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UNITED INDIA INSURANCE CO. LTD.

(A Subsidiary of the General Insurance Corporation of India)
Regd. & Head Office : United India House, 24, Whites Road, CHENNAI-600 014.

ST SHT gifet T Srar Just

Mediclaim Insurance Policy Claim Form
T U T STRT ST T dTcqd SHTeRdl i ST & &1 & 3favid feheT aTiied aht wiepte G&™ e Ter & |

Issuance of this form does not amount to agimission of any liability under the claim on the part of the Insures.
Fuar FeAfafad SHeHRT J2t 3T gof &0 & & fed e g 0 giter SRaTs s 3 shueT st Hed el @

Please give the following information correctly and completly to enable the Company to process your claim promptly

gTdT ./CLAIM NO.

. SHTEWE & AW
Name of the Insured :
(faeh am7 & ufferdt STy &1 1g) JUATH IR
(in whose name policy is issued) Surname Initials

. dmreme wfw & foaver (fae d@efer & aram fwam T &):
Details of the Insured person (in respect of whom claim is made)
&. AT 3N TN & arer Herer
(a) Name & relationship to the insured

FAHTT Ut 3R]

) Present Completed Age

oSgqqarT

Occupation

Y ohl T
Residential address

el

28cd9T
2

~

aifert G&aT/Policy No.
¥, HES 4/ AT @Rl g8 = @ T

Nature of Disease/illness contracted or injury suffered

w, g f§re e G e @ ar dr/&usT @ @ gt
CIESERINCIGHE -
Date of injury sustained or Disease/illness first detected festieR/ Date HTE/Month ad/Year

&  @. 3UGW H aTor fafhedd T AT 30T gar

(a) Name and address of the attending

Medical Practitioner

foT @re/Pin Code.
@. USIhioT qEar
(b) Registration No.
T, QrerfiTeR 3rEAT 3T BRI dae
(c) AQualifications & Telephone No.
o, & uarer/JfdTEm/ Fefte @t A, gar
(a) Name and full address of the Hospital/
Nursing Home/Clinic
fT ®Ig/Pin Code
g. USiiehior Ear
(b) Registration No.
T. ol & T e
(c) Date of Admission :
. feien/ Date qTE/Month as/Year
g, B I & G
(d) Date of Discharge

feFien/Date HTE/Month a%/Year



¢. g EraT AT SETAIeTHd & foTU & at Huar §drg

if the claims is for Domociliary Hospitalisation, Please indicate

. IUAN & TR HT feiem
(a) Date of Commencement of treatment

) f&e/ Date HT&/Month a%/Year
@ SUGW 99 & T i :
(b) Date of Completion of treatment

T, IUGN HE AT (efehedsh T A7 AT dar FetmDate e /Month a/Year

(c) Name & Address of attending Medical Practitioner

foT Fe/Pin Code

TS/ QT T89T/State/U. Territory
g, IF Aa
(d) Telephone No.
g USIeRLoT §EAT

(e) Registration No.

5 3w 3fgRaa fmr/ s/ geeT & 3U=R, 3FTel g8 fu g @it st S & o G U e foerer S we aeT fhu |
| have incurred on the treatment of Disease/iliness/Accident referred of above, the expenses as perthe —________ given by mein the Schedule
of Expenses given overleaf.

Iugh e & el § § frefefed swamdst ot et § (F9ar () W i)

In support of the above claim, | enclose following documents [Please Indicate ‘/)]

9. ITEUdT & faew, WIE 3K B T &1 FHOYT /HTE |

Bills, Receipts and Discharge Certificate/card from the Hospital.

3. Ifoa fSruee & arer sreudrer/ ST & aTe aher A9y |

Cash memos from the Hospital/Chemist(s), supported by the proper prescription

3. Qofariener St RUIE &7 A1 &7 S 0¥ IT=R &Y 1ot fafhcdeh ot & A1e % dTeF ST TfoTehet STiar i Jefarrrofesner NaTe |

Receipt and Pathological test reports from a Pathologist supported by the note from the attending Medical Practitioner Surgeon
demanding such Pathological tests.

¥, [T U SToNg T S g9 & fory HSi st SHTOTT 37T st feret et wig

Surgeon's Certificate stating nature of operation performed and surgeon's bill and receipt.

