@ L&T Insurance

my:health

Medisure Super Top Up

Tollfre Number

Claim Form 1800-209-5846 (1800-209-LTIN) 0 Wiwtinsurance.com I to 5607058 (560701T)

‘GUIDELINES TO FILL THE FORM
1. Plase fill the form in BLOCK LETTERS. Please answwer Il questions flly and correcl. Al detais with * are mandatory.
2. Please leave ane box blank between two words while writing the ADDRESS.

3. Kindly contact the Company's Ofice or TPA for any doubts or claifications on the claim form.

PLEASE USE ONLY ORIGINAL CLAIM FORM. PHOTO COPIES WILL NOT BE ACCEPTED BY THE COMPANY.

‘CLAIM FORM FOR HEALTH INSURANCE POLICIES OTHER THAN TRAVEL AND PERSONAL ACCIDENT — PART A
O BE FILLED IN BY THE INSURED.
(The issue of ths form is not to be taken s an adission of liability)

SECTION A - DETAILS OF PRIMARY INSURED

apoiyos | Ll
C CompanyTPAIDNo:

anome: LSLUIRINIALMIEL | 11 114 IFIRISIT L 1 g e o]
e. Address:

b.51. NofCentificate No.: I | ‘

L0 0 ) rooror Lt 1) guiingmamess L0t 0 101y

[ L0 ey L |

T T T T T T T N T N T T B B Y B B B M|
cymager: |11 L e L1

|

[

[

|

|

BlockFlat No."

Street Name"

Landmark®

State

Post Offic:

Mobile No.:

Email D 1

Email D 2*

SECTION B - DETAILS OF INSURANCE HISTORY

2. Curentlycovered by any other Medicaim/Mealth nsurance: || Yes No

b fiist weak: 01 Lvivivyyl

1£Yes, Company name:.

poeyo: |11 11111111 (|

Sum Insured: ¥

Have you been hospitalised inthelast our years,since inception of the contrect? || Yes [ Mo
Date: ‘ 1 IMIY ]

Diagnosi:

Prevousy coreredby ny ot Medcimeath e, (] ves [ ] o

IfYes, Company name:

SECTION C - DETAILS OF INSURED PERSON HOSPITALISED.
aName‘\J\JlJ\JlJlJ\J\J\J\J\J\J\J\J\J\J\J‘
bGender [ ] wae [ ] remate  cagerveas ¥ 1v | wonhs: [0 111] o oateotmim 210 1n imiv v viv]
e.Relatonship to Pimary Insured: [ ] seff [ spouse [ ] chig [ ] Father [ Mother [_] Other (Please Speciy)

f.0ccupation: [ Service [ ] Sefémplojed [ | Homemaker [ | Swdent [ ] Retied [ ] Other (Please Specy)
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g.Address (f diffeent rom above):

BlockFlat No.*: Floor No. suigngNeme®s |1 11 11 1 1 1 11 1 1|

TN N T N A N N v oo L S T N N AN A N A B B A B

Street Name*:

Landmark":

[

[

Gynioge: |
Stte: [ A A A A A A A A A

[

[

|

[

Post Office:

Mobile No.*:

Email ID 1%

Email D 2:

SECTION D - DETAILS OF HOSPITALISATION

2. Name of Hospi amivet |1 1110 L1
b.Room Category occupied: || Daycare [ ] Singleoccupancy [ ] Twinsharing [ ] 3 ormore beds per room
< Hospitalisation dueto: [ ] njury [ tiness ] Matemity

d. Date of Injury/Date of Di Delivery: LMY YY)
010w My Y viv] irme LHini:uv]
g.Date of ischarge: | D10 1 M1 M1 ¥ 1Y 1 Y1 v htime [H1r1:qmpu]

i. W injury give cause: [ | Selfinficted [ ] Road Trafic Accident [ - Substance AbuselAlcohol Consumption
) FMedicolegal: [ | Yes [ ] No ilReponedtopolie: [ | ves[ | Mo i) MLC Report & Poice R attached: || Yes [ ] No
Losysemoftedicne: |1 1 100 1100

SECTION E - DETAILS OF CLAIM

2.Detals o th treatment expenses caimed

i Pre-hospitalisaion Expenses: |
i Hospalsaion xpenses: el
i, Post-hospitalisation Expenses: z

L
Total z LLLJ_J_I_I_’

DOCUMENT CHECK LIST FOR HOSPITALISATION CLAIM

BASIC CLAIM DOCUMENTS

Claim form duly filled with requisite information and signed by Insured & Hospital.

