the fact that the notice period has expired 

provided such a credit request has been made by ICICI Lombard General Insurance Company Ltd. before the expiry of the notice period of the 

Customer.

(Please attach a blank cancelled cheque or photocopy of a cheque for verification of the particulars provided in this regard)

_____________________________________________

Signature of the account holder

Mailing Address : ICICI Lombard Healthcare, ICICI Bank Tower, Plot No. 12, Financial District, Nanakram Guda, Gachibowli, Hyderabad-500032
Toll Free Fax Number: 1800-209-8881 • Fax Number : 040 - 66989160 / 61 •  Help Line Numbers: 040-31004483 / 84 

Corporate Office :  ICICI Lombard House, 414, Veer Savarkar Marg, Near  Siddhi Vinayak Temple, Prabhadevi, Mumbai 400 025.
Visit us at :  www.icicilombard.com  • Mail  us  at :  customersupport@icicilombard.com 0
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