Lo |
Liberty Gdneral Insurance Limited | | »’5’ |
10th Floor, Tower A, Peninsula Business Park, ( L b
Gan atraollKadam Marg, Lower Parel, Mumbai - 400 013 ‘ ‘ 1DCY ty ‘
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|
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I Jf ’* ****** (Standard Claim Form As prescFBedW IRD"A for Health Products) — — — — — — — T
| HEALTH CONNECT SUPRA POLICY \
o CLAIM FORM - ‘PABT A |

TO ﬁE FI‘LLED IN BY THE INSURED PERSON

(Th? issura of this form is not to be taken as an admission of liability) ‘ ‘ ‘

SECTION A - DETAILS OF PRIMARY INSURED ‘ ‘ ‘

a) Policy Number : ] | | \ b) SL No. / Cetificate No./ Claim Number (If any)

\ (To be filled in Block Letters)\

c) Cfmpﬁny / TAP ID No. : ’

d) Name : ’ | | ||

e)A‘ddres‘s: ’
N
pcity: [ ]
|

|

k) P‘n Cobe :

HEN L[]
HEEEN L[]
HEEEE L[]
HEEEE L[]
HEEEN L[]
HEEEN L[]
HEEEE L[]

m) Email [D

SECTION B : DETAILS OF INSURANCE HISTORY

a) Currenitly covered by any other Mediclaim / Health Insurance? [ Yes O No |

[e]e] [7]~] Iyl
oyifves, pompanyName:| | [ [ [ | [ [ [ [ [ [T T[T TT[]]

potopto:s [ [ [ | [ | | [ [ [ [ [ [ [ [ [ []]smmewes: [[]

d) Have you been hospitalized in the last four years since the inception of the contract? E] Yes [1 No Date :

diegross: [ [ | | [ [ [ [ [ [ [ [ [ [ [[[[[1TT[[]]]

|
|
e) P}eviohsly covered by any other Mediclaim / Health Insurance : [] Yes [ No \ \
Dtfpes.ompanyrame: | | [ | [ [ [ [ [ [ [T [ TT ] OITTTTTTTTTITITITIT T[]

SECTION C : DETAILS OF INSURED PERSON HOSPITALIZED ‘ ‘ ‘

aemed [ [ [ [ [ [T [T T TITTTTITITTRIMTITIITIITITITTT]]
b)Gendef: [ Male []Female  c)Age:Year |/ | /| Months [ ] ] |d)pateofsrit [ [ [V[/] [#]7]

e) Iﬂelatiﬂnship of Primary Insured : [] Self [ Spouse [ Child [ Father [ M?ther‘ [ Other (Please specify)

b) D‘ate or commencement of first Insurance without break :

v

|

I

f) O‘ccupftion: [] Service [] Self Employed [ Homemaker [ Student [ Retier [P Other  (Please specify) ‘
\

\

I

\

g) Address (If different from above) : ’ | | | | | | | | | |

| \ | \
L | [ |
E

HEEEEEN

ciy:[1']

[T TTTT] [ ]
LT [
LT [
HEEEEEEEEEEEN [ |
HEEEEEEEEEEEN [

[ |

[ [ [ [] we: |||
Pin Cohe ’ | | | | ﬁ’hone No : ’ | H
emaitp: | | | | | HIEEEE H

SECTION D : DETAILS OF HOSPITALIZATION ‘ ‘ |
| |
I 1

a) Name of the Hospitalwhereadmited: [ [ [ [ [ [ [ [ [ [T T T T T T T TTTTTTTTTTTTT]

b) RL)om Eategory Occupied : [] Day Care [ Single Occupancy [ Twin Sharing ' [ gor more

c) Hbspitélizationdueto: [ liness [ Injury  d) Date of Injury / Disease FirstDetdcted]’DateofDeIivery:’ | ‘ ’ | ‘ ’ | ‘

\
|
e)D\ateofAdmission:’ | ‘ ’ | ‘ ’ | ‘ Time:’ | H | ‘f)Daeof[Plscharge ’ | ‘ ’ | ‘ ’ | ‘ Time:mm
|
\
\
\

h) If‘lnjury(, give cause : [ Self Inflicted [ Road Traffic Accident O Substancfe / STJbstance Abuse or Alcohol Consumption
i) If I‘Vlediﬁo legal: [1 Yes [1 No j)Reportedto Police: [] Yes [ No k) I\rILC ITeport or Police FIR Attached : [] Yes [1 No
1) System of Medicine :

SECTION E : DETAIL OF CLAIM

a) Details of Treatment Expenses Claimed

Trade Logo displayed above belongs to Liberty Mutual and used by the Liberty General Insurance Limited under license.

Health Connect Supra Policy UIN : LVGHLIP16003V011516

Insurance is the subject matter of the solicitation.

\
1.‘ Pre Lospitalization Expenses : |NR_’ | | | | | | | ‘ ‘ E Hospitalization Expenses : INR. ’ | | | | | | | “
3.‘ Post‘ Hospitalization Expenses:|NR_’ | | | | | | | ‘ ‘ h Health Check Up Cost : INR. ’ | | | | | | | u
5/ Amblulance Charges : INR.’ | | | | | | | ‘ | b. Other (Code): INR. ’ | | | | | | | H
| | ot e L
_ ___ FeHyspiisationPeriod: _ Days [a || [v[v] [m[n] _ | _PostHospitaizationPeriod: _ Daye[ad] [/[v] [n][m] _
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Libehy Géneral Insurance Limited ‘ ‘
10th Floor, Tower A, Peninsula Business Park,

Gan atrathadam Marg, Lower Parel, Mumbai - 400 013 ‘ ‘
Phonme: +91 22 6700 1313 Fax: +91 22 6700 1606

Email: care@libertyinsurance.in

IRDA of Indfia registration number: 150 ® CIN: U66000MH2010PLC209656 |

“b) Claim for Domiciliary Hospitalization : [ Yes [ No (If Yes, provide details oh annexure)
c) DFtaiI Pf Lump Sum Cash benefit claimed: ‘ ‘

i ‘Hospftal Daily Cash : INR. ’ | | | | | | | ‘ ‘ ,I Surgical Cash :
iii‘ Criti‘cal liness : INR. ’ | | | | | | | ‘ ‘ "v. Convalescence :
v. Pre/Post Lump Sum : INR. ’ | | | | | | | ‘ vi. Other :

| | otal

Claim Documents Submitted Check List

\

[] Claim Form Duly Filled O Operation Theater Notes
O ‘Cop}‘/ of the Claim Intimation, if any d ‘ECG |
O ‘Hosﬁital Main Bill d ‘Doctor’s request for investigation ‘
[ |Hospital Break Up Bill [investigation Report (Including CT / MRI / USG / HPE) |
O ‘Hosq)ital Bill Payment Receipt q ‘Doctor's Prescription ‘
O ‘Hos;?ital Discharge Summary q ‘Others ‘
O ‘Phar‘macy Bill ‘ ‘ ‘
SECTION F : DETAILS OF BILL ENCLOSED | |
sI. No.| Bill No. Date Issued by | | Towards Amount (Rs.) ‘
| | | | Hospital Main Bill |
‘ ‘ ‘ "Pre Hospitalization Bills ‘
| | | | Post Hospitalization \
| | | | Pharmacy Bills |
I 1 i
| |1 | |1 \
T T 1
> | ] | | |Total |

PIeaFe atqach separate sheet for additional bills / receipt details ‘ ‘ ‘

SECTION G : DETAILS OF PRIMARY INSUREDS BANK ACCOUNT ‘ ‘ |

e [ [ [ [ [ [ [T T T[T T [ Jomcchunthumoer:| [ [ [ [ [ [ [ [ [T}
o BankName rgranch: | | | | | | | | | | | [ [ | [ 11T T 111 T[T T[T ]1]
\

d) Payable details : [ Cheque (1 DD [1 NEFT *Payableto | |

efscgode: | [ [ [ [ [ [ [T TTTTITTTTT]T 1 |
| \

SECTION H : DECLARATION BY THE INSURED

| hereby declare that the information furnished in this claim form is true & correct to the be‘st of ‘my knowledge and belief. If | have made any false or untrue statement,
suppressiq)n or concealment of any material fact with respect to questions asked in relation tp this Flaim, my right to claim reimbursement shall be forfeited. | also consent 4
authorize TPA/ insurance company, to seek necessary medical information / documents from any hospital / Medical Practitioner who has attended on the person against
whorh this\claim is made. | hereby declare that | have included all the bills / receipts for the purbose bfthis claim & that | will not be making any supplementary claim except thé
pre/post-hospitalization claim, if any.

et [T T[] e o |

‘ ‘ ‘ ‘ Signature of the Insured ‘

GUIDANCE FOR FILLING CLAIM FORM - PART A (To be filled in by the insured)

T ommeen

SECTION A - DETAILS OF PRIMARY INSURED

Trade Logo displayed above belongs to Liberty Mutual and used by the Liberty General Insurance Limited under license.

