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HEALTH INSURANCE CLAIM FORM

ALL FIELDS IN THIS FORM ARE MANDATORY AND THE CLAIMWILL BE NOT BE PROCESSED IF ANY OF THE DETAILS ARE MISSING

Claim Number (For FGH Use Only)

POLICY / INSURED DETAILS

Policy No : _______________________________________________ Health Card No. of Patient ____________________________________________

Policy Start Date _________________ Policy End Date __________________ Date of Joining the Policy __________________________________

Corporate Name : ________________________________________________(Only for Group Policies) Employee ID _________________________

PERSONAL DETAILS OF EMPLOYEE/PROPOSER

1 Name of the Employee / Individual:

2 E Mail address of the Employee/Individual:

3 Mobile No:

4 Permanent Account Number (PAN):

CLAIMANT / PATIENT DETAILS

1 Name of the Patient:

2 Relationship with the Employee / Proposer Self Spouse Child Parent Others _________________

3 Date of Birth of Claimant: _______________________ Age _____________________ Years Gender Male Female

4 Residential Address

CLAIM DETAILS

CONSENT REQUIREMENT FOR ACCESS TO TREATMENT PAPERS / INDOOR CASE SHEETS / MEDICAL RECORDS / INVESTIGATOR VISIT

I hereby authorize Future Generali India Insurance or any agency / individual authorized by them to obtain copies or review in person all my

medical records including but not limited to admission notes, treatment sheets, indoor case papers, investigation reports, prescriptions and

all other documents present in the hospital case file. Details related to my past hospitalisations in your hospital can also be provided /

shown to Future Generali or its authorized representatives. I agree that all information provided above by me in the claim documents is true

and that if I have provided any false or untrue information, my right to claim the reimbursement of expenses shall be absolutely forfeited.

Name of Patient / Relative: ______________________________________________________

Relationship with Patient: ______________________________________________________

Signature of Patient / Relative: __________________________________________________

Date: DD_/_MM_/_YYYY

Total Claimed Amount: `

Claimed Amount in Words: Rupees ( `)____________________________________________________________________________________________

1. Diagnosis _______________________________________________________

2. Admission Date: _______________ __Discharge Date : _________________

3. Name of Treating Doctor: _________________________________________

4. Mobile No. of Treating Doctor: _____________________________________

5. Name of Family Physician: ________________________________________

6. Mobile No. of Family Physician: ___________________________________

Enclosure Check List :

1. Original Discharge Summary containing all relevant details

2. All Original Bills and their Receipts

3. Copies of all Reports & prescriptions

4. First Prescription / Consultation Letter from your Doctor.

5. Original Money Receipt duly signed with a Revenue Stamp.

6. Copy of Proposer/Employee Photo ID Proof & Address Proof
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Please attach this form in Original to the hospital bill and other claim documents. Separate claim form required for each claim. PLEASE ENCLOSE A

PHOTOCOPY OF THE FUTURE GENERALI HEALTH ID CARD.

AUTHORIZATION FOR TRANSFER OF CLAIM AMOUNT BY NATIONAL ELECTRONIC FUND TRANSFER

NEFT Transfers will be done only in special cases subject to Future Generali discretion

Name as per Bank Account

Bank Name

Branch Name & Address

Branch Phone No.

Branch MICR Code

Branch IFSC Code for NEFT

( Please attach a Photocopy of a cheque or a blank cheque of your bank duly cancelled for ensuring accuracy of the bank name, branch name, account

number & name of account holder printed)

Account Type (Please Tick) Savings Current Cash / Credit

Account No. (as appearing in

Cheque Book)

HR Authorization & Stamp Bank Authorization & Stamp

Date from which the mandate should be effective: _______________________

I hereby declare that the particulars given above are correct and complete and request you to remit any amount due to me, if any to the

aforesaid bank account. I herewith further declare that if any transaction is delayed or not effected at all or is wrongly credited to any other

account for reasons of incomplete or incorrect information as provided above, I shall not hold Future Generali India Insurance Company Ltd

(“Company“) or any of its directors, employees or agents responsible for the same. I also declare that the remittance of any dues to the

aforesaid bank account shall be considered as full and valid discharge of its obligations by the company. I also undertake to advise any

change in the particulars of my bank account to facilitate updation of records for the purpose of credit of any amount due, through NEFT.

Name of Employee / Proposer: ____________________________________ Signature of Employee / Proposer: _______________________

Policy No. __________________________________ Claimant Name: ____________________________________ Date: __________________

FEEDBACK AND SUGGESTIONS

We thank you for choosing Future Generali as your Insurance provider. We always strive to ensure that our service levels exceed our

customer’s expectations. In the spirit of this endeavour, we will greatly appreciate your valuable inputs and feedback. Kindly provide your

feedback on your experience with Future Generali and any suggestions for improving our services. We value your time and promise to

evaluate your suggestions for improvement of our service.

H.H. Baselios Marthoma Paulose II

State Bank of India

Devalokam, Muttambalam Via., Kottayam 686004.

