”lcml@mmbard ICICI Lombard

Health Insurance

Health Care

Health Claim Form - Outpatient Department /
TR TaT I -a1ed I faumn

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

(3 S B F1 3 gIRyaT T BR AT 7 JH=N SIY)

Please give the following information correctly and completely /

Fual FrafaRad SHeR! $ 9 aur ¢ff ave W

Please use this claim form for settlement of claims under benefit b of this policy. / s uTferet 3 sicrfa sffthe (@) & a1d (Faw) BT
YeeTHe R 8 HUTT 3 el BIH DI T .
1. Insured Details / Siféra safea &1 faamor
a) Policy Certificate No. / gfferdt aféfthase .
b) Name of Insured Person(s) / it safea(al) & am
c) ICICI Lombard Health Care Card No. / 3TSH3msHians anere ged SR HIS .
Age /3
Email Address / $ Ba uar

Correspondence Address / U3 SddgR &I Udl

(including State, City, Pincode)

g) Mobile No. / A1eTger FaR

h) Residence No. / &R &I B .

. Nature of disease / illness contracted/ailment of

injury suffered / IJ1/d\ /@it Tie & upfd
. Kindly indicate / $uaT ¥aq :

a) Date of commencement of treatment/

IR ARY g i fafy

b) Name and contact details of treating doctor /
IJUTER FHRAGT SIFeR BT AT 3R JrUehs fdavuoy

4. Amount Claimed / g1a1 6! 7S 364 :

a) Consulting Doctor's Fees / Rl g Siarex & B
b) Pharmacy/Medicine Charges / Wit/ siufd gee

c) Investigation Charges / Si/g - uRefor Iesh

d) Others (Kindly Specify) / 30 (HUdT TS &x)

Total Claimed Amount / &rat &t 7€ Fet i

In support to the above claim, | enclose following documents {Please indicate by (v)} / SRI&d a4 &
T H, ¥ FeafaRed ermeid e @R 6T 8 (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.) / 3w & g fad /e /=1 am) efe (I R & 719 HT ARG & 91 Id gH1 AT

. Most Recent Medical prescription in support of the above. / IwRidd & Tud & Taw -7 AfSHa Dem.

. Receipts and Investigation test reports in original from a Pathological Lab supported by the note
from the treating doctor/ Surgeon advising such Investigation tests. / &t GaicGa AF Hf TRer
frarde qur wiiel & ga ufd, forae arer SUaR sdf Siarer /Tei BT Aie 8t form ¥ uReur orey H gamg &t ).

4. 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 dTd Siacri / dHace-cd / TURMTCREH & fod quT TG 3Tk I gRT FufRd fhy ™ Ffem o IR
T Afcithare Ud I therawd gU oY, forids AT STaFeR] BT ARG aR (S1Har).




Declaration / siyor

| hereby agree, affirm and declare that / & TaggRT 9gHd §, gftc quT aifid e=arg i :

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

complete. /SITAHH AR /FARERTGU T HYF / THGRT / IcciE el, T T qOl &,

No material information which is relevant to the processing of the claim or which any manner has
a bearing on the claim has been withheld or not disclosed. / f&! et ggwayuf STHER &t fesumar ar s
e fopa 7T & St fob &Td I mifosar & Fafra 81 a1 a1 IR ST $is Tua usarsl.

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 and that | shall
not be entitled to all/any rights to recover there under in respect of any or all claims, past, present
or future. / TR TSI TAd T HYCYY! HUT /AHTH &l B AT fohet Hgwaqufl STHeRT &1 fe5uran a1 earan g1 a1 fefl TeR
Tohe -l B ST 81 61> ol I8 UITeriT ST 81 ST T & ierdt & ea=¢ H Sfcitd, Id a1 ufasy | ot a1 auft ara
B b 30 Tt/ forelt srfrmR @ g,

| 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. / H7 a1 7 IuaR TRegor (@ ‘&) [l detve Bar (sffthe ‘dY)] & siarfa I o grar i =161
fopa & e wfasa & ot SiRiera afid uiferdt Afcithre & SiaTid Pl 3= JTeI I IUTR TRETUT &1dT IR d 61 Tl

The receipt of this claim form/other supporting/related documents, does not constitute an
agreement by the Company of the claim and the company reserve the right to process or reject or
require further/additional information in respect of the claim. / 39 ara1 BiH / 370 Trdfes / Ta i SHTeITdr
DI TTICT HUT GRT &Td B TSHIT ol & qUT HUHT ob U &Id o T | UfchaT ol a1 T 3R 1hd e 37vaTr qA: / sifcivera
BRI AT BT IR R,

| also 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. / §ag i agafaaarg.
TUT TSI HISITS AETS 5o IR Bl [l SreudTet/ Afsha Hdca ¥ Rifdbca dat STHHRT HTed a7 & forg sifdiepa
FRar g, o et fifira safaa o1 SuaR faran .

| confirm that the expenses for which claim is being lodged have been incurred in respect of the
insured. / # gfse wrar g o fo @i o ferg arar ast fosar man 8 o ivTeuRe & Gy § fhu R g,

Place /¥y :

Date / feAi

Signature of Claimant / T[daR & §¥d1&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
« Email us : ihealthcare@icicilombard.com e Website : www.icicilombard.com
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