
Tata AIG General Insurance Company Limited
(Hereinafter called “Tata AIG” or “the Company”, whichever is applicable)

Ahura Centre, 4th Floor, 82 Mahakali Caves Road, Andheri East, Mumbai 400 093

Tel: 91-22-5693 0000   Fax: 91-22-5693 8265   Email: HealthServices@Tata-AIG.com
GROUP HEALTH SERVICES PLAN CLAIM FORM

1. The issue of this form is not to be taken as an Admission of Liability

2. The benefits payable would be as per the terms and conditions of the Group Health Services Policy

3. This Claim form needs to be signed and attested by the Employer/Policyholder

4. Incomplete form or omission of required information may cause delay in processing

5. This form and relevant medical receipts must be submitted to Tata AIG within 3 months from the claim incurred date. Otherwise, the claim shall be declined for reimbursement.

PART – I (To be completed by Insured Employee/Member
	Name of the Employer/Group Policyholder: 


Policy No: 


                New Claim       (
Name of the Insured Employee/Member:


Insured Employee/Member’s ID no: 
                Further Claim   (
Date of Birth (MM/DD/YY):




Gender:  (   Male  (   Female
Date of Employment (MM/DD/YY):



Date of Insurance Participation (MM/DD/YY):

______________________________________________________                 ___________________________________              ___________________________________
Authorised Signature of Employer/Group Policyholder           Company’s Stamp                                     Date (MM/DD/YY):


	Name of the Patient:                                                     Patient’s ID no:                                                     Gender:  (  Male  (   Female 

Patient’s Date of Birth (MM/DD/YY):
                        Relationship with the Insured Employee/Member:

	Are you/the claimant making claim from other insurers or institutions (including government / welfare schemes) 

for the same hospitalisation ? If Yes, please provide the name of institution and your policy no:

Have the claimant had any prior treatment for this or related conditions? If yes, please provide the name, address and telephone no. of the attending doctor




	Name of the Hospital/clinic                                      Type of Provider:   ( Network ( Non-network                 Pre-authorised:  ( Yes  ( No


Expense Break up (amount in Rs):


         

 



                                         
	1. Room & Board Charges:

    ( Class A: [Air-conditioned Single room upwards]                   ( Class C: [Non Air-conditioned single or Air Conditioned two-bed room]

( Class B: [Air-conditioned single room]                                 ( Class D: [Non Air-conditioned more than three-bed room]
	

	2. Doctor / Specialist fees (Visit/Consultation only):
	
	7. Medicines:
	

	3. Surgeon’s Fees:
	
	8. Diagnostic Investigations & Reports:
	

	4. Anaesthetist’s Fees:
	
	9. Ambulance Charges:
	

	5. Operation Theatre Charges:
	
	10. Others (specify):
	

	6. Operation Theatre Consumables:
	
	Total: 
	Rs.


In support of the above claim following ORIGINAL documents should be submitted. Please tick (() the documents submitted.









Enclosed

1. Provider Bills, Payment Receipts with revenue stamps. 







(
2. Discharge Card/Summary of procedure from the Provider signed by the attending Medical Practitioner. 



(
3. Cash memos, bills, receipts from the Provider / Chemist(s)/ supported by the proper prescriptions. 




(
4. Diagnostic test reports from a Diagnostic centre supported by request note from the attending Medical Practitioner / Surgeon.

(
5. Surgeons certificate stating nature of operation performed and surgeon’s bill and receipt. 




(
6. Attending Doctor’s / Consultant’s / Specialist’s / Anesthetist’s bills, receipts and certificate regarding diagnosis. 



(
DECLARATION AND AUTHORISATION

	I/We hereby declare and agree that any personal information collected or held by the Company (whether contained in this application or otherwise obtained) is provided and may be held, used, and disclosed by the Company to individuals/organizations associated with the Company or any selected third party (within or outside of India, including reinsurance and claims investigation companies and industry associations/federations) for the purposes of processing this claim and providing subsequent services for this and other financial products and services, direct marketing, and data matching, and to communicate with me/us for such purposes. 

