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Claim No.:

REQUEST FOR CASHLESS HOSPITALISATION FOR HEALTH INSURANCE POLICY - PART C - CLAIM FORM

(To be filled in BLOCK LETTERS)

Name of Hospital ; Hospital ID

' '
R e B e e et B e 4
' ' '

| Hospital email ID ; | ROHINI ID

') NameofTPAlnsurance | ;
: Company | |
2) Phone Number 3) Fax Number :

a) Name of the patient ;
b) Gender O Male O Female O Third Gender
c) Age Years Months d) Date of birth
' &) Contact number : + i Contact number of attending :
e S relatve e S :
' g) Insured Card ID number h) Policy number/Name of
| | | Corporate ' !
i) Employee ID :
i) Currently do you have any other Mediclaim /health insurance OYes ONo
i. Insurer Company Name
| ii. Give Details § §
1kl Do you have a family ' OYes O No ! i
: Physician if yes name | | |
1) Contact number, if any m) Cur.rent Address of insured
| | | patient | |
:n) Occupation of Insured
' patient ' '
TO BE FILLED BY TREATING DOCTOR/HOSPITAL
a) Name of the treating Doctor b) Contact number
¢) Nature of lliness/Disease with presenting complaint :
d) Relevant Critical Findings
el Dpro'ﬂon of the present Days ii) Date of First consultation
L ailment ... S S S '
i i) Past history of present
| ailment, if any ' :
f)  Provisional diagnosis g) ICDI0 code :

.....................................................................................................................................

o reliancegeneral.co.in e 022 4890 3009 (Paid) @ 74004 22200 WhatsApp)

IRDAI Registration No. 103. Reliance General Insurance Company Limited. An ISO 9001:2015 Certified Company
For complete details on the benefits, coverage, terms & conditions and exclusions, do read the sales brochure, prospectus and policy wordings
carefully before concluding sale. Registered & Corporate Office: 6th Floor, Oberoi Commerz, International Business Park, Oberoi Garden City, Off.
Western Express Highway, Goregaon (E), Mumbai-400063. Corporate Identity Number: U66603MH2000PLC128300. Trade Logo displayed above
belongs to Anil Dhirubhai Ambani Ventures Private Limited and used by Reliance General Insurance Company Limited under License.
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vi)  Ifinvestigation/or Medical
Management, provide

details
\ i O DOORAL OOTHER
¢ ii. Route of Drug
: Administration | |
iii. If surgical, name of
! surgery ! !
| iv. ICDI0PCS code
tj)  If other treatment, provide
' details | |

k) How did injury occur :

I} Incase of accident

_____________________________________________________________________________________________________________________________________

i, IsitRTA ' OYes ONo i, Date of Injury

iii. Reported fo Police ' OYes ONo Liv. FIRNo ' OYes ONo

V. Injury /Disease caused 'vi. Test conducted to establish

due to substance gbuse/ OYes ONo ihis (if yes, atfach reporl) OYes ONo
S Aol COmsuD O & e :
m) In case of Maternity OG OP OL OA
i BpededdateotDelvery | T ‘
{0 Dateofadmisson (DD /MM /YYYY  ib Tmeofadmission i K/ M awPm
[0 Is this an emergency/planned hospialization event {Ofmergeney OPlonned
 Mandatory Past History of any chronic ilness ffyes (since monthiyear)
's.No..Documens . isNo. Docmems .
1 iDibetes QMM /YvyYy | 6 |Adhma/COPD/Bronchiis MM /Y vy |
2 lheandsease Mm/vyyy P7 e mmyyyy
3 vyperenson MmYYYy {8 [AccholDrugabuse MMy yyy
4 vypedipdemios MmYYYy {9 AnyHIV/ or STORelated ailment {1 M /Y Y ¥ Y
s loseconhis MmYYYy {10 | Anyother alment, give defals G M /v Y Y Y
'd) Bpected number of Days/stay in hospital 1 pgs
‘el Daysinicu T T s
0 roomwpe 7 e
'g) Perdoy room rentsnursing and service charges+ patientsdiet |
b Bpeced costof invesfigation + diagnostic
0 cUcharges T e
0 orcharges T e
'K Professional fees Surgeon + Anesthefist Fees + consultation | }
. Charges . .
') Medicines + Consumables + Cost of Implants if applicable  + T }
L Pleasespecily) e :
m) Other hospital expenses if any
' Alinclusive package charges fany applicable e f

+0) Sum Total expected cost of hospitalization
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; Are you a Politically Exposed Person (PEP)? : OYes O No

D e e B et e et 4
'

If yes, please mention the position held

'
D e e B et e et 4

Is any of your close relation or family member a PEP? OYes O No

S

 If yes, please mention the name and relation and the position held :
' by such close relative/family member. :

' | hereby declare that in future if me, any of my close relatives or any of my family member attains a position of PEP then | shall confirm the !
» same to Reliance General Insurance Co. Ltd as a mandate. | understand that this is a crucial information under the PMLA Rules and AML/
. CFT Guidelines and shall confirm that the answers given by me is true. In case the company comes to know that this is a misrepresentation |
» and concealment of information then the policy shall be put on hold for scrutiny by the company and | shall be solely responsible for
The same.