O

2. Copy of the claim intimation. O

3. Original hospital main bill. |:|

4. Original hospital bilbreak up (Where issued by the Hospital). O

5. Original hospital bill payment receipt. O

6. Hospital discharge card/summary. O

7. Original Pharmacy Bill with supporting prescriptions. O
8. Medical Investigation report: ECG/X-Ray/USG/CT/MRIistopathology/Pathological and all other medical investigation report in support of

diagnosis as advised by the treating doctor. O

9. All Doctor's consultation note: confiming provisona & inal isiadvise for admission/medi iati line oftreatment/ -

past medical history.

i House, N.M. Marg, Balard Estate, Mumbai - 400001,
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Proof of all previous and/or current medical expenses already incurred;

) Incaseprvious medical expnses re st b any e e steent oot along it h mcical papers confiming it and
it hould be submitted fof
B) I previous medical expenses were not insured, copy of the bill and receipt along with the medical papers confrming ailment and

it hould be submitted f of

PRE & POST HOSPITALISATION CLAIM DOCUMENTS

Ouly filed daim form(s) (1 claimed separately).

Pharmacy Bills with supporting prescrptions.
3. Medicalinvstigation test reports and payment receipts with doctor's adice note fr such investigations.

4. All Doctors' consultation note with original bills and receips for laiming doctors' fees.

ogoorg g

now Your Customer (KYC) documents viz. (address proof of claimant (nominee) and photo ID) would be required for all admissible
Claims more than 1,00,000/-.

‘SECTION F - DETAILS OF BILLS ENCLOSED

st.No. BilNo. Date Issued by Towards Amount @)
1 Hospital Main Bil
2 Pre-hospitalisaton Bils:___Nos
3 Post-hospitalisaton Bils:___Nos.
a Pharmacy Bils
s
6
7

8

9

10

SECTION_G - DETAILS OF POLICY HOLDER'S BANK ACCOUNT

o PN [ AR A S S|

b AccountNmber | Ll

e BankNameandgonch |11 L 00 L1
o ChequelDPayabedetas: | | | | | | 110 1]
e IFSC Code: |

nciose cancelledcheque of policy holder for NEFT payment,

Plase note, NEFT would depend on location and bank of the inured. Alernatively, cheque will b issue. Please note providing cheque detalscancelled cheque does not indicate

admission o ibilty ifthe daim i tenabl the ion ofthe Polcy.
If daim s ot nti int ime given in the polcy, provi the same
if the p for the same

SECTION H - DECLARATION BY THE INSURED/CLAIMANT:

1 hereby, deciare that the iformation furished in this Claim Form i tre & correct to the best of my knowedge and belf.If | have made any false o untrue statement,suppression or
concealment of any material fact with respect to questions asked in relation to this claim, my right to claim reimbursement shall be forfeited. I also consent & authorize TPAVinsurance

company, that
1 have included allthe bll/receiptsfor the purpose of this laim & that | willnot be

dng any supph y isation dlaim, if any.
Place:

Date:

Signature of the Insured

a7 L&T House, N.M. Marg, Ballrd Estate, Mumbai - 400001
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[ GUIDANCE FOR FILLING CLAIM FORM - PART A (To be

fille in by the insured)

DATA ELEMENT

| DESCRIPTION

[ FORMAT

SECTION A - DETAILS OF PRIMARY INSURED

3 ol No.

