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LI/\NC@ General Insurance

A Reliance Capital Company
Aml Dmrubhal Ambani Group

Call 3033 8282
. www.reliancegeneral.co.in

Reliance HealthWise Policy

Claim Form .
Issuance of this form does not imply acceptance of the liability

(To be filled in BLOCK LETTERS)

- Please answer all questions fully. Please attach all bills, receipts and credit card slips’ pertammg to your claim.”

1. Name of the Insured (in whose name the policy is issued)

I S S S T RN S T N W N A SN TSN S SR T WY U SN SRR N NN SN MU (NN U N N SN Y SN |

2. ' Policy No. (as on your Health Card) |1 1 S N S [ N S S |
Period of Insurance Idldlm'tle{)fly‘IY| to fdydimymly viy, vyl
Pltan Opted . Lo J PR RSN T TR ST ST SN TR SHNY SO SN TR TN St MO HONE T SRS BN T SN WP
Sum Insured Y Y S T T WU S SR NS S SN

5. Address of the Insured
Plot No./Door No. I W N R T |Bu|ld|ng Namel 0 0 v v 0 0oy 9w g 4p vy v g 1
Road/Street/Sector IS R T N SN T S TS TS WA SR TN SN TR S ST TS VAN SN AN SR SR TN SO U S S T
Area L .1 IR TR Y N T N TN SN DY S NN S ST S (N YU Y N |
Taluka/Village/ District/ cil o s ovooov v v o v oy a | PinCode L ]
State TR O TR SR CA SN WA T TR VA S M B S 1 | Country L S T A R R
Telephone Ly oo (R S R SN TN SN VR SR N SO MO S Mobite |4 o v o vy
E-mail o e _ |

4.  Name of the Insured Person (in respect of whom the claim is made) '
llllllllll-lvlllil |'JJJJIIII-JIIlIJIllIlll
Relationship with the Insured [ S YOO W SN S S S T T W T ST WO TR NN S SN O SN ST SO SN N S WA SN OO
Present completed age - L |
Occupation I T AT WS S ST WO S S R DN R |
Date of injury sustained or disease/illness first detected [d,dim miy vy, vl

6. Please describe the injury sustained -or disease/illness g:ontracted (including cause)-

7.  Name of the attending Medical Practitioner
A T YO S S S S N S ST ST TN NN ST SO N TN ST SN SN SO OSSN T SUNY SO NN ST S SO T
Address of the attending Medical Practitioner
Plot No./Door No. I S R T 1 |Bmldmg Namel 1 1 1 0 vy vy |
Road/Street/Sector S TR TR T WY RN MO NS N S T T TR TN TORNE SO SUNE ST SO N YO S TS SN S S SR |
Area T U U W T S S T T TOUOOT WU NN SHNS A SR SO SO SO N OO NONY OO SO R SO S |
Taluka/Village/District/Cil_+ v+ 1y o0 v o ¢ 0oy oy o] PinCode L oo |
State I WA ST RS SN NN SN ST SN SN N SN A NN N Country O R TS DO R
Telephone b v v v v o ) Mobite L v v vy
E-mail R [ (2048 I T T S T W DO R M B
Qualification U WA N ST NN SN AN N R S S N R RO
Registration no. L v v v vy

%

The Reliance General Insurance Call Centre Number 3033 8282 is operationat in

a Mumbai = Delhi= Chennai » Kolkatta = Jallandhar » Ambala = Meerut = Lucknow = Patna s Bhubaneshwar = Bhopal = Jaipur = Ahmedabad = Pune
= Banqalore = Coimbatore = Ernakulam If vou are from anv other lacations. nrefix the STD code of nearest listed cities.



11.

12.

13.

14

Name of the Hospital/Nursing Home

T Y TN TSRO T SR SN S SN MY SR SNNY THNENY SRS S NN Y S

: [ S S U UURNS W NN BRSSO SR S i
Address of the Hospital/Nursing Home :

Plot No./Door No. [ R N T | Building Nameloto ol b L) o
Road/Street/Sector - NS RR N DN W NN VO NN YN N SN NN TN NN NS SN SENUN NN SN (U [ WU S B L
Area l Lol | [ | 1 [ ) 1 oo ! ) ! J l ) ) ] o ] |
Taluka/Village/District/Cityl__1 1 ¢ 1 4. 1 4 1444t L)) J Pin Code _ b .
State bttt gttt a1} Country | o ]
Telephone S W W SN WA TN ST S ST T SO WO SO | Fax |__ IR LN R ]
E-mall L 1

Date of admission L4 dim,ml v,y ¥, ¥| 10. Dateof discharge L9 dlm ml vy vy ¥l

Date and mode of intimation given tothe TPA 131 dlm ml v v v, vl ! my g0y 49, |
If TPA not intimated, please provide reasons for the same

If the claim is for' Domiciliary Hospitalisation, please indicate

Date of commencement of treatment ldydlm m| vy v v, vl

Date of completion of treatment ldydim,m|l vy, vy, ¥l

Name of attending Medical Practitioner. Is it same as mentioned under point 7. [ Yes [ No

Dr, l I 1 | ] ] il | | 'I 1 1 | - | 1 1 | { { { | | | 1 1 | | | | | J
If No, address of attending Medical Practitioner -

