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Claimant Details

Claim Details

Claim Cost Details

Bank Details
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"Receipt/Submission of this form does not amount to any liability or admission under the claim on the part of the insurance company. ”

GROUP MEDICAL INSURANCE REIMBURSEMENT CLAIM FORM
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11. Date of Treatment From To 12. Country Of Treatment 0

13. Name Of The Hospital/Clinic (Where Treatment Was Availed) ‘
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14. Brief Description Of Nature Of Ailment/Diagnosis (Mandatory)
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We hereby authorise National Life and General Insurance Company SAOC to transfer the claim amount payable if any under this claim to my bank account mentioned below.

15. Payment details for Bank Transfer:
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Please recheck the Bank Account details before submission. The employee/Claimant shall be responsible for wrong bank transfers affected due to incorrect Bank details provided by him/her.

18

For office use o+iSl plasiwdU

Claim No. aJuall <3,

Batch Ref. dzsai 5,0

EXChange Rate wmall Jass oo

L] of &L bl eadiy olid Al b aily 181 dLolSy Ao odel Lgrings @ (il ULl Z8LS ol S5l dullall oio gads o6 wudyl il (di 11 e iy paayll yoe oS 15]) 050l g of uyll gy /ey pasrll LT 2S5 13gs

eibolosliel i diaan ol o plais

a5l e Joadl (arg o) aliSs of pgpub plelly BLdl Lo pralill duibogll Al posdl 1igs oralill das Lgule s oIl AR 6 pds ladwy dgwd Gilis ¥

U35 e pgph plally 8L Le prolill duibogl AS,sblf (o Aablgo dolic yrins ¥ ol .. Lgd bashll claisullgfby Lot oin pdliwl ob 3 ClIAT Adlinl ol Aokl Lgiloss: gadty caald Aulasunlpos s 5S1paleiinalpmyle
oolill A2y plS Ty Jog s dilyag e e sl 2S5 Lo, Adlally Glois dublas] cloglen gl culla gl (b of Joud Lgd Gomag.

| confirm | am the patient/patient’s spouse or guardian (if patient under 16 years of age) and

wish to claim benefits and declare that all the particulars given above are to be correct and complete.

| agree that if | had made or will make false statement or suppression or concealment, of material information relating to the claim my right to claim under the policy shall stand forefeited. |
hereby consent and authorise National Life or its TPA (if any) to seek medical information and obtain documentary evidence from any hospital/clinic/medical practioner/lab/diagnostic
centers/pharmacy, who have attended or extended medical services to the patient. | also agree that the receipt of this claim form/supporting documents etc does not constitute an agreement
by National Life of the claim and National life reserves the right to process or reject or require additonal information in respect of the claim. lam also aware of the policy terms, conditions and exclusion.

In Patient Claim/Day Care - Documents Required
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