0481 2576650
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saUn-°¬ C≥jp-d≥kv ˛ {i≤n-t°≠ Imcy-ßƒ

1. ^yq®¿ P\dmen C¥y C≥jp-d≥kv Iº-\n-bpsS kl-I-c-W-tØm-sS-bmWv Cu ]≤Xn \S-∏n-em-
°n-bn-cn-°p-∂-Xv.

2. Bip-]-{Xn-bn¬ AUvan-‰m-bp≈ NnIn-’bv°v am{X-amWv {]tbm-P\w e`n-°p-I. an\naw 24 aWn-
°q¿ F¶nepw C≥t]-jy‚ v Bbn-cn-°-Ww.

3. saUn-°¬ C≥jp-d≥kv ]cn-c£ t\cn v́ e`y-am-Ip∂ Bip-]-{Xn-I-fpsS enÃv CtXm-sSm∏w \¬Ip-
∂p. Sn enÃn¬ ]pXp-Xmbn tN¿°p∂ Bip-]-{Xn-I-fpsS t]cv hnh-c-ßƒ e`n-°p-∂-Xn-\mbn
www.futuregenerali.in F∂ sh_v ssk‰v kµ¿in-°m-hp-∂-XmWv.

4. {]kvXpX enÃn¬ Dƒs∏´ Bip-]-{Xn-I-fn¬ XpI AS-bv°msX Xs∂ NnIn’m kuIcyw e`n-
°p-∂-Xm-Wv. Bip-]-{Xn-I-fn¬ AUvan-‰m-Ip∂ kabw Xs∂ C≥jp-d≥kv Iº-\n-bn¬ \n∂v
\¬In-bn-cn-°p∂ sl¬Øv Im¿Uv Bip-]{Xn A[n-Im-cn-Isf ImWn-t°-≠Xpw C≥jp-d≥kv
]cn-c£ e`n-°p-sa∂v Dd-∏p-h-cp-tØ-≠-Xp-am-Wv.

5. enÃn-ep≈ Bip-]-{Xn-Iƒ°v ]pdta an\naw 15 InS-°-Iƒ D≈ GXv Bip-]-{Xn-bn¬ thW-sa-
¶nepw AUvan‰v BIm-hp-∂-Xm-Wv.

6. A{]-Imcw ]´n-I-bn¬ Dƒs∏-SmØ Bip-]-{Xn-I-fn¬ NnIn’ Bh-iy-ambn h∂m¬ s¢bnw e`n-
°p∂Xn\mbn Xmsg ]d-bp∂ tcJ-Iƒ ka¿∏n-t°-≠-Xm-Wv.

1. C≥jp-d≥kv Iº-\n-bpsS s¢bnwt^mw
(C-tXm-sSm-∏-ap≈ amXr-I-bpsS t^mt´m tIm∏n FSpØv D]-tbm-Kn-°mhp∂-Xm-Wv)

2. NnIn’ \S-Ønb tUmIvS-dpsS dnt∏m¿´v, {]nkv{In-]vj≥ BZn-bm-b-h-bpsS tIm∏n

3. acp-∂p-Iƒ, em_v sSÃp-Iƒ BZn-bm-b-h-bpsS Hdn-Pn-\¬ _n√p-Ifpw cko-Xp-Ifpw

4. em_v sSÃv, kvIm≥, C.-kn.-Pn. BZn-bmb-h-bpsS Hdn-Pn-\¬ dnt∏m¿´v

5. Hdn-Pn-\¬ UnkvNm¿÷v kΩdn

6. Bip-]-{Xn-bn¬ \n∂p≈ ss^\¬ _n¬ (H-dn-Pn-\¬)

7. sl¬Øv Im¿Uns‚ t^mt´m tIm∏n

8. A{Ukv sXfn-bn-°p-∂-Xn-\p≈ t^mt´m ]Xn® Xncn-®-dn-b¬ Im¿Uns‚ tIm∏n

CØ-c-Øn¬ Xøm-dm-°p∂ s¢bnw t]∏-dp-Iƒ Xmsg ImWp∂ hnem-k-Øn¬ Ab-®p-sIm-Sp-t°-≠-
Xm-Wv.

Principal Officer Cum CEO
Inditrade Insurance Broking (P)Ltd

J.J. Complex,
Dairy Methanam Road,

Koonamthai, Edappally P.O., 
Cochin-682024

Tele: 0484 3006300

7. Atem-∏Xn NnIn-’bv°v am{Xsa s¢bnw e`n-°p-I-bp-≈p.

8. sl¬Øv Im¿Un¬ GsX-¶nepw hnh-c-ßƒ sX‰mbn tcJ-s∏-Sp-Øn-bn-́ p-s≠-¶n¬ ]Xn-\©v Znh-k-
Øn-\p-≈n¬ ImtXm-en-t°‰v Hm^o-kn¬ Adn-bn-t°-≠-Xm-Wv.

9. s¢bnw sNbvX hnhcw ImtXm-en-t°‰v Hm^o-kn¬ Adn-bnt°≠-Xm-Wv. Ph.0481-2573850,


