Buy / Renew / Service / Claim related queries Log on to www.icicilombard.com or call 1800 2666
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Health Claim Form - Outpatient Department /
TATEY gTaT BIH-a1eT A faumT

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

(8 S B &1 31 FIRAT TSR FAT T FH=T FQ)

Please give the following information correctly and completely /

FuaT FfaRea Sert @) |8t aur ¢f @R W

Please use this claim form for settlement of claims under benefit b of this policy. / 53 Uiferft & sidtfa sfftee (A1w) & aa ()
ST YT B 8 HUTT TH FaIH BIH BT T .

1. Insured Details / #ifa safea 1 faawor :
a) Policy Certificate No. / ufferft aféftease .
b) Name of Insured Person(s) / §ifia safea(at) &1 7@
¢) ICICI Lombard Health Care Card No. / ssefiemsiftens dirars 3oy 3R 18 .
d) Age/3"
e) Email Address /% 3 aT

f) Correspondence Address / U ©d8R &I Udl

(including State, City, Pincode)

g) Mobile No. / @iarsd TR

h) Residence No. /=R &7 BIF .

2. Nature of disease / iliness contracted/ailment of

injury suffered / 3w /fart /@it Tie & upfa -
3. Kindly indicate / Fuar ¥aTq :

a) Date of commencement of treatment/

IR IRY 84 H fafy

b) Name and contact details of treating doctor /

JURR AT Sidex BT 919 3R Jrudh faarur
4. Amount Claimed / grar $ 7 % :

a) Consulting Doctor's Fees / TRTHf #AaTd Sidek I B
b) Pharmacy/Medicine Charges / Gt/ siufdr e

c) Investigation Charges / SIia - UR&T e

d) Others (Kindly Specify) / 37 (FUaT TS &R

Total Claimed Amount / graT $i 7 Fa i

In support to the above claim, | enclose following documents {Please indicate by (v)} / SRIed ad &
T #, # FefiRad Srrea Jae &R @1 g ($uar (V) &1 e ameR &wii)

1. Bills/Receipt/Cash Memos in original for medicines etc. (name of patient along with date should
be mentioned on it.) / 3wfET & g@ faa /e /o a9t onfE (S7 W IR & 90 FHT aRG & I I g1
T18Q)

2. Most Recent Medical prescription in support of the above./ SRiTd & 0T T I8 747 AfsHd HTEHRM.

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. / f&t Fuiaiiea da & gRemr
Rada qur wiet &t ga ufd, S/ J1Y Iu=R Sdf Side /st ST I 8 forad T8 uiRarur ey &1 Jerg & 7t 8l

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). / ITER HA I SIFeRT / HececH / TRITToRey & foe auT Wi 8k 37 ar1 FufRa foy 1 e
& §R H Fiéfthde Ud 370 hawawy gU g, foras 1y SideR] &1 ASreee FaR (3rfard).




Declaration / ivurT .

| hereby agree, affirm and declare that/# TagaRT @gHd §, Yfte quT afid o1 § fob

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

complete. /39 AT Bid # W /FAR &RT IGU T $Y7 / THSRT / Ieci@ Fal, I T g0f &.

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. / f&t Tt agw@yyf STHSRT SI fsurar at
3mIpe T8I fopaT mar 8 St fh ra Y ufshar & T&fad 8) a1 e W ST $Is yuTa usar sl

c) If | 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. / 3FR #7 &5 TTeId T HUCYUr HYF/STHTERT f 81 AT fohell Agwayul STHSRT &1 fsura a1 gaman 81 ar fadt
UHR Y UDHe B H 3% T 81 dl Ig UIferd] = 81 St aut # uiferdft & wramy # arcfld, adwr a1 wfasy §
fopet o ot q1d e & oo gt/ et srfresR &t &am.

d) | 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. / #9 & I ITIR TREUT (ATH ‘') [MSeuRe Feie R (3Ffthe ‘)] & siaefd ®Ig ik grar
TRdd el fopar 8 qut wfasy § off SwRiea dehfa uifert 9iéthare & sidqifd $I3 o/ 91T It ITIR TRET qra1 IRdd
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. / 9 a1 Bi / 877 qud® /& TUd HRTSITA

&I Uy U gRT &1 6 Tgufd 78l @ IUT U & U q1d & &Y H UihAT F IT 3W SRAIHd B 31aT
q: / SifaRed STHSRT 7T &7 SIfisR YR 3.

f) | 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. /& gg *ft ggafa aar

g JUT TRHTSTEHISTE AIFaTS 2y AR i fohedll sreudret /Afswa Dfdear @ fRifeaar e STHaRY ot & & forg
ITIPHa Hxar g, o st fifia fed &1 IueR foar .

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

insured. /# gfse &1 § fo 57 @il & forq arar ot foar a1 8 o SHTURe & Jae | fby 7 8.

Place /¥4 :

Date / &

Signature of Claimant/gdgR & g&dTer

” 1cici€Lombard

Health Insurance

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.
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