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CRITICAL ILLNESS 7/ DISABILITY CLAIM INTIMATION FORM

Name of the Life Assured:

Policy Numbers :

Name, Address and telephone number of
claimant:

Relation to Life Assured:

Name of illness (For Critical lliness):

Cause and nature of disability:

Date of occurrence of event:

Details of doctors/ hospitals where diagnosis and treatment was carried out:

Name of hospital/doctor Address and tel no of doctor Dates of consultation /admission
and discharge

(Signature / thumb impression of the claimant) (Date)

In case of thumb impression of the claimant, please provide the name, signature, address & phone
number of the person filling the form

(Name) (Signature)

Address & Phone number:

HDFC Standard Life Insurance Company Limited 1

Correspondence Address: 11th Floor, Lodha Excelus, Apollo Mills Compound, N.M.Joshi Road, Mahalaxