ﬁ ;Cf?‘f CLombard =
ealth Insurance .
®  ICICl Lombard Health Care Claim Form - Outpatient Department wfé:ﬁf gg:g
{lssuance ol this form s not to be takes as an adeission of liahitivy}

* Non-submission of bills and receipts is the main reason for delay in claim settlements. Please provide all mandatory documents.
* To receive updates on your claim status, do provide your WhatsApp enabled mobile number & your E-mail address.

* You can track your claim by downloading the ILTake Care App, on WhatsApp just say 'Hi' to RIA on 7738282686 or on our Website at
www.icicilombard.com, simply navigate to Claims > Health Claims,

| T0 BE FILLED IN CAPITAL LETTERS ONLY
1. Name of Policy Holder/Proposer*/Employee: & RE B RAM ™

CurrentPolicyNumber: W4 1 2 & / BE R /8%/10 0/ 8 ODCddeO;’UHiD (1,90 | o 30 o
! PAN No. of the Propeser*/Employes: LY & P T Ll 1180107

2. Tick appropriately : Individual/Retail Policy \/Groupf{:erporatePahcv , Company name:

NOTE: Every insured member claiming for OPD need to fill a seperate claim form

{*Policy Holder. For Retail Policy propeser name required, For Corporate Policy provide emplayee name) Employeel: | | [ | |
3. Details of the Insured Person in respect of whom claimis made: (patient detalls}

Name of Insured: SREERAWM ™ B ) 4 n

Relationship with the Palicy Holder: & B L ¥ g Present completed age (In Years) : 3| 5 Gendei EFoT

Occupation: Service Self Employed V/Hornemdker Student Retired  Other  (Pleese specify)
Current Residential address: 2 © 0/ \ /)‘-\ S BT o l,’\ VY MO MRRAT

City: M O MR AT CStater MAIHARACHT R A

| !
i PinCode:] \ © © 0 O Wobile No 09000 0 Coo O Landline No:
| Emal: SREEEOGMHAT ' ot

ABHANumber Y 1 (1l o 22 20 3333

ABHA is a 14 digit number that will uniquely identify you as a participant in India’s digital healthcare Ecosystem.
4. Nature of disease / iliness contracted or injury suffered CONSUOLTATY ON
5. Date of Constitution Letter | 9 /0 3/ 2 © 21y
6. Provide Name and contact details of treating Doctor: DR AV

7. Details of the Amount Claimed

Bifl Heads (as Applzrdblpi _ Bill Number | Bill Date EBillsEﬁtached Amgount (In T}
Consulting Dector's Fees 11500 17053 Q_Lt,: \oebo
Pharmacy/Medicine Charges L0000 7 o 2L,_I | Y K0 O
Investigation Charges - wooo |7 o_ 2 2_1_\_. | \ S0 6
Others (Kindly Specify) |

Total Claimed Ammjr.l; {In T) (Total claimed amount showid be equal to the amount in altached bill documents) 5 O

[1/1ppm to the above claim, | enclose following documents {Please indicate by (v}
Bills/ Receipt/ Cash Memaos in original {or medicines etc. (name of patient along with date should be mentioned on it.)
[ Most Recent Medical prescription/ Consultation papers in support of the above.
‘ | . Receipts and Investigation test reparts in original from a Pathelogical Lab supported by the note from the treating doctor/ Surgeon advising suchinvestigation tests.
Attending doctors/ Consultant's/ Specialist's bill and receipt and centificate regarding diagnosis, whichever is prescrined and thereby expenses incurred along with
doctars registration nuniber fsompulsory),

‘ ‘/Mazzdatury_:_
1. Part-C (For EFT/RTGS/NEFT}

‘ DECLARATION
| hereby agres, sffiem and declara that
a) Thestatements/information gven /stated by me/us inthis claim ferm are true, correct and complete.
‘ h)  Womaterialinformation wh rhmrrh'urhtu;ncwucuwnuaf the claimy or which any mammarhas a bearmgon the claim has beenwithheld or not disclased.
e} 1 have given/mare any false or fraudulent statementinformation or suppressed or concealed or in any manner failed 1o disclose matenal nformation, the pelicy shall be vaid and that | shall ot be
entitled to allfany rights lo recover there under inrespect of any or alllaims, past, present or future,
d] | have riot submitted any other clamunder Cutpatient Treatment Cover (Benefit 'Band sh all not be subenitting any other Qutpatient Treatrment Cover ciaim in future snder the above referred Policy
| Certificate. _ . _ .
el The receipt of this elaim formiother supporting/felated documents, does not constitule an agreement by the Campany of the claim and the company reserve the fght to process of reject of require
further/sdditionalinformation in respect of the claim .
fj lalso consentand authorze iCICH Lo rit Health Care to seek medicat information frans any hospitalémedical practitioner who has any tme etiended on the insured pesson
gl lconfirm thatthe expenses forwhich s being lodged have beertincurred w respect of theinsured ! ;
e

‘ ‘ Place: MU M{BAS: Date l C[ o 3 / 2-— ©z L“ _S|gnatureniEi§zz:tan1f"Frﬂ;]osel

1RI03/2024/0001

. aay wnd feelt & Ty e g Haee ui e 69 wwwicicilombard.com ) .
Claint doauments to the dispatched to: ICICI Lombard Healthcare, Varun Tower I, 1st, 4th, 5th & 6th Floor, Begumpet, Hyderabat, Tnalangana3 Pmcnde 561]!)15




o 1cici€iombard

=5 Nibhaye Vaade www

Mandatory: Ali claim settlements must be processed through NEFT (as per 're:_‘jiii'atuﬁr norms). Please provide your hank account details

~ along with a copy of a cancelled cheque/passhook or a bank statement showing the payee/account holder's name and IFSC code

. Please provide your consent to credit 1 to your bank account mentioned in the grid below for claim processing, .

C1. Patient's Name: SR EEBETRAM 4 L

[in respect of whom claim s mads):
C2. PAN No. of the Praposer (Mandatory # clain smount is grecterthan” lakhl -\ T R T P g_’_ ol CI :T
C3. Card No/UHID No:\ © 00 | 2 30 O

C4. Claim Number |if ot

C5. Mobile/ Contact No. © 1 © 00 © © 0 0 O
C6.Emai SREE@GMAY L - clo™M )]

C7. As per IRDA Circular No.: iRDA/F&A/CIR/GLD/056/02/2014, Proposer's/ Policy holder's bank account details are mandatory to process the
glaimthrough EFT.

Please provide below documents of Proposer/ Policy holder-

. Please provide s self-attested copy of a valid dentity proof of the Proposer/Policy holder {provide any of the mentioned documents in Proof of [dentity under Part-0)
‘_./Caﬂcelted cheque copy/ Bank attested copy of Passboak with IFSC code

C8. Flease provide the helow details {ali fields are compulsory)
* Proposer (Policy holder)/ Employee name*(as per bank records): S Q;E, BERANM ™ P o i

» Proposer/ Policy holder Bank account no.: e LUR ST L0 j

» Name of the bank; ToT el iNANK

= Branch name: MUMB AT i

» Address of the hank: ML MT A A : B N ) S N L S S S N -
* |FSC code ro. of the bank: h\_‘: ClXielpleo oON R {should be same as per the provided cheque leaflet)

* PAN No. of the Proposer: LVRITIRIy V29T

*Praguser/ Policy holver is the persen who has paid premism for the policy.
For Retail policy, Name & Account details of Proposer required. For Corperate policy, Empleyee Name & Aceount details required.

Terms and Conditions for Pagments through RTGS/ NEFT

1, Thedetals provided by the Proposers’ pokicy holeer in the Mendate Form shall be considzeed as bnatand ICIC] Lomberd General nsurance Sompany Ltd. shallnol be resporsitle lor cross verification of any of the detals
provided thersi.

