” Icici @ Lombard ICICI Lombard
Health Insurance ealth Care

ICICI LOMBARD GENERAL INSURANCE COMPANY LIMITED
smgehamdehons aivard se s su fafies
ICICI Lombard Health Care Claim Form - Hospitalization /STSet s etams alvars 3¢ R gmar B - EdTe Wt

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

(3T BTH &Y IIRY I BT 31 SIRAT THBR HAT T81 AHET ST IT18Y)

Please give the following information correctly and completely
FuaT i & T TEer o TE-Td gt @ w.
Part A (To be filled by Insured)/

YT 31 (FHATYRS §RT W1 AT R)

Pre Authorization obtained/gd sifresfar wied : Yes/gi (1 No/A&t [

1. Type of Claim : Hospitalization / Pre Hospitalization-Post Hospitalization/ard &7 UR : sreudTa Wt/ weff & uga-udl & a1
2. Policy Number /giferdft FaR :
Is this a renewal policy or /a1 a8 Regaret uifereht 3 . Yes/gi O No/dt O

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

3R B A ST 3T e Tt &7 uiferdt AaR ford
Current Policy No./are utfereft s
Group/ Company Name/qJu / U+t &1 19

3. Details of the Insured Person in respect of whom claim is made/&tfira safeq &1 A forae forg grar fear M 8 -
Name of Insured/sfaTeme &1 - e N N A A A O O A U OO O O D D
Relationship with the Policy Holder/aTfereRes & I Sy O N e
Present completed age (In Years)/ada 39 : | | | Gender/fem M| F|
Current Residential address/acT smarfta uar S

||

[

State/iTT N O O U
City/2rax R O R O R O O B

[

[

[

Pincode/fras S
Mobile Number/miaTsa FaR o
Name of the Policy Holder (Self / Main Member)/ ]
UifcrituRS &1 9H (T8 /& 9eH)

Email ID /<A@ STt S R O A O A O A A O

4. Member ID No. / Employee ID (Client ID)/ S N U N T T T I T T I
ST TS A, /pHar) e (Farse sEe))
Card No. / TS . G R A A O O A O O P
Sum Insured (Claimant)/dtar I (graer) S )

5. Nature of disease / illness contracted or injury suffered for which insured was hospitalized (Diagonsis)/
yuTfad farRt /AT a1 de & vefa, e e forure srudra § wdff &1 (fFee)
Date of Admission/rdft 817 &Y fafy Sl )]
Date of Discharge/fS%arst g &t fafy Sl )

6. Date of injury sustained or disease / illness first detected/: | | | | | | | | 1 1 111111 1|
T T A7 IT/SART &1 et IR FeE 81 S fafy




Do you have mediclaim / health insurance policy with any other insurance company? If yes, please provide the following details: / &1 3Tu%

Y ol ot SR U HF AfSHT / 3T SR Uiferdt 8 7 S8R B, dl $udT MEfaRaa fqeRer Iueey R

Name of Insurance company /SR ST SA™ = | | | | 1 ]

Policy No / arfereft . N O | A R R Y O ) A A A

Policy Period / differefy srafer N A | ) A A R Y Y o O ) A R A O
S R O A O O O A P P
|

Sum Insured / staT AT .

Name of the Insured / a1 4R @1 a1 o

Details of the Hospital / Nursing Home in which treatment was taken / 3reqaTer /R g1 &1 faaror, sigi Sy fermrma :
Name of the Hospital / Nursing Home/areaarer /ARfT g &1 A

|
Address of the Hospital / Nursing Home/sreudrar /AR 819 &7 uar

S R R R R R A O O O OO
State T SN U | N N Y S R N O O

City/are? e R RN O A O O O
Pincode/ftFeis S N O

Telephone Number / Mobile Number/ceitteia =aR/AiaTsd ek
||

Registration Number (Rubber stamp of the doctor & hospital)/ IR FeR (STarer TUT SRUATA HY W/R HI TR):
Details of the attending Medical Practitioner / Doctor / Treating Physician or Surgeon/

