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d) Relevant clinical findings:
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h) If Investigation & | or Medical Management provide details

O NOILO3S

i) Route of drug administration:

concern
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k) How did injury occur:
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Please
read very

carefully

Insured Person’s
details

To be filled
by hospital

and treating
doctor

Sample Claim form-Cashless
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Signature of the

patient/insured person

DISCREPANCY BETWEEN THE FACTS IN THIS FORM
AND DISCHARGE SLIMMARY or ather dociiments.

We aareatn

5 o e queries raised recarding this hospitalization and we take the sole responsibility for any dela

6. We agree to prov n he queries raised regarding this hospitalization and we take the sole responsibility for any dela
clarifications.

7. We will abide by the terms and conditions agreed in the MOU.

Hospital Seal Doctor's Signature

DOCUMENTS TO BE PROVIDED BY THE HOSPITAL IN SUPPORT OF THE CLAIM
1. Detailed Discharge Summary and all Bills from the hospital
2. Cash Memos from the Hospitals / Chemists supported by proper prescription.

3. Receints and Pathological Test Renorts from Patholoai

S.RECaIpTs and Fatngiogical 1est Repo

recommending such patholog|c ests.
4. Surgeon's Certificate stating nature of operation performed and Surgeon's Bill and Receipt.

5. Certificates from attending Medical Practitioner / Surgeon that the patient is fully cured.
*As per IRDA circular Ref: IRDA/SDD/CDL/CIR/020/02/2013 Anti-Money Laundering /Counter Financing of Terrorism (AML/CFT)-Guidelines for General Insurers All general insurance companies are requ

KYC norms at the settlernent stage where claim payout crosses a threshold of ~ One lakh per claim. In cases where payments are made to third party service providers such as hospitals, the KYC norms shall apply on the

customers on whose behalf service providers act.

ired to carry out
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