NATIONAL INSURANCE COMPANY LIMITED
D

FORM 1 IVISIONAL QFFICE :
MARAR ROAD, WILLINGDON ISLAND oy
KOCHI - 682 003 National Insurance

PH: 2666266 / 2668013

CLAIM FORM ( PART TO BE FILLED IN BY THE INSURED)
The Issue of this Form is not Taken as Admission of Liability

Policy No. Sl No/Certificate Nof

Vidal Health ID No.
Name & Address of the Primary Insured

Details of the Insured Person Hospitalizsed

a) Name

b} Relationship ¢) Occupation f c) Age
d) Address

e) Phone No. f) Mobile No |

g) E-mail Address, if any

h) Bank details : ijA/c No. : IFSCode |

ii) Name of the Bank if) Branch |

Allment f Disease / Injury / Coniracted Sustained

Date of Injury sustained / disease detected

If injury, narration how it occured

Name of he Hospital where treated

Address of the Hospital

Place ; Pin Code Tel. No. :
Pan No. ! Regn. No. :

Name of the treating Doctor

Qualificalion Regn. No: Tel. No. :
Admission Date: Time: Discharge Date: J Time:
Total Amount Claimed Rs.

Date of commencement of first Insurance for the person (without break)

Have you been covered with any other Mediclaim / Health Insurance ? Yes ] No

If 'Yes' please attach a photocopy of the Policy / Policies

Have you preferred any claim for the same ailment earfier Yes No
[f*Yes', Claim No Slalus: Settled / Denied

If the Claim is for Domiciliary hospitalization, please indicate

Date of Commencement of trealment

Date of completion of treatment
Name of (ne treatina Docior | | Qualification |
Address of the Doclor

Reason for not hospitalizing patient

Date: Signafure of the Claimant
Please send this claim form duly compieted with all enclosures to:




NATIONAL INSURANGE COMPANY LIMITED

DIVISIONAL OFFICE § |
MARAR ROAD, WILLINGDON ISLAND FeE FERE
KOCHI - 682 003 National Insurance

PH: 2666266 / 2668013

| have incurred the following expenses for the treatment of the disease / ailment { injury detailed overleaf:

To be filled by the Claimant Vidal Health TPA Use Only
Bill No | Date I Issued by ' Towards Amount Disallowed 1 Reason

In support of the above claim, | submit the following documents:

Claim form Duly Signed Yes | No Pre-hospitalization Bills Nos Yes | No
Copy of Claim Intimation Yes Ne Post-hospitalization Bills Nos Yes | No
Hospital Discharge Summary | Yes | No Hospital Payment Receipt Yes | No
Surgeon's Certificate, if any Yes | No Investigation Reports Yes | No
Surgery / Consultation Bills Yes | No Doctor's Reference for Investign Yes | No
Hospital Main Bill Yes No MRI Yas | No
Hospital Break - up Bill Yes | No CT Scan Yes | No
Doctor's Prescriptions Yes | No ECG Yes | No
Pharmacy Bills Yes | No ! USG Scan Yes | No
Any other (PI. specify) : I

Note:
Please submit Xerox copies of the Insurance Policy - current as well as previous

| hereby warrant the fruth of the foregoing particulars in every respect and | agree that if | have made or shall make
any false or untrue statement/s. suppression or concealment of any fact, 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
availed or claimed under any other medical scheme or Insurance

I also consent & autherise my insurer as well as Vidal Health TPA Pyt Lid., to seek necessary medical information
from any hospital / Medical Practitioner who has attended on the person against whom this claim is made.

| hereby declare that 1 have included all the Bills / receipts for the purpose of this claim & that | will not be making
any supplementary claim except the Post - hospitalisation claims, if any.

| also authorise TPA to receive payment from the Insurance Company as reimbursement of hospital bills incurred on
my/the Insured person's treatment

Consultants Fee / Professional Charges shall be admissible as per the hospital Tariff applicable to entitled room
category and charges in excess levied by the Visiting Consultants shall be borne by the claimant

Date: Signature of Claimant
2



ATIONAL INSURANCE comgv LIMITED
; DNISIONAL ‘Z)FF‘IGN ISLAND
MARAR ROAD.W!LL!NGBG

3
KOCH - 682 00
PH; 2666266 / 2668013

A FFEUR

National Insurance

MEDICAL CERTIFICATE TO BE FILLED IN BY THE DOCTOR TREATING THE PATIENT

1 Name of the Patient Age —Yrs

z Hospitalization Period o Date of Admission Date of Discharge

8 Diagnosis

4 Date of first consuiltation (Prior to
Hospitalization)

5 Presenting complaints on admission

6 Since when was the patient suffering
from these ?

T Past history of the Patient if any,
with duration of the ailment/s

8 whether the present ailment Is a
complication of any pre-existing ailment? Yes No

9 If 'Yes', Please specify the Disease or
complication of any previous surgery
done & the details thereof

10 | Whether the Disease / Defect / Disorder
is Congenital in nature ?

11 | Nature of Treatment given or Surgery
performed for the present ailment / Injury

12 | if the claim is for Maternity, number of
living children excluding the new born

13 | Whether the Hospital is registered with
Local Authorities ? If "Yes' Please
furnish Registration No.

14 | Number of In - patient beds in the hospital
(Including ICU)

15 | Whether the haspital has fully equipped
OT of its own ?

16 | Whether qualified nurses employed
round the clock ?

17 | Whether under the supervision of a
Registered Medical Practitioner
round the clock ?

I
18 | Name of the |
treating Doctor | Qualification | Tel. No

Date: Signature of the Doctor with Seal



NATIONAL INSURANCE COMPANY LIMITED

DIVISIONAL OFFICE AT TR
MARAR ROAD, WILLINGDON ISLAND National Insurance
KOCHI - 682 003

PH: 2666266 / 2668013

Date:

To,

Name & Address of the Hospital.

DearSir/s,

Re AUTHORISATION

| wish to inform you that | have undergone treatment for

ailment from (Date) to (Date) in your

hospital as an inpatient bearing Hospital Inpatient
No:

| hereby authorise National Insurance Co. Ltd.
to seek any medical information { records from your Hospital or from the
Medical Pracfitioners who have attended on me in connection with the above ailment.

I have no objection to your furnishing any such information / records sought by them.
Kindly oblige.

Thanking you,

Yours faithfully,

(SIGNATURE OF THE PATIENT)
Address of the Insured:

Tel, No..
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Principal Officer Cum CEO
Inditrade Insurance Broking (P)Ltd
J.J. Complex,

Dairy Methanam Road,
Koonamthai, Edappally P.O.,
Cochin-682024
Tele:0484-3006300
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