IRIRSdT A DfFeaR/sierer / TSR a1 It ot faaRor R
Name/AH ol
Qualification & Registration No./3r&dT Ut IR . o

Address with Telephone No./udT, efteH . wfed Col

State/Arsg HS T Y N O T
City/are? HE 1 R O O Y Y
Pincode/ftmieis S N T I I

9.Details of the amount claimed/gTaT &' AR 1 faaRor :

Bill Heads/faer =fief Amount Bill Number/ Bill Date/ Whether Bills attached
(In Rs.)/a1fX1 (3.) e faa & fafy (Yes/No.)/
fae we= (gi/78)

Room Rent/&mWR &1 formaT

Doctors Consultation/Visit Charges/
Sirex MRt/ fafsre It

Investigation Charges(Includes Radiology
and Pathology Reports)/sti usi&ror Tretst
(STt qur Tutars Rufeq whad)

Surgeon and Asst. Surgeon Charges/

o T4 WBTI T qrofst

Anesthetist Charges/T xaRiee aretst

Operation Theatre Charges/3iTR=A fiuex arstsr

Medicine Charges(Includes Wardand OT
Medicines and Consumables)/gaTs & TTeist

(aTS rer S caTE o o W)

Taxes/Surcharges/Service Charge/

Sy /gt / afdw =mef wfga

Miscellaneous/Other Charges (like Admission,
Registration, etc.)/fafaer/ /= aretst (S o6 wrefT,

LT gTfe)




Pre Hospitalization Bills (If Any)/
sreuare H wdlf 89 ¥ Usd & 9 (SFR 31 &)

Post Hospitalization Bills (If Any)/
3ReudTe ¥ gt fireH & a1g & foew (8FR &1 i)

Total Claimed Amount/ graT & 7§ Ha TR

In support of the above claim, | enclose following documents in original (Please indicate by ticking in the Yes/No Column below)/ STRad &1 & Twf= &,
§ frAferRaa SrTeiTa e &0 # SH1 31 ¥61/8! 8, ($uar 19 g wiew & 8 /78 W =11 e s:am)

Type of Document(s) Yes/ No./ Type of Document(s) Yes/ No./
BTTATA S THR & T8l BRI & TSR L &
Claimform Duly Filled/ Investigation Reports/Reports Name

faftraa wr gom grar widf ST -wteor Ruidy /Ratda & am

ICICI Lombard General Insurance Medicine/Pharmacy Bills with

Company Authorization form/ Doctors Prescription/

MU ST gd srfdrepfa wid cars /Bl & faa, ary & stee dfepusE

Discharge Summary/ Implant Name and Invoice (If any)/

oot amst SEATE BT 91 TT 379199 (SR $IS a)

Hospital Bills / sreadrer & faeq Indoor Case Papers/z=siR 4 tuzf

Hospital Payment Receipt/ Others/e=g

SIETATA S P Y g

Total No. of Pages enclosed/

e gea) $I o g&an

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./aTferet & Fawl @ Al & STER HUA & TY FgH & TATUT & AT o7 ZRT Fgad foet sk ¥ fiuTuRe & i dra™ &1 SHfeR
RUECEY

Declaration / atsort
I hereby agree, affirm and declare that/ % UdqgRT 9854 &, gfec auT efyd @&ear/dl g fa

a)

b)

c)

d)

e)

The statements/information given/stated by me/us in this claim form is true, correct and complete./ 3 graT it & TR /g9R gRT 3T T /Ieara fory
T HYT Hal, 9 0d g0 3.
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./aTd &t Tfspa sruaT &9 R forelt THR & TTa STa aTat foreft wawaqut awa &t fisura a1 gamaT 781 B,

