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SECTION ONE - HOSPITAL & SURGICAL INSURANCE CLAIMS FORM

USRI ANRIVATIDH / Our Claim No.:

{3nd9 HitingmihwyAEinsMNNUMH / HANENITANE (

Section 1 - To be completed by the Insured / Claimant (IN BLOCK LETTERS)

N HARINSMN U euRn Nl
Name of Insured Policy No.
HAERIANY (Fignpimsmansl) HANYAIIANRT / Claimant is: ieHgagnantng /e igaghine
Claimant (other than the Insured) I:I ouhy I:I fI/LUnS (Luf{‘js;ﬁms) :
”Self Spouse ID Card No./Passport No. (if applicable):
s
Child
igieg@Asina /Birth Date U/ Age iA§ / Sex (IR / Race
‘ (i5/dd) ‘ |(fa/mm) D (Gryy) |:| |:|Lqﬁj/Ma|e I:lLﬁ“J/Female
EIN a0t gts“lrfﬁ / Marital Status H21Ul/ Occupation
Siunsin / Employer Pﬂﬁ?[ﬁ@]8§ﬂmﬁﬁ / Employer’s Address

IU2gIaig / Tel. No.
[USAS65ANH / Type of Claim
Dﬁﬁmmmsﬂghué:m g] / Hospitalisation |:| BRegAirie§ing) / Outpatient AidgAARANG NEIoMMEUYASUTIMS
' If Claim payable, make cheque(s) to
SIUNEA / Employer

| [imegA/ Accident

SNSAMNIM YA / Circumstances of Accident l:l fiunitn / Employee

fdmsufafvanasphimignigs gomannidagadiunda ShaIAnkidi I/ Details of other insurance policies, Workmen’s Compensation and others:
[sAgUANugNNTH [AuvismenUn iU
Policy Type Insurance Company Policy No.

migRdgs ping unng) ufdmiduipamaduns
AUTHORISATION TO PHYSICIAN, HOSPITAL OR CLINIC TO RELEASE INFORMATION

arglis: niudusamaey @ingy vfudna v§ungy ySatdumsimivhagnpan palddamannidig ysipinighdinaainundudns yuguddnsugadning
ieiemniiig wahuiatRdananAshiaIfh sankidupgusnhomtl Samidima samssuismahvmniagakid

I hereby authorise any physician, medical practitioner, hospital or clinic by whom or where I have/my ward has been observed or
treated, to give full particulars about my/ward’s health including my/ward’s whole medical history in respect of this
hospitalisation/surgery, to the above insurance company.

NRIUNUATHAGR NRIIUHAFINSMNUH / HAAE ATk

Signature of Patient Signature of Insured/Claimant
(whipuulsifasthugia)

(Company Stamp where applicable)

MUUTIS / Date muuTigs / Date
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SECTION TWO - MEDICAL REPORT

i3adL pidinmhwiguipaiiunsapg ( )

iup:u§nngg Shmuwihs
Name of Hospital and Address

SECTION II - To be completed by the attending doctor (IN BLOCK LETTERS)

AL A
Name of Patient

mutTigs ShinUinGNNAING]
Date and Time of Admission

[ Goaay [ ]demm) [ ](@my)

mutTigs Shinuroioming
Date and Time of Discharge

|:| (Hi/hrs) |:| (g/dd)

D(iz/mm) |:|(§ﬁ/yy) |:|(téhﬂ/hrs)

iupeHguinaiiumsnpmu S uswihs
Name of Referring Doctor and Address

iguihasgugntigusdnng
Admitting Doctor

gguagnOuEAL S
Attending Doctors

NAIG &
Specialty

17 NATIIGU / I8 ENINATRIG W
1la. Diagnosis/1CD Coding

2,3

12 yuing Snaan|agismaifigwaind (wdsidesig)

1b. Cause and Pathology (if applicable)
of the above diagnosis

on idnuamgatiasfigmeiunuiidniyhihywygnindis: 2
2a. When did patient first consult you for this condition?

[ ldsiaay [ Jdemm) [ gy

28 iignnfmsnpautfis:fysis 2
2b. Was the patient previously treated for the condition?
i§/No  ME/OWy YUENAUIgHIIWINUAM/Yes, give details and when

[ ]dsiad) [Jdzmm) [ @y

26 mudaminftwags Bifisnswyndiwyisi 2
2c. How long in your professional opinion has the condition existed?

[Jdgday [ Jdemm) [ gy

4n gERA v ugan:isminpm Samisma:

4a. Please v Nature of Treatment and Investigation:
minpaumuiuunyha /
PHYSIOTHERAPY

|:| mifApiiuusIMI / DIETARY COUNSELLING |:| mi2rG / MEDICATIONS

[ ] foit/ x-ray

|:| 1854919)a AyuRAIUIRY / OTHERS, give detail..

[] mi:méa/ OPERATION

] s§mwnuny / BLOOD TESTS

42 pasiinsiditgpauilaiyw ysugnadpinedATaEunsHiy:
4b. If more than one procedure was involved,
Please state Type of Procedures performed:
{UIA¢/Type MUUTIG9/DATE 1unsifuN&a/NAME OF DOCTOR

i,
an Rwnstltgnsilmhig)aie 2
4c. Other medical conditions present?

w0 (35 T2 g)/Since (dd mm yy).
aidi(ig i2 @l )/since (dd mm yy)

(19 ie @ )/Since (dd MM YY),
3 1AdRismoiRagihimis 5 RMEh
3. Any possibility of a relapse? 5. Was the condition

HANQTE / congenital ﬁw@m / nervous gfﬁﬁ / mental

6 1gntfnsiiimusinuguu§nneivsie 2(Sinziavigm:)

6. Was the patient pregnant at the time of hospitalisation? (For Females Only)

[ ] dsiaa [ ] te/mm) [ @

7 ildsthminpnisis§ingdmwandansim:a guuinmimuuhigs /inuianisimega:
7. If the hospitalisation was due to accident, please indicate date/time of accident:

|:| (10l/hrs)

8 minnsimioming]/ Afgymuths
8. Discharge/Follow-up instructions

naiue SN iuaiguaNg / Signature and Name
of Attending Doctor

LUE?]ULﬁ‘IHéTmQJ / Hospital Stamp

MUTIGS / Date
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