Enter the policy number

b) sl. No/Centficate No.

s allotted by the nsurance company

Enter i
of social health insurance scheme

s alloted by

3 Company TPATD No.

Enter the TPA 1D No

Tcense number s alltted by IROA and printed
in TPA documents.

d) Neme

Enter the full name of the policyholder

irst name, Middle name

©) Address

Enter the full postal address

Include Street, Cty and Pin Code

SECTION B - DETAILS OF INSURANCE HISTORY

«
insurance?

y
Health Insurance

Tick Yes orNo

b) Date of Commencement of first Insurance

Enter the date of commencement of frstinsurance.

Use dé-mm-y format

<) Company Name

Enter the full name of the insurance compary

Name of the organisation in ful

) Yy
insurance?

Health Insurance

Policy No. Enter the poliy number s alotted b the insurance company
Sum nsured Enter the otal Sum Insured s per the policy in upees
d) Have you been Hospitaised n the lastfour yearssince | Indicate whether hospitalised in th lastfour years Tick Yes orNo
inception of the contract?
Date Enter the date of hospitalsation Use dd-mm-yy format
Diagnosis Enter the diagnosisdetais Open Text
y any other by another Mediciaim/ | Tick Yes or No

f) Company Name

Enter th fll name of the insurance company

Name of the organisation in full

SECTION C - DETAILS OF INSURED PERSON HOSPITALISED

2) Name Enter the full name of the patient Sumame, irst name, Middle name
b) Gender Indicate gender of the patient Tick Male or Female

9 Age Enter age of the patient Number of years and months

d) Date of Birth Enter date of birt of patient Use dd-mmyy format

€) Relationship t primary Insured

ndicat relatonship of paient with paicyholder

Tick the ight option. 1 others, please peciy

9 Ocaupation Indicate occupation of patient Tickthe right option. Ifathers, please specfy
o) Address Enter the fullpostal address include Steet, ity and Pin Code

) Phone No. Enter the phone number o patient include STO code vith telephone number

) Enail D Enter e-mail address of patient Complte e-mal address

SECTION D - DETAILS OF HOSPITALISATION

2) Name of Hospital where admitted Enter the name of hospital Name o hospital infull
b) Room category occupied Indicate the room category occupied Tick the right option
0 Hospitalsaton dve to Indicate reason of hospialisaion Tick the igh option
9 Enter Use dd-mm-y format
@) Date of admission Enterdate o adission Use dd-mm-y format
) Time Enter time of admission Use b format
9) Date of discharge Enter dateof discharge Use dd-mm-y format
) Time Enter time of discharge Use hhanm format
i) W injury, give cause ndicate avse o njury Tick the igh option
If Medico legal Indicate whether injury is medico legal Tick Yes or No
Reparted to Plice Indicate whether polie report was fled TickYes or No
MLC Repor ached i MLC report and Police FIR attached Tick Yes or No
) System of Medicine Enter thesystem of medicin followed n reating the patient_|  Open Text

Lar
Insurance i subject matter o solcitation. IRDA Registration No. 146.
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SECTION E - DETAILS OF CLAIM

2) Details of Treatment Expenses.

Enter the amount claimed as treatment expenses

I rupees (Do not enter paise values)

) Claim for Domic o

5p

Tick Yes or No

Q) Details of Lump sumicash benefit claimed

Enter the amount claimed as lump sumicash benefit

I rupees (Do not enter paise values)

d) Claim Documents Subitted-Check List

SECTION F - DETAILS OF BILLS ENCLOSED

Indicate which bills are enclosed with the amounts in rupees.

SECTION G - DETAILS OF PRIMARY INSURED'S BANK ACCOUNT

a) PAN

nter the permanent account number

s altted by the ncome Tax department

b) Account Number

Enter the bank account number

s allotted by the bank

) Bank Name and Branch

Enter the bank name along with the branch

Name of the Bank in full

) Cheque/DD payable detais

Enter the name of the beneficary,

Name of infull

be made out to

€) IFSC Code

Enter the IFSC code of the bank branch

1FSC code of the bark branch in full

SECTION H - DECLARATION BY THE INSURED.

pany Limi
Insurance is subject mater of solctation. IRDA Registeation No. 146.
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CLAIM FORM - PART B
TO BE FILLED IN BY THE HOSPITAL