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 | shall not be entitled to all/any rights ro recover there under in respect of any or all claims, past, present or

future./ 37R Y SIS Tad IT YRETYST QUF B /TSR & &1 T {HHT AGcayUf STHGRT ST GERT T RSumar g1 AT fhd! UHR ¥ Uhe B H 3%
38T & A ferelt 97 &Y SIart T & fopeft srcfta, acfam ot wiasa & foeft ar wuft arat & ar & fopeft /@it ST 8 U 81 &,

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./3¥ graT Wit/ 3/

T /e Td SISl & A B HUAT &RT GTd ST TGATT Aol ST IT AT ST ATET TUT HUAT & U &4 IR HRATS B AT SR 1Hd B
1Y &1d & TR H 37R 311/ SifaRerd TSR A &7 SIfUSHR JRIET 3.

| hereby provide my consent and authorize ICICl Lombard Health Care to seek any medical information from any hospital/Medical Practitioner who has
at any time attended on the insured person./ § TagarT sifira @fed &t fodt ft w7 SadE Fara foneft sregarar/Afswa ffeca & 8
fafdpcar datht STHHRT e SR BT STSHISTIHISTS ASTS B¢ HAR D ATUPIA TG AT § qUT 30T TSAT T 8,

|/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/& /8% TaggRT
I AT § /R & fob AT/ BARY Sifiehad STHRT Td fazame & SUR grar kv § Hfifid safed gry faw ) faaror w8t 8.

Place/Tum : Signature of Claimant/

Date/Rif + || |/] ] 1/ | ||| 3R F FEAER




Part B (To be filled by Treating Doctor only)
YT 9 (R sTeFer gRT WRT 91Q)

This section is mandatory only if your health policy was not provided by your employer

g% @S $aa 39 Ufq § sfFard 8 R SMuh! IR uiferdt 3muss e awr 981 & Wit 3.

A) Date of First Consultation (Prior to Hospitalization) /

TUga WA & forf¥r (ereuarer § wdf 81 & u=d)

B) With what complaints was the patient was admitted for/
Rt BT forT Rreprarat & wry vt fopam

C) PastHistory of the patient with the duration of iliness /
AR BT Srafdy & Frr It HT U sfasm™

D) Whetherthe present treatment ailment is a compliation of Pre-Existing disease 7/

FIT FUMAT HT G HH IUAR U U HIS[G STHRT i STfeadT 2

E) If, yes please specify the disease (OR) complication of any previous surgery done 7/

3R BT, Y SR IT g i 73 Bt ol T STfeerdr BT Ioahkg e ?

F) Ifyes please specify the details / 3FR &, dt U faaror &.

G) Whetherthe disease/disorder is congenital in nature ?/

F1 R/ faBR ST upfa H ]2

H) Nature of surgery/treatment given for present ailment/

AT TuraT F oy o T IR /wsi fi nsfa

I) No. ofin-patient beds in the hospital (including ICU) /
SRUATA | 37 - Uve 98 hHY T (Mg wiwd)

Date / ARG : Doctor’s Seal and Signature /
Sl $I g 3R XATER

Part-C

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 :

e Customer Name (as per bank records) : | | | | | | b

* AccountNo.: | | | | [l

* Nameof the Bank - [ | | | | | || [_ [ [ [ ||| 11111l

* Branch Name @ | [ | | | | | |1 [ 1l f b

* AddressoftheBank: | | | | | | | [ [ [ [ [ || || 111l Tl
(Y A A A R N A A O O N A R O

e IFSCcodeno.oftheBank: | | | | | | | || ||

e 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 | 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.

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.




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.

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 againstany and all claims, damages, losses, costs, and
expenses (including attorney's fees) which ICICI Lombard General Insurance Company Ltd. may suffer orincur, directly orindirectly, arising from or
in connection with, amongst other things, either of the aforesaid reasons stated in above clauses.

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

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.

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

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.

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.

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.

. 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.

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.

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

011445MI/SC



