[image: image1.jpg]AT SR
National Insurance





[image: image2.jpg]AT SR
National Insurance





NATIONAL INSURANCE COMPANY LIMITED

   Registered & Head Office :3, Middleton Street, Kolkata 700 071.
DOMICILIARY HOSPITALISATION/ OPD BENEFIT POLICY

CLAIM FORM

YOU ARE ADVISED TO FILL EACH AND EVERY COLUMN OF THIS CLAIM FORM and give all information correctly and completely to enable the company to process your claim promptly.
1.
Name of the Insured: 


2.
Details of the insured person 


(in respect of whom claim is made)

a) Name of an employee     :   

b) Contact Number    : 

c) E-Mail Address     :  

3.        PHS ID : 

4.       Employee ID :  

5.      Details of the Reimbursement Submitted:   (As per Annexure 1)
I hereby warrant the truth of the foregoing particulars in every respect and I agree that if have made or shall make any false or untrue statement, suppression or concealment, my right to claim, reimbursement of the said expenses shall be absolutely forfeited. I further declare that, In respect of the above treatment, no benefits are admissible under any other Medical Scheme of Insurance.

Dated:

Signature of Employee

………………………………………………………………………………………………………

Acknowledgment by the Third party Administrator
Name & Signature of the TPA representative:

Date of Receiving Claim: 

Total Claim Amount:

Annexure 1
I have incurred Rs _______   on the OPD treatment /bills as per the details given by me in the Schedule of Expense given below. 
Details of  Bills Submitted 
	Patient’s Name 
	Relationship
	Date
	Type of Expense
	Amount ( Rs)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	











Total: 



Name:

PHS ID : 
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