Health Connect Supra Policy UIN : LVGHLIP16003V011516

Insurance is the subject matter of the solicitation.

a) I?olicy‘ No. Enter the policy number ‘ ‘ As allotted by the insurance company ‘
I l | | I
b) SI. No. / Certificate No. Enter the social insurance number or the As allotted by the organization
| | certificate number of | | ‘
c) ﬁ:omprzny TPAID No. Enter the TPA ID No. License number as allotted by IRDA and printed in
‘ ‘ TPA documents. |
d) Name| Enter the full name of the policyholder]| Surname, First Name, Middle Name |
e)ﬁddrefss Enter the full postal address | | Include Street, City and Pin Code |

www.libertyinsurance.in



Libehy Géneral Insurance Limited

10th Floor, Tower A, Peninsula Business Park,
Ganpatrao Kadam Marg, Lower Parel, Mumbai - 400 013
Phone: +9]1 226700 1313 Fax: +91 22 6700 1606
Email: care@libertyinsurance.in

IRDA of Indfia registration number: 150 ® CIN: U66000MH2010PLC209656 |

General Insurance..

SECTION B - DETAILS OF INSURANCE HISTORY

Health Connect Supra Policy UIN : LVGHLIP16003V011516

a) Cturrehtly covered by any other Mediclaim / Health
Ipsura‘nce?

Indicate whether currently coverdd by Enother

Mediclaim /Health Insurance ‘

Tick Yes or No

|
b) 6ate of Commencement of first Insurance without
qreak‘

| |
Enter the date of commencement of first insurance

Use dd-mm-yy format

c) CEommey Name

Enter the full name of the insuraqce cqmpany

Name of the organization in full

F"olicy‘ No.

Enter the policy number | |

As allotted by the insurance company

| I
Sum Insured
| |

I I
Enter the total sum insured as per the policy
| |

In rupees

d) Have ‘you been Hospitalized in the last 4 years

Bate
iagnosis

|
Indicate whether hospitalized in the last 4 years
Enter the date of hospitalization ‘ ‘
Enter the diagnosis details

Tick Yes or No
Use mm-yy format
Open Text

e) ﬁ’revi&usly Covered by any other Mediclaim /
l-‘lealﬂ“u Insurance?

Indicate whether previously covel’ed bi/ another

Mediclaim/ | |

Tick Yes or No

\ \
f) Company Name

I I
Enter the full name of the insurance company

SECTION C - DETAILS OF INSURED PERSON HOSPITALIZED

Name of the organization in full

a) Namel Enter the full name of the patient Surname, First Name, Middle Name
b) Gendgr Indicate Gender of the patient | | Tick Male or Female |
c) Arge ‘ Enter age of the patient ‘ ‘ Number of years and months ‘

d) H)ate ?f Birth

Enter Date of Birth of patient | |

Use dd-mm-yy format

e) F‘Qelati‘onship to primary Insured
| |

Indicate relationship of patient wi{h poficyholder
| |

Tick the right option. If others, please specify.

f) dccupgtion

Indicate occupation of patient ! !

Tick the right option. If others, please specify.

g) Addregs

Enter the full postal address

Include Street, City and Pin Code

h) Phoné No.

Enter the phone number of patiefit |

Include STD code with telephone number

a) Name of Hospital where admitted
| |

Enter the name of hospital

i) Etmail ID Enter e-mail address of patient Complete e-mail address
SECTION D - DETAILS OF HOSPITALIZATION

Name of hospital in full

b) &oom‘ category occupied

Indicate the room category occup‘ied

Tick the right option

c) Illospilalization due to

Indicate reason of hospitalization‘ ‘

Tick the right option

d) ﬁ)ate $f Injury/Date Disease first detected/ Date of
D‘elive‘ry

Enter the relevant date ‘ ‘

Use dd-mm-yy format

1 I
e) Date of admission

Enter date of admission

Use dd-mm-yy format

f) T‘me !

