
  1. Insured Details / 

a) Policy Certificate No. / 

b) Name of Insured Person(s) / ~r{_V ì`pŠV(`m|) H$m Zm_

c)  ICICI Lombard Health Care Card No. / AmB©grAmB©grAmB© bmoå~mS>© hoëW Ho$`a H$mS>© Z§.

d) Age / C_«

e) Email Address / B© _ob nVm

f) Correspondence Address / nÌ ì`dhma H$m nVm

(including State, City, Pincode)

g) Mobile No. / 

h) Residence No. / Ka H$m µ\$moZ Z§.

2. Nature of disease / illness contracted/ailment of

 injury suffered / amoJ/~r_mar/bJr MmoQ> H$s àH¥${V :

3. Kindly indicate / H¥$n`m ~VmE§ :

a) Date of commencement of  treatment / 

CnMma Ama§^ hmoZo H$s {V{W

b) Name and contact details of treating doctor /

CnmMa H$aZodmbo S>m°ŠQ>a H$m Zm_ Am¡a gånH©$ {ddaU

4. Amount Claimed / Xmdm H$s JB© aH$_ :

a) Consulting Doctor's Fees / nam_e© H$aZodmbo S>m°ŠQ>a H$s \$sg

b) Pharmacy/Medicine Charges / \$m_}gr/Am¡f{Y ewëH$

c) Investigation Charges / Om§M - n[ajU ewëH$

d) Others (Kindly Specify) / AÝ` (H¥$n`m ñnîQ> H$a|)

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

~r{_V ì`pŠV H$m {ddaU :

nm°{bgr g{Q>©{\$Ho$Q> Z§.

_mo~mBb Z§~a

In support to the above claim, I enclose following documents {Please indicate by (?)} / CnamoŠV Xmdo Ho$ 
g_W©Z _|, _¢ {ZåZ{b{IV H$mJOmV g§b½Z H$a ahm hÿ§ (H¥$n`m (?) H$m {ZemZ bJmH$a Xem©E§)

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

be mentioned on it.) / Am¡f{Y`m| Ho$ _yb {~b/agrX/H¡$e _o_mo Am{X (CZ na amoJr Ho$ Zm_ H$m VmarI Ho$ gmW CëboI hmoZm 
Mm{hE) 

2. Most Recent Medical prescription in support of the above. /  CnamoŠV Ho$ g_W©Z _| g~go Z`m _o{S>H$b àopñH«$ßeZ.

3. Receipts and Investigation test reports in original from a Pathological Lab supported by the note 

from the treating doctor/ Surgeon advising such Investigation tests. / {H$gr n¡Wmobm°{OH$b b¡~ H$s n[ajU  
[anmoQ²>©g VWm agrXm| H$s _yb à{V, {OgHo$ gmW CnMma H$Vm© S>m°ŠQ>a/gO©Z H$m ZmoQ> hmo {Og_| Eogo n[ajU Q>oñQ²>g H$s gbmh Xr J`r hmo.

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). / CnMma H$aZo dmbo S>m°ŠQ>am|/H§$gëQ>oÝQ²>g/ñnoem{bñQ²>g Ho$ {~b VWm agrX Am¡a CZHo$ Ûmam {ZYm©[aV {H$E J`o {ZXmZ 
Ho$ ~mao _| g{Q>©{\$Ho$Q> Ed§ CZHo$ \$bñdê$n hþE ì``, {OgHo$ gmW S>m°ŠQ>am| H$m a{OñQ´>oeZ Z§~a (A{Zdm`©).

Health Claim Form - Outpatient Department / 
 ñdmñÏ` Xmdm \$m°_©-~mø amoJr  {d^mJ

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

Please give the following information correctly and completely /

(Bgo Omar H$aZo H$m AW© Xm{`Vm ñdrH$ma H$aZm Z g_Pm OmE)

H¥$n`m {ZåZ{b{IV OmZH$mar H$mo ghr VWm nyar Vah ^a|

Please use this claim form for settlement  of claims under benefit b of this policy. / Bg nm°{bgr Ho$ A§VJ©V ~o{Z{\$Q> (bm^) Ho$ Xmdo (Šb¡åg) 
H$m goQ>b_|Q> H$aZo hoVw H¥$n`m Bg Šb¡_ \$m°_© H$m à`moJ H$a|.