6. 3TN & aTer St/ aueterar/ fadias/ wesfeee @1 forer o whe qer dnfer & Heifea swrors

Attending Doctor's /Consultant's/Specialist's/Anaesthetist's bill and receipt and certificate regarding diagnosis.

& SO U Hdl o Gy § A0S & B ST 3@ R areir Sitea a6 & aty e faeht fafehcaes st gHmoTes & |

In case of Domiciliary Hospitalisation, Receipt from a qualified nurse who attended the patient at his/her desidence duy supporied by a
certificate from attending Medical Practitioner.

9. IO S aTer Ferfehedeh o ST SHETOTOS R qiferell 3 STETHTT SFeqaTer Wl sellsT & iqid SUa & 3 Ty sHoT f&U M0 & |

Certificate from the attending Medical Practitioner giving reasons for treatment under Domociliary Hospitalisation Clauseof policy

¢.  ITAR H AT (afehedh )/ e & a8 swmoms {6 wdier g e E |

Certificate from the attending Medical Practitioner/Surgeon that the Patient is fully cured.

& UAgERT aTel AaT/dt & o Sugh ferewor aft gehw & T 7 oMt § el e/ et £ o afs 3 g get S Totd e fRa
a7 %, I gdS AT [BUT At 3% @ & (o1 [ohT T Tfagfe & & o foru B eehary quiey & qETH et Q| § TR SoT st/
HTT & o Sudh gortst & dorer & 1S off ey fRelt e ffeear avsTr AT SiteT 3 Sfara oI T |

| hereby warrant the truth of foregoing particulars in every respect and | agree that if | have made or shall make any false or untrue
statements, suppresion or concealment, my right to claim reimbursement of the said expenses shall be absolutely forfeited. | further declare
that, in respect of the above treatment, no benefits are admissible under any other Medical Scheme or insurance

T S feeR
Dated at this day of 200

FrATehdl & BEdTel

Signature of the Claimant



FTAER ZRT 5377 At TRIT Q2T STaT aht T AT T S3RT

SCHEDULE OF EXPENSES INCURRED AND BEING CLAIMED BY THE CLAIMANT

. foret Bill / g Receipt T T Joh T gifaa Ty 37 Tfyr Amt, Payable
. Amt. Claimed For office use
Sr. No. . No. f&Ties Date Nature of Expenditure & (Rs.) ( . (Rs.) )
%t Total % Rs.
Medi Form : 02

FIRST CONSULTATION CASE PAPER
PATIENT NAME :

AGE : SEX:M/F
1)  When was the patient approached you
for the first time.
2) Details of previous history of patient (If any) :
3) Is the patient suffering from diabetes,
Hypertension and Blood pressure. If yes,
specialy the duration of suffering also.
4) Duration of Present Diseases (Since
how long the person is suffering from
this disease)
5) Is the disease suffered Acute/Chronic.
6) Is the present disease suffered is
connected to previous history OR
Hypertension, Diabetes, Blood Pressure,
if earlier suffered by the patient.
7) If other details of patient, please write here

Seal & Signature of Doctor



Medi Form : 03
Please prepare Discharge Summary on the letter pad of the Hospital

DISCHARGE SUMMARY

Patient's Name
Age : Sex:M/F
Diagnosis
Date of Admission : / / Time : AM./P.M.
Date of Discharge : / / Time : AM./P.M.
(1) History

(2) Findings

(38) Investigation

(4) Treatment Given :
(5) Treatment advice :

(6) Follow up

(7) Is your hospital Registered with Local
Authorities under Bombay nursing home Act rule-5 YES /NO
(If YES, please attach Xerox Copy)
(8) Nos. of Total Beds in your Nursing Home/Hospital.
Seal & Signature of
The Treating Doctor of the hospital
Medi Form : 04

Please prepare Case History on the letter pad of the Hospital

CASE HISTORY

Name : Date : / /200
Res :
Sex : M/F Age: —— Occupation :
Ref. by :
Complaints :

Past history :
Treatment given by :
Drug. history :
Family history :
Inv. :
Personal history :
Gen Exam. T

P : Clinicial
BP: Diagnosis :
RS
AS
CVsS :
CNS : Follow up :
ECG : Advice :
Screening :

Seal & Signature of Doctor
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