Aditya Birla Sun Life ADITYA BIRLA

Insurance Company Ltd. CAPITAL
LIFE INSURANCE

REQUEST FOR CASHLESS HOSPITALISATION FOR MEDICAL INSURANCE POLICY

PLEASE FAX / SCAN PAGE 1ONLY TO BE FILLED IN BY THE INSURED

NameoftheHospital:[ [ [ | [ [ [ [ [ [ [T T [ [TTTTTITTTTTTTTTIITTTTTT]
Hospitallocation:| | [ [ | [ [ [ [ [ [ [ [T [ [T/ TT P PTTIITIITTTTIIIT]]

Hospital ID:| [ [ [ [ | | | | [ | HospitalFaxNo.:| | [ [ [ [ [ [ [ ||

Hospital PhoneNo.:[ [ T T T T T T 1]

DETAILS OF THIRD PARTY ADMINISTRATOR

a) NameofTPA/Insurancecompany: | [ | [ | [ [ [ [ [ [ [ [ [ [T ][/ QP[P TP []]

b) TollFreePhoneNumber:| | | [ [ [ [ [ | | | © FAXNumber:| | [ [ [ [ [ [ | [ |

TO BE FILLED BY THE INSURED / PATIENT

a) NameofthePatient:( [ [ [ [ [ [ [ [ [ [ [ [ [T T T[T TTITTLILILILILLTT]
b) Gender:Male[ | Female[ | c¢) Age:[ [ | Years[ | |Months d) Dateofbirth:[ [ [ [ [ [ ] ]]
e) Contactnumber:| | [ [ [ [ | [ [ | | f) InsuredCardIDNumber:| | | [ | [ [ [ | | |

g) Policy number /Nameofcorporate:| | [ | [ [ [ [ [ [ [ [ [ [ [ [T [T [T PP IP]]][T]]

h) EmployeelD:[ | [ [ | [ [ [ [ ] ]

i) Currently do you have any other Mediclaim / Health Insurance: Yes| | No| |

CompanyName:| [ [ | [ | [ [ [ [ [ [ ][I/ [[TTTIPITTLIIITTITTTT]

Givedetails: | | [ [ [ [ [ [[ [T [T [T TTTIITTITTITITIITITIITITITTIT]
j) Do you have a family physician: Yes[ | No|[ |

k) Nameofthefamilyphysician: | | [ | [ [ [ [ [ [ [ [ [ [ [T [T /[P [T JT P ]I T[]

) Contactnumber,ifany:[ | | [ [ [ | [ | | |
(PLEASE COMPLETE DECLARATION ON THE REVERSE SIDE OF THIS FORM)

TO BE FILLED BY THE TREATING DOCTOR / HOSPITAL

a) Nameofthetreatingdoctor:| | [ | [ | [ [ [ [ [ [ [ [ [T [T /[ /[T ]I I TP ]I T]]]

b) ContactNumber:[ [ T T [ [T T T

c) Name of ILLNESS / Disease with presentingcomplaints: | [ | [ [ [ [ [ [ [ T [ [ [ [ T 111 [ 1]1]]
d) Relevantclinicalfindings:[ | | [ [ [ [ [ [ [ [ [ [ [T [ [T [ [TTTTITTTTITT]T[]

e) Duration of the present ailment:[ | [ |Days Date of Consultation:[ [ [ [ [ [ [ [ ]

Past history ofpresentailmentsifany | [ | [ [ [ [ [ [ [ [ [ [ [ [ [ [T [T P T[T []]

f) Provisionaldiagnosis:| | [ | [ [ [ [ [ [ [ [[[[[[[ [ [ ]wp10Code:| [ [ ][] [][]]]

g) Proposed line of treatment:
Medical Management [ | Surgical Management | | Intensive care[ | Investigation[ | Non- allopathic treatment| ]

h) If investigation & / or Medical Managementprovidedetails: | | [ [ [ [ [ [ [ [ [ [ T T [ [ [ [ 1]1]]
Routefdrugadministration:[ [ [ [ [ [ [ [ [ [ [ [ [ [ [ [ [ [ [[[ [P [T T T[]




i) IfSurgicalnameofsurgery:| [ | [ [ [ [ [ [ [ [ [ [ [ ][ [ ] ]tip10Codel | [ [ ][] [ ]]]

j) Ifothertreatmentsprovidedetails:| | | [ [ [ [ [ [ [ [ [ [ [ [ [ [ [ [ [ [ T[] [][]
k) Howdidinjuryoccur:[ [ [ [ [ [ [ [ [ [ [ [ [T T T TP TTTTIITTILILLLILTT]
) Incase of accident: i) Isit RTA: Yes| | No[ | ii)DateofInjury: [ [ T [ [ [ [ ] ]

iii) Reported to Police: Yes| | No[ | iv)FIRNo.:[ [ [ ]

v) Injury/Disease caused due to substance abuse/alcohol consumption: Yes|[ | No[ |

vi) Test concluded to establish this: Yes[ | No[ |
M) In case of Maternity: G| | P[ | L[ | A[ ] Dateof Delivery:[ [ [ [T [ T 1]

DECLARATION:

I/We hereby
¢ Declare that the details provided as above are correct andcomplete.

o Authorize BSLI to process the proceeds under the death claim of the aforesaid policy/s through EFT to the
above mentioned account details

e Agree to not hold Birla Sun Life Insurance Company Limited or its associate / agent responsible in case of
any non credit to my bank account or if the transaction is delayed or not effected at all for reasons of error/
misrepresentation/incomple/tinecorrectinformation furnished by me in this EFT mandate.

PEP - State whether the Policy owner is a Politically Exposed Person Yes| | No[ |

PEP. "Individuals who are or have been entrusted with prominent public functions, for example Heads of State or
government, senior politicians, senior government, judicial or military officials, Senior executives or state - owned
corporation and important political part officials. Business relationship with family members or close associates
of PEP's involving reputation risk is similar to those with PEP's themselves".

DECLARATION BY THE INSURED:

| hereby declare that the information furnished in this claim form is true & correct to the best of my knowledge
and belief. If | have made any false or 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. | also
consent & authorize TPA / insurance company, to seek necessary medical information / documents from any
hospital/ Medical Practitioner who has attended on the person against whom this claim is made, | heareby
declare that | have included all the bills/ receipts for the purpose of this claim & that I will not be making any
supplementary claim except the pre/post-hospitalizationclaim, if any.

Date:| | [ [ [ [ [ ]| Place:
Signature of the Insured
“The Trade Logo “Aditya Birla Capital” Displayed Above Is Owned By ADITYA BIRLA MANAGEMENT ADITYA BIRLA
CORPORATION PRIVATE LIMITED (Trademark Owner) And Used By ADITYA BIRLA SUN LIFE INSURANCE
COMPANY LIMITED (ABSLI) under the License.” c A p I TA L

Aditya Birla Sun Life Insurance Company Limited Registered Office: One World Centre, Tower 1, 16th Floor,
Jupiter Mill Compound, 841, Senapati Bapat Marg, Elphinstone Road, Mumbai - 400 013. IRDAI Reg No.109 | LIFE INSURANCE
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