ICICI Lombard
Health Care 

Buy / Renew / Service / Claim related queries Log on to www.icicilombard.com or call 1800 2666



Declaration / 

I hereby agree, affirm and declare that / 

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

complete. / 

b) 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. / 

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 and that I shall 

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

or future. / 

d) 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. / $_¢Zo ~moø amoJr CnMma g§ajU (bm^ "~r') [AmCQ>noeoÝQ> Q´>rQ>_oÝQ> H$da (~o{Z{\$Q> "~r')] Ho$ A§VJ©V H$moB© Am¡a Xmdm 

àñVwV Zht {H$`m h¡ VWm ̂ {dî` _| ̂ r CnamoŠV g§X{^©V nm°{bgr g{Q>©{\$Ho$Q> Ho$ A§VJ©V H$moB© AÝ` ~mø amoJr CnMma g§ajU Xmdm àñVwV 

Zht H$ê§$Jm.

e) 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. / 

f) I 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. / _¢ ̀ h ̂ r gh_{V XoVm 

hÿ§ VWm AmB©grAmB©grAmB© bmoå~mS>© hoëW Ho$`a H$mo {H$gr AñnVmb/_o{S>H$b à¡pŠQ>gZa go {M{H$Ëgm g§~§Yr OmZH$mar àmßV H$aZo Ho$ {bE 

A{YH¥$V H$aVm hÿ§, {OgZo H$^r ~r{_V ì`pŠV H$m CnMma {H$`m hmo.

g) I confirm that the expenses for which claim is being lodged have been incurred in respect of the 

insured. / 

Place /  ___________________

Date  /   ____________________ __________________________________

Signature of Claimant / 

KmofUm :

_¢ EVX²Ûmam gh_V hÿ§, nwpîQ> VWm Kmo{fV H$aVm hÿ§ {H$ :

Bg Xmdm \$m°_© _| _oao /h_mao Ûmam {XE J`o H$WZ / OmZH$mar / CëboI ghr, gË` Ed§ nyU© h¢.

{H$gr Eogr _hÎdnyU© OmZH$mar H$mo {N>nm`m `m 

AàH$Q> Zht {H$`m J`m h¡ Omo {H$ Xmdo H$s à{H«$`m go g§~§{YV hmo ̀ m Xmdo na {OgH$m H$moB© à^md n‹S>Vm hmo.

AJa _¢Zo H$moB© JbV ̀ m H$nQ>nyU© H$WZ/OmZmH$ar Xr hmo ̀ m {H$gr _hÎdnyU© OmZH$mar H$mo {N>nm`m ̀ m X~m`m hmo ̀ m {H$gr 

àH$ma go àH$Q> H$aZo _| Ag\$b ahm hmoD§$ Vmo ̀ h nm°{bgr A_mÝ` hmo OmEJr VWm _¢ nm°{bgr Ho$ gå~ÝY _| AVrV, dV©_mZ ̀ m ̂ {dî` _| 

{H$gr ̀ m g^r Xmdo H$aZo Ho$ AnZo g^r/{H$gr A{YH$ma Imo Xy§Jm.

Bg Xmdm \$m°_©/AÝ` g_W©H$/g§~§{YV H$mJOmVm| 

H$s àmpßV H§$nZr Ûmam Xmdo H$s gh_{V Zht h¡ VWm H§$nZr Ho$ nmg Xmdo Ho$ g§~§Y _| à{H«$`m H$aZo `m Bgo AñdrH¥$V H$aZo AWdm 

nwZ:/A{V[aŠV OmZH$mar _m§JZo H$m A{YH$ma gwa{jV h¡.

_¢ nwpîQ> H$aVm hÿ§ {H$ {OZ IMm] Ho$ {bE Xmdm XO© {H$`m J`m h¡ do ~r_mYmaH$ Ho$ g§~§Y _| {H$E J`o h¢.

ñWmZ :

{XZm§H$ :

XmdoXma Ho$ hñVmja
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Mailing Address : ICICI Lombard Healthcare, ICICI Bank Tower, Plot No. 12, Financial District, Nanakram Guda, Gachibowli, Hyderabad-500032
Fax No : (040) 6698 9160/6698 9161 • Toll Free Fax No: 1800-209-8880 

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 

Now One Number for all your Insurance needs 1800 2 666 (Toll Free also accessible from your mobile) 
ICICI Lombard General Insurance Company Limited. Insurance is the subject matter of the solicitation. IRDA Reg. No. 115.