2. The RTGS/NEFTacilivy shall be etfective for the raspective Proposer 1/ palicy hoider within 15 days of the receipt of the Mandate Farm by JCICH Lombard Gensral Insurance Company Lid, and/ orwithin such peried as nay
b reasonably raquired by ICIC Lembard Gararalinsurancs Company Lud to act he RTGS NEFT facilty,

3. ITheProposer/ pelicy holder agrass that under the HIGS! HEFT faaifity, thare may be @ nisk of non-payment in the Propaser/ palicy holder Accounts Na. an the day of the credit of payments due to change In the apphcatie

requlations pertaining t RTGS/ MEFT facility or due to any other reasans witheut sny faull? inaction/ falure on part of ICIC) Lambard Genurad Insuranca Compary or any faclor beyond the control of ICIC] Lorshard General

Irsusance Company Limited:

The Propaser hider agrees to indemmify, wathost delay or deman ICIR1 Lombard Germsat nsurange Company Ltd, and its agants and keep ICIC] Lombarg General insurance Fompany Ltd, and its agent ingemaified

harmless atall imes frem and sganst any aed

ariging fram orin cornection vith, amengstother things, estherof

% |CICHLambard General Insurance Company Lid, Bay sub-cantract and armplay agents 1o casy sl any of its obligabons under e REGS/ NEFT facdity. The Propeser/ palicy holder may disconlinue or terminate the use ol
RTGS MEFT facikty by iving o minmum of 13 pric weritten notice 16 ICIC) Lombard Geeeral Insurance Campany Lid. The notice af, such termination shouid be given toICIC| Lombard only @1 its corporate address and
beadtressed at G101 Lernbard GIC Ltd., ICIC) Emiard Hovse (016 Tata Prass Suilding) 414, \eer Saviak aar Sucdedhi Vinayak Temple, Prabhadet, Mumbai . 4006025.

6. Azonfirmation of the receipt ol Weemination nitae given By tha Propeser? policy helder will be ackrowledgad rough a confemation fstter oy 1CIC] Lomberd General Insurance Company Ld, Inne case can the Proposer

stive sriess @ confirmatian has been pravded oy ICICH Lombard 1o rannsers palicy hoiier stating the date of receipt of such communieation by the Propeser/ poliay

o

claims, darnages, Josses, costs, and expenses (including attomey's fees) which ISIC] Lombard General Insurance Company Ltd. may suffer or incur, dieectly or indirectly,

foresan reasons statadin above clauses.

pelicy holder constrie ris terrmination notic
halder.

7. TheProposer/ palicy hadier agrees that tansacticn(s) theough HTGS! MEFT facility may atiract inward RTGS! NEFT charges, swhich if low ed by the Proposer's/ policy holder's ben< shall be bamne by the Propeser’ pelicy
holder oaly

8. ICICILomibard has tha nasolita discration te amend
Conditions Lo b applicante. By using the new s

supolement aay Tarms and Condinon s stad heren atany G and will endeaver 1o gve priot notics ol ten days for sueh changes wherever feasiole for the Ferms and
d, wrrchever is sardier, the Proposer/ palicy holder shall be deemed to have accepled the changed Terms and Condilians,

9, Submission of docunents of ank deteils o any ot  shaps o form imply or express or suggest admission of iability by the sompany,
1. Matices underthese Torms and

the fast addross of the Prop

by given in vimting by defivesng ther by hasder e-matl or on ICICH Lombard Gengral psurance Company Lid. website wasiciclambard.com or by sending them by post o

11, These Terms and Conditians will be governad by §
12 IR further undertake o refund sny excess amount whether demi
days of such receipt of such comm tian from fEIEHE

and arw lenal action orproceed mys anising nut of these Terms and Condstions shall be mitiatedin the courts or tibunals at Mumbai i india,

det by 1010] Lansbard Geseral Insurance Company Lid, orrot, which has been credited in excess to my aczount alany time due te any raason within J
rrbard of such gx nof picess credit coming Lo the knowledge of the Propaser! palicy helder throogh any ather source:

5 credil arsuchinfonmats

13, I agree that my/ our clamm p

issuance of relevant credit instn

1the date IGIG] Lomibard Genersl esuranse Company Lid. gets confirmation from its bankers, This facility will continue undess it is revoked by any party and any
sy Lt 1 ios bankers will be valid il such instruction s complete irespective of the fact thal the ralice period has expired providad such
Feradit request has beser mads by 1CIC] Lombard General Insurance Conipany Lid, before the expiry of the nntice perind of the Proposes! policy holder,

ffrom ICIG1 ard Beneral insigrance G

18/03/2024/0007