	IN CASE THE PROPOSED INSURED IS ILLITERATE/NON-ENGLISH SPEAKING: The thumb impression of the Proposed Insured should be attested by a person of standing whose identity can easily be established and this declaration should be made by him.

 I __________________________________________(name) with (Identity type) 

(Identity number)                , hereby declare that I have explained the contents of the application form to the Proposed Insured in language and that I have read out to the Proposed Insured the answers to the questions dictated by the Proposed Insured and that Proposed Insured has affixed his thumb impression on the application form after fully understanding the contents thereof.

Signature of Witness :___________________________________________ 

Date (MM/DD/YY): _____________________________________





	I/We hereby irrevocably authorize (i) any organization, institution, or individual that has any record or knowledge of my/the Insure(s)’s health and medical history or any treatment or advice and that has been or many hereafter be consulted to disclose to the Company such information. This authorization shall bind me/the Insured(s)’s successors and assigns and remain valid notwithstanding my/the Insured(s)’s death or incapacity in so far as legally possible. A Photocopy of this authorization shall be valid as the original. (ii) the Company or any of its approved medical examiners or laboratories to perform the necessary medical assessment and tests to underwrite and evaluate my/the Insured(s)’s health status in relation to this application and any claim arising therefrom. These tests may include, but are not limited to, tests for cholesterol and related blood lipids, diabetes, liver or kidney disorders, acquired immunodeficiency syndrome (AIDS), infection by any human immunodeficiency virus (HIV), immune disorder or the presence of medications, drugs, nicotine or their metabolites.

 ___________________________________                     ___________________________________                        __________________________________

Signature of the Insured Employee/Member                   Signature of Claimant 18 Years of Age or Over                        Date (MM/DD/YY): 




PART- II CERTIFICATE OF MEDICAL PRACTITIONER (To be completed by the Attending Medical Practitioner)

	Patient Name:                                                              Age:                                                    ID. No: 



	Name of Hospital/Clinic:                                                                     Date of Admission (MM/DD/YY): 

                                                                                                       Date of Discharge (MM/DD/YY):

	Diagnosis / Nature of disease / Injury:                                                Date of Diagnosis:

Treatment / Surgical Operation given to the patient:                            Date of Surgery:

 



	Date of symptom first appeared (MM/DD/YY):



	Date of first consultation for this condition or related illness (MM/DD/YY):



	If the hospitalization is due to accident, please state the date and how it happen:



	Has the patient ever had the same or similar conditions or symptoms relating thereto? 

If Yes, please provide the name, address and telephone no. of the attending doctor 



	To the best of your knowledge, how long do you think that illness existed prior to your diagnosis?



	Is the patient referred by another doctor? 

If Yes, please provide the name, address and telephone no. of the referral doctor 



	Was the condition caused by or in anyway associated with the conditions mentioned below?



	Conditions

a. The influence of drugs or alcohol intake?

b. AIDS, venereal disease or sexually transmitted disease? 

c. Infertility or sterilization? 

d. Cosmetic or plastic surgery? 

e. Mental or nervous disorder? 

f. Congenital deformities or anomalies? 

g. Suicide, insanity or self-inflicted? 

h. Correction of eye sight? 

i. Pregnancy or childbirth? 


	( Yes            ( No

( Yes            ( No

( Yes            ( No

( Yes            ( No

( Yes            ( No

( Yes            ( No

( Yes            ( No

( Yes            ( No

( Yes            ( No



	Are you related to the Insured Member?        ( Yes            ( No


	


________________________________________                                    
__________________________________________

Name of Attending Medical Practitioner (in print)
Signature of Attending Medical Practitioner

(Qualifications & Registration No.):                                                     

Address:            

Tel: (area code)-                                                                                          

Fax/email/mobile:
Date (MM/DD/YY):



 

PROVIDER NAME:

Registration No.

Address:                                                                                                    PROVIDER STAMP

Tel: (area code)-

Fax/email/mobile:

FOR OFFICIAL USE ONLY:


Claim No. ________________     Policy No. ____________________   Certificate No. ____________      Plan No.__________________


Policy Valid from_____________ to__________











Registered Office: Bombay House, 24 Homi Mody Street, Mumbai – 400 001