(The issue of this form s not to be taken as an admission of liabilty)

SECTION A - DETAILS OF HOSPITAL

(To be filled in block letters)

LilDJOJLIE] J

a.Name of the hospital: LslulrINiAlMIEl | 1 | | JelilRISITL L1 11 ||

b, Hospital 0: Lrr e [Ietwork [ Non Network (1 non network fill secton £)

d. Name of ‘SN\‘HN'\ITWE! | 1 | | JFjvyRrRIsSIT) 1| | | | IMJ1]DJDJLIJE]
. Qualification: f. Registration No. with State Code:

g. Phone No:

SECTION B - DETAILS OF THE PATIENT ADMITTED

a. Name of the Patient: [SILI"I\‘IAI?"\E\ L LFIvIRgS Ty L b b b L p b ] | IMJTIDDJLIE] [
b. P Registration Number: cGender: || male [ remale dngevears |1 | wons 1110
e Date of bih: Lotoruim viviviy ¢ ooy v v vy v] grme Linpcgmu]
h. Date of Discharge: DIDIM| M| Y] Y]Y|Y i Tme: | H|H

[Jemegency [ plonned [ Daycare [ maternity

\V‘ i Gravida Status: N N N

. Type of Adnmisson:
K i Matemity i, Dateof Defvery: |01 0 1041 1] ¥] v| ¥
1. tatus at time of discharge: | Discharge to home

m. Total daimed amount: | N Y i |

(] vischarge to another Hospital

[ veceased

-

SECTION C - DETAILS OF AILMENT DIAGNOSED (PRIMARY)

a 1CD 10 Codes. Description
i |
i |
Comaridis: NI
. Co-marbidtes:
b. 1CD 10 PCS Description
i Procedure 1: |
i Procedure 2: (NI
iii. Procedure 3:
iv. Details of Procedure:
< Pre-authoriation obtained: [Clves [Jno N Y O O Y B

eI authorisation by ot obtained n:

1. Hospitalisation due to Injury:

s [Jno

[ substance abuseaicohol consumption

i, 1Yes give cause [] seinficed [ Road TraficAccident
i, finjry

. If Medico legal [Jves [Ino

v. FRno.

i If not reported to poi

his: i Yes attach reports)

[Jwes [Ine
v [Ino

. Reported to Police:

SECTION D - CLAIM ITTED - CHECK UST

[ claimForm Duly signed [ investigation eports

[] original pre-authoisaton request

[ cmmuscinpe investgation reports

(] Copyof the P letter

[Jece [ Hospial ischarge summary

O

O
(] pharmacy bis

oo —
[] Muc report & police FR

ipfor investiga
[ operation Theatre notes

Any othe, please specy:

i House,
Insurance i subject matter of soictation. IRDA Registition No.
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SECTION E - ADDITIONAL DETAILS IN CASE OF NON NETWORK HOSPITAL (ONLY FILL IN CASE OF NON-NETWORK HOSPITAL)

Address of the Hospital:

sockrano L1 L L L L 111 woornes L1 1 sugngnamers L1111 11 q

L bocayr L1 1111111

sueettomer: |11 111 |

[ T T O 0 N I B BB B
City/Village*: ‘ I | I . | ‘ Pin(ade" I ‘

e S T A N S A B R R

powofice |11 || v e Lo |
Landi [simio) 1 | L withsirecote |1 1 1 111111

Wosptal e L1 L 1L L 11 1 L] numberof npatientbeds:
O e w (e e

Facites available in the hospital: or:

oth

SECTION F - DECLARATION BY THE HOSPITAL

We hereby, declare that the information im Form suppression
or concealment of any material fact, our fight to claim undev this dlaim shall e forfeted.
Place:
Date: OO Y
Signature and seal of the Hospital Authority
a7 House, N.M. Marg, Ballad Estate, Mumbai - 400001.
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‘GUIDANCE FOR FILLING CLAIM FORM — PART B (To be flled in by the hospital)
DATA ELEMENT | DESCRIPTION