Enter time of admission

Use hh:mm format

g) Ij)ate ¢f discharge

Enter date of discharge \ \

Use dd-mm-yy format

a) q)etail‘f: of Treatment Expenses

patient

Enter the amount claimed as treqtmen’l expenses

h) Time | Enter time of discharge | | Use hh:mm format |

i) If|Injury give cause Indicate cause of injury Lo Tick the right option |
If Medico legal Indicate whether injury is medico'legal Tick Yes or No
Reported to Police Indicate whether police report was fileéi Tick Yes or No

LC Report & Police FIR attached Indicate whether MLC report and|Police FIR attached | Tick Yes or No \

) Sklstenj"n of Medicine Enter the system of medicine follwedl|in treating the | Open Text |

SECTION E - DETAILS OF CLAIM
|

In rupees (Do not enter paise values)

b) ﬂ:laim‘for Domiciliary Hospitalization

Indicate whether claim is for dom‘iciliarP/
hospitalization

Tick Yes or No

c) Ij)etailis of Lump sum/ cash benefit claimed

Enter the amount claimed as Ium‘p surh/ cash benefit

In rupees (Do not enter paise values)

d) ¢laim|Documents Submitted-Check List

SECTION F - DETAILS OF BILLS ENCLOSED

Indicate which bills are enclosed with the amounts in rupees

Indicate which supporting documgnts dre submitted

SECTION G - DETAILS OF PRIMARY INSURED’S BANK ACCOUNT

a) PAN

Enter the permanent account number

Tick the right option

As allotted by the Income Tax department

b) Accou‘nt Number

Enter the bank account number ‘ ‘

As allotted by the bank

c) Bank Name and Branch

Enter the bank name along with the branch

Name of the Bank in full

d) q:heql?e/ DD payable details

Enter the name of the beneficiaq the ﬂ:heque/ DD
should be made out to

Name of the individual/ organization in full

e) IFSC Eode

SECTION H - DECLARATION BY THE INSURED

Enter the IFSC code of the bank bran&h

ReFd dﬁclaration carefully and mention date (in dd:mm:yy format), place (open text) an? sigq.

IFSC code of the bank branch in full

Trade Logo displayed above belongs to Liberty Mutual and used by the Liberty General Insurance Limited under license.

Insurance is the subject matter of the solicitation.
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I \
Libehy Géneral Insurance Limited ‘ ‘ P~ ‘
10th Floor, Tower A, Peninsula Business Park,
Gan atrathadam Marg, Lower Parel, Mumbai - 400 013 ‘ ‘ ‘
Phonme: +91 22 6700 1313 Fax: +91 22 6700 1606 r’ T
Email: care@libertyinsurance.in General Insurance..

IRDA of Indfia registration number: 150 ® CIN: U66000MH2010PLC209656 | |

- - — 0 - - - - — = = HEALTH CONNECT SUPRA POLICY  ~— ~— — — — — — — -+ -
o CLAIM FORM - PART B
TO ?E FI‘LLED IN BY THE HOSPITAL ‘ ‘ (To be filled in Block Letters)‘

The issue of this form is not to be taken as an admission of liability
Plea{se inblude the original preauthorization request form in lieu of PART A \ \ \

o \

a) Neme bt Hospial: [ | | HENLEEEEEEEEEEEEEEE e N

b)Hpspital D: | | [ | | | ©) Type of Hospital : [] Network ] Non Network ~(If Non Network fil Sec E)

LI LI
LT
aNamepthetreatingDoctor: [ | | | [ [ [ [ [T T [ [ [ PO TTTIITITTTITIITTTT]
HEEEEEEEEEE
HENEN

e)(%ualifitfation: ’ | | | | ‘ ‘f) R?gistration No. with State Code:’ | | | | | | | | | “
g)PhoneNo:’ | | | | ‘

| | |
o \
sywamegttnepaven | [ [ | | | | | | [ [ 1 T[T T[] T T T T T ITTI]]
b) IR Regjstration numoer: [ [ [ [T [ [ 1] c)Gender: [1 Male [I Female d) Age : Year |:|:] Months D:ﬂ
) Dpte of Brith : m f) Date of Admission : D:I:I:I:IE g) Time of Admission : D:]D:] |
h) Dte of Discharge m i) Time of Discharge:D:]D:] j) Type of Admission : [ Emergency (] Planned [ Day Care [ Maternity
k) If‘Mate(nity: i. Date of delivery : D:I:I:I:Ij ii. Gravida Status : h | 1 | | | | | | | | | | | | | | | | | | \‘