Plot No./Door No. O T S U S |Building Namel 4o Lo v 4 1 4 a1 ]
Road/Street/Sector SO TN NSO SO WA ONE U NN SRS NS SRR NNUNS TSV TS SO SN USNN HNNLIE UUUUNN NN Y SU N S L
Area I i i { i 1 { | { ] 1 | } \ { | | I ] . i J ) ] I ! 1 J
Taluka/Village/ District/Cityl v 14 v 4 4w L j PinCode L_1 L
State Lo g ) County Lt |
Telephone No. Y W ST SN S TN N NN SUNY SO SR MY S W Fax L1 1+ 1 1 1 !
Registratioh No. S T Y T N TSN T WA SN TN U MY S S WA O |

Have the Police Authorities been informed? [ Yes O No

{For accident case onty)

Are you at present covered under any other similar type of schemes like Personal Accident, Cancer Insurance, Mediclaim (Individual or Group),

Health Ins_urance. etc? If Yes, please give particulars of the Policy Type/Policy No./Insurance Company

Is this the first year of coverage under'ar_\y Health Insurance Policy? I:I Yes

If NO, since when have you been continuously Insured under any Health Insurance Policy. Please provide the necessary details

(Policy No., etc.)?

‘[ Ne

'



] 5 Sched e of expenses incurred under the followinq beneflts (to be supported by orlqmal bllls/recelpts. ¢ash memos ete.) Please refer to your
Health Kit for coverage detalls, In case of Insufficlent space, please attach an additional sheet,

a, Hospitalisation

b. Day Care Treatment,

¢. Pre Hospitalisation

d. Post Hospltatisation

e. Critical Illness

Donor Expenses

f
¢. Dally Hospitalisation Allowance
h

Nurslng Allowance

. Ambulance Charges

' j: Recovery Benefit

k. Expenses of Accompanying Person

L. * Domiciliary Hospltalisation

. viereby warrant the truth of the foreqoing particulars in every respect and I agree that if 1 have made or shall make agxia_l&g_q:_unm:_e_s_ta;gm_m‘
s_gm_gz_ggn;_e_a_m_e_nx_um my right to claim reimbursement of the said expenses shall be absolutely forfeited.

1 also consent & authorise the THIRD PARTY ADMINISTRATOR to seek medical information from any hospital/medical practitioner who has at any

time attended on me. 1 authorize TPA to make payment of the claim admissible as per terms, conditions and limitations of the Policy to the
Hospital on my behalf for full and final settlement of hospital bills,

I hereby authorise any hospital, physician, or other person who has treated attended or examined me, to furnish to the Company, or its authorised
representative, any and all information with respect to-any illness or injury, medical history, consultation, prescriptions or treatment including copies .
of relevant hospital or medical records, a photostat copy of this authorisation shall be considered as effective and valid as the original,

Signature of the Insured

Date:

el

Documents to be attached while clai-ming under the following sections:
Hospitalisation/Day Care Treatment

. First prescription of doctor with commencement date of the symptom of disease.
. Treatment papers along with doctors prescriptions.

. Investigation reports (X-ray/Scan/ECG, Laboratory etc).

. Original medical bills and receipt of hospital, doctors. medical shops, diagnostic centre etc supported by doctor's advice.
. Hospital discharge card.

. Copy of FIR (in case of accident).

Critical Illness

1. Specialist doctor's certificate confirming the diagnosis and when the symptoms first occurred.

2. Relevant investigation reports (Radiology. Pathology etc) confirming the diagnosis.

3. Hospital admission & discharge card / certificate ptus all documents required as per 1 to 4 in respect of hospxtahsanon as above,
Domiciliary Hospitalisation

. First-prescription of doctor with commencement date of the symptom of disease. _

. Treatment papers along with doctors prescriptions. '

. Investigation reports (X-ray/Scan/ECG, Laboratory etc). ”

. Original medical bills and receipt of doctors, medical shops, diagnostic centre etc supported by doctor's advice.
. Copy of FIR (in case of accident).

. Certificate from attending doctor/physician stating the condition of the patient is not permissible for him/her to be removed to
hospital/nursing home or documentary proof of lack of accommodation in hospital/nursing home

anhwNn =

AN A WN =



To be answered by attending Medical Practitioner in complete.

(To befilled in case discharge summary does not contain the following Infarmation)

|

o1
i |
i I
"l {
| 1

3

Pin Code
Country

Mobile |__1__1

Have you provided medicat treatment to the Insured previous to this treatment? If YES, specify time since when you have been attending him/he-

If you have treated him/her for any previous illness or injury, please give details

1. - Name of the Insured (in respect of whom the treatment is given)

I A i H { ! i { { { { | | | i ] |
2, Age L |

3.  Address of the Insured
Plot No./Door No. TSI B N S JBuilding Namel_..
Road/Street/Sector IS T N SN WO A S b ]
Area B SR T T NS Ll

_____ Taluka/Village/District/Citl L+ 11 11 1 | [

State T S T R N WO |
Telephone T N N N N S Lt
_ E-mail {

4.  Nature of the disease suffered by Insured

S.  Whattreatment was given/operations performed, if any?

6.  Whendidthefirst symptomappear? [ d[m m|y,y ¥ ¥}

7..  Whetherthe present ailment is pre-existing or caused by any pre-exi;tiﬁg ailment? If Yes, please specify

Foraccident case:

8.  Aretheinjuriestraceable to any pre-existing ailment/infirmities?

9, Was he/she underthe influence of intoxicants or drugs at the time bf accident?

10.  Any medico legal case filed?

1.

12.

Signature of the Medical Practitioner

Date:

Namev Dr.LI.l b4t

Regn. No.

Address of the Doctor
Plot No./Door No. Lo

Road/Street/Sector L

Area Ly o

1

Taluka/Viltage/District/Cityl__1 11

State_ L

Telephone s v 1

E-mail _ L

Fax

Pin Code
Country

“Mobile |11