SECTION A - DETAILS OF HOSPITAL

FORMAT

a) Name of Hospital Enter the name of hospital Name of hospital in full
b) Hospital ID Enter ID number of hospital As allocated by the TPA
< Type of Hospitl in nework or Tick i

) Name of eating doctor

Enter the name of the treating doctor

Name of doctor in full

€) Qualification

Enterthe qualfications ofth treaing doctor

‘Abbreviations of educational qualfications

) Registration No. with State Code

Enter the registration number of the doctor along with the
state code

‘s allocated by the Medical Coundil of India

9 Phoe No.

Enter the phone number of docor

Include ST code with telephone number

SECTION B — DETAILS OF THE PATIENT ADMITTED

2) Name of Patient Enter the name of hospital Name of hospita n full

b) IP Registation Number Enter insurance provider egstation number s alltted by the insurance provider

) Gender Indicate gender of the patient Tick Male or Female

@) Age Enter age of the patient Number ofyears and months

@) Date of Birth Eater date o binth Use dd-mm-yy format

1 Date of Admission Eater date of admission Use dd-mm-yy format

9) Time Enter time of admission Use e format

h) Date of Discharge Enter date o discharge Use dd-mim-yy format

) Time Enter time of discharge Use hhemm format

) Type of Admission ndicate type of admission o patient Tick th rght option

K I Matemity
Date of Deliery Enter date o delvery f matemiy Use dd-mm-yy format
Gravida Staus Enter gravida status I materity Use standard format

1) Statws attime of discharge ndicate tatus of patient at time of discharge Tick the ight option

‘m) Total claimed amount

Indicate the total claimed amount

n rupees (Do notenter paise vaues)

SECTION C - DETAILS OF AILMENT DIAGNOSED (PRIMARY)

3) ICD 10 Code

Primary Diagnosis Enter the ICD 10 Code and descption of the prmary diagnosis| _ Standard Format and Open text
‘Additonal Diagnosis Entr the ICD 10 Code and descption of the addionalGagnosis n text
Comorbidites Enter the CD 10 Code and descption of the co-morbidites | Standard Format and Open text

5 100 10PCS
Procedure 1 Enter the ICD 10 PC: procedure and Open text
Procedure 2 Enter the ICD 10 PC procedure and Open text
Procedure 3 Enter the ICD 10 PC and Open text
Details of Procedure Enter the details of the procedure Open text

SECTION C ~ DETAILS OF AILMENT DIAGNOSED (PRIMARY)

) Pre-authorisation obtained Indicate whether pre-authorisation obtained Tick Yes or No

) Preauthorisation Nurmber Enter pre-authorsation number s alloted by TPA

e reason | Enter reason for not Open text

1) Hospitalisation due to injury Indicate if hospitalisation s due to injury Tick Yes or No
Cause indicate cause ofnjuy Tick th right opton

njury ion, test conducted. Tick Yes or No
test conducted to estabish this
Medico Legal Indicate whether injury is medico legal Tick Yes or No
Reported To Police Indicate whether police report was filed Tick Yes or No
FIR No. Enter first information report nurmt “As issued by police authorities
ot reported o police, give reason Enter reason for not reporting to pofice OpenText

SECTION D — CLAIM DOCUMENTS SUBMITTED-CHECK LIST

[ Indicate which supporting documents are submitted.

SECTION E - DETAILS IN CASE OF NON NETWORK HOSPITAL

a) Address

Ente th fll posal address

Include Stret, City and Pin Code

b) Phone No.

Enter hospital

Include STD code ith telephone number

Q Regstation No.with State Code

Enter th registation number f the doctor alang vith the
state code

"As allocated by the Medical Coundl of India

) Hospital PAN

‘s alloted by the Income Tox department

&) Number of In-patient beds

Enter the number of n-patient beds.

Digis

) Faciltes available n the hospital

Indicate fadiltes available n the hospital

Tick the right option. I others, please speciy

SECTION F — DECLARATION BY THE HOSPITAL

Read dedaration carefully and mention date (in dd:mmyy format), place (open text) and sign and stamp.

LTGICL/HL-09/Feb-2014.
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