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510, Surya Kiran Building, 
K. G. Marg, New Delhi – 110001

Tel. No.91-011-43592999 (10 lines), 
Fax. 91-011-43592925, 
Email: info@focushealth.in   
CLAIM FORM
Policy No: ____________________________________________________ID Card No:__________________________

Name of the Insurance Company: ______________________________________________________________________ 

Name of the Proposer : _______________________________________ Name of the Claimant:____________________

Address: __________________________________________________________________________________________

Contact No.:______________________________ E-mail: __________________________________________________

Name of the patient: ________________________Relation with Claimant:_______________ Age: _________Sex: M / F  

Date of injury sustained or Disease first detected: _________________________________Date:____________________

Hospital Name and address: ___________________________________________________Regd. No.: ______________ 

Name of attending Doctor:___________________________________________________ Regd. No.: _______________
Admitted on: Date ______________ Time _____________ Discharged on: Date _______________ Time ____________

IPD No./ File No.:_________________________ Room No.: _____________Type of Room: ______________________

Total Amount Claimed: Rs.___________________________________________________________________________

Whether Cashless Facility / claim availed earlier, if yes please provide details:___________________________________
Previous coverage details, if any:_______________________________________________________________________

Nature of claims:  a. Hospitalization (    )   b.  Pre / Post Hospitalisation (    )   c. Domiciliary (    ) 

Declaration: I hereby declare that above particulars are true to the best of my knowledge. I agree that the reimbursement of the above expenses may be forfeited incase of any FALSE / UNTRUE statement or if there is suppression / concealment of any material information to this effect.  

Signature (Insured / Claimant)

In support of the above claim, Please enclose the following documents, in original: -
· ​Photocopy of Cashless Smart Card.

· Completely filled and signed claim form. 

· Original detailed Discharge Summary.

· Final bill of the hospital and the payment receipts in original.

· Package Break-up details, (if applicable)

· All investigation reports in original. 

· All medicines bills with supporting prescriptions in original.

· Record of treatment taken in Pre & post hospitalisation periods, if any.

· Hospital Registration Certificate with local Government authorities.