) Stftus Tt time of Discharge : [ Discharge to Home [ Discharge to another H spitaw [] Deceased

m) Total Claimed Amount : ’ | | | | | | | | | | | | | | ‘

SECTION C : DETAILS OF AILMENT DIAGNOSED ‘ ‘

T

\

|

\

Ailant I%iagnosed (Primary) ICD 10 Codes Code & Description D?tails Pf Procedure/s done ICD 10 Codes Code & Description ‘

i) r’rimﬁry Diagnosis ’ | | | | | | ‘ i) Ifrocepure 1 ’ | | | | | | ‘ ‘

|

< ii)‘Code‘s Description ’ | | | | | | ‘ ii)) ‘Code‘ & Description ’ | | | | | | ‘ |

| | \

i} Addifional Diagnosis | | | [ | [ [ | iii Procgdure 2 LT T TT T 1] [

|

iv) Code Description ’ | | | | | | ‘ iii) Code & Description ’ | | | | | | ‘ :

|

v)\Co—rﬁorbidities ’ | | | | | | ‘ iii)‘ Procédure 3 ’ | | | | | | ‘ ‘

| | |

Pre-Futh?rization obtained : [1 Yes [1 No Pre-authorization Numl?er : ‘ ’ | | | | | | | | | | | | | | | | | “

Hos italiﬁation due to Injury : [1 Yes [1 No (IfYes, give cause) O Self—inﬂict?d ‘[] Road Traffic Accident [[] Substance abuse/ alcohol consumptioT
Reported to Police : [J Yes [J No

Med‘ico Légal : [ Yes [ No ‘ ‘ ‘

FIRpo: | ’ | | | | | | | | | ‘ vi) If not reported to police give reason : | |

If injury duie to Substance Abuse / Alcohol consumption test conducted to establish this? {1 Yds [ No
If YES please attach Report

o) |

If authorization by network hospital not obtained, give reason

Trade Logo displayed above belongs to Liberty Mutual and used by the Liberty General Insurance Limited under license.

\

|
€ Note : Fof details of Claim Documents to be submitted, please refer checklist | |
N B
§ O ¢Iaim\From Duly Singed \ \ [] Investigation reports \ %
§ O @riginbl Pre-Authorization Request ‘ ‘ [1 CT/MRI/USG /HPE investigation reports ‘ E
z 1 Copy bf Pre-Authorization Approval Letter | | [1 Doctor’s reference slip for investigation | %
©°
?;‘,; 1 Copy pf photo ID card of patient verified by Hospital | | ] ECG | j’:;
é [ Hospital Discharge Summary | | [] Pharmacy bills | %
% [1 Qpergtion Theater Notes | | [] MLC report & Police FIR | g
£ O I-\-IospiTaI Main Bill ‘ ‘ [ Original death summary from hospital where applicablé =

_____ _0 Hospital Break-vpBl _| _| __ __ [J Anyother pleasespecify 1

www.libertyinsurance.in



I
Libehy Géneral Insurance Limited ‘ ‘
10th Floor, Tower A, Peninsula Business Park,

Gan atraollKadam Marg, Lower Parel, Mumbai - 400 013 ‘ ‘
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General Insurance..

|

\
L1berty |

|
R 0. o o o erwors osrr. R 3 S T

(Onlil fill fn case of non - network hospital) ‘ ‘
| [ [T TTT]

a) Address of Hospital | [ | | | [ [ [ ]
HENEEEEEEEE
RN

L]

Registration No with State Code :

(1]
EEEEN |
(LI LTI ITIT] sy
EEERE
EEEN
EREE

| 1]
Pi‘n Co<‘:le: ’ | l |
[ 1] s
e [ [ ] ||l||||||||||l|||||||||||||
-
We heretiy declare that the information furnished in this Claim Form is true and correct tb the\best of our knowledge and belief. If we have made any false or untrué

[ | |

(T T TTL] [] |

ol [ | [T T TTT] |

fhoneo.:| [ | [ [ [ [T ][]0 L[] ]

d) Hospital PAN : e) No, of Inpatient beds : D:Ij f) Facmtle in the Hospital : i) OT : [ Yes [] No ii) ICU :[]Yes[] No

iii)&ther:‘ [ ] | |
state‘men‘t, suppressed or concealed any material fact, our right to claim under this Policy shall be forfeited.

|
| ]
[ |
-
]
|
|
|

Seal & Signature of the Hospital Authority

Trade Logo displayed above belongs to Liberty Mutual and used by the Liberty General Insurance Limited under license.

Health Connect Supra Policy UIN : LVGHLIP16003V011516

Insurance is the subject matter of the solicitation.
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