Note

Polmcally Exposed Persons” (PEPs) shall have the meaning assigned to it under sub clause (db) of clause (1) of Rule 2 of the Prevention of !
N\oney Laundering (Maintenance of Records) Rules, 2005.” :

(db) "Politically Exposed Persons” (PEPs) are individuals who have been entrusted with prominent public functions by a foreign country, :
|nclud|ng the heads of States or Governments, senior politicians, senior government or judicial or military officers, senior executives of state- |
 owned corporations and important political party officials”. :

....................................................................................................................................

i AML Guidelines :

1 1. I/We hereby confirm that all premiums have been/will be paid from bonafide sources and no premiums have been /will be paid out of | '
' proceeds of crime related to any of the offense listed in Prevention of Money Laundering Act,2002. !

2. | Understand that the Company has the right to call for document to established sources of funds.
3. ThelInsurance Company has right o cancel the insurance contract in case | am/have been found guilty by competent court of law under
any of the statutes, directly or indirectly governing the prevention of money laundering in India. i

' Place: '

Dote

Signature of Proposer

....................................................................................................................................

; I understand that as per the new AML/CFT Guidelines issued Reliance General Insurance Co. Ltd will be verifying my details pertaining to !
+ KYC and PAN provided at the time of proposal. ;

' | further, do hereby agree and consent that in the case of the event of a mismatch of information provided by me in the proposal form, :
» identification proof, and address proof at the time of issuance of the policy. | request Reliance General Insurance Company Limited to issue :
i the policy with the details appearing as per my proposal form. | will be solely responsible for any consequences arising out of the difference |
' in detail given by me during the verification of supporting documents provided by me at the time of issuance of the policy or otherwise.

c. Registration number with
State code

.....................................................................................................................................

" a. |agree to allow the hospital to submit all original documents pertaining to hospitalization to the Insurer/T.P.A after the discharge. | agree :
+ tosign on the Final Bill & the Discharge Summary, before my discharge. !
i b. Payment to hospital is governed by the terms and conditions of the policy. In case the Insurer / TPA is not liable to settle the hospital bill,
| undertake to settle the bill as per the terms and conditions of the policy.

i ¢. All non-medical expenses and expenses not relevant fo current hospitalization and the amounts over & above the limit authorized by
i theInsurer/TP.A not governed by the terms and conditions of the policy will be paid by me. |
1 d. Ihereby declare to abide by the terms and conditions of the policy and if at any time the facts disclosed by me are found to be false or 5
: incorrect | forfeit my claim and agree to indemnify the Insurer / TP.A |
i e. lagree and understand that TPA is in no way warranting the service of the hospital & that the Insurer / TPA is in no way guaranteeing

+ that the services provided by the hospital will be of a particular quality or standard. !
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1. I'hereby warrant the truth of the forgoing particulars in every respect and | agree that if | have made or shall make any false or untrue :
statement, suppression or concealment with respect to the claim, my right fo claim reimbursement of the said expenses shall be
' absolutely forfeited. '
''g. |agree to indemnify the hospital against all expenses incurred on my behalf, which are not reimbursed by the Insurer/ TPA.
'h. I/We authorize Insurance Compony/TPA to contact me/us through mobile/email for any update on this claim

1. We have no objection to any authorized TPA / Insurance Company official verifying documents pertaining to hospitalization.

2. Allvalid original documents duly countersigned by the insured/patient as per the checklist below will be sent to TPA/ Insurance Company !

+ within 7 days of the patient’s discharge.

+ 3. We agree that TPA / Insurance Company will not be Liable to make the payment in the event of any discrepancy between the facts in

i this form and discharge summary or other documents.

+ 4. The patient declaration has been signed by the patient or by his representative in our presence. ;

We agree to provide clarifications for the queries raised regarding this hospitalization and we take the sole responsibility for any delay in

offering clarifications.

We will abide by the terms and conditions agreed in the MOU.

We confirm that no additional amount would be collected from the insured in excess of Agreed Package Rates except costs towards |

' nonadmissible amounts (including additional charges due to opting higher room rent than eligibility choosing separate line of treatment !

¢ which is not envisaged/ considered in package).

+8. We confirm that no recoveries would be made from the deposit amount collected from the Insured except for costs towards non-

i admissible amounts (including additional charges due to opting higher room rent than eligibility/ choosing separate line of treatment :

' which is not envisaged/considered in package). '

9. In the event of unauthorized recovery of any additional amount from the Insured in excess of Agreed Package Rates, the authonzed '

'+ TPA/ Insurance Company reserves the right to recover the same from us (the Network Provider) and,/or take necessary action, os

provided under the MoU or applicable laws.

+10. Any change in Diagnosis/Treatment plan should be intimated before discharge of patient.

111, If clinical details provided are insufficient, Insurer/TPA may delay the authorization or denial for cashless access. '

112. As per IRDAI any claimed amount above 1 lac, Pan card of the Insured/Policy holder/Proposer is mandatory and below 1 lac, Photo
identity proof is mandatory. i

o

Hospital Seal Doctor Signature

-Rcore Health: Reliance General Insurance, No.1-89/3/B/40 to 42/ks/301, 3rd floor, Krishe Block, Krishe Sapphire, Madhapur,
'Hyderobod 500081. Email: rgicl.rcarehealth@relianceada.com.

....................................................................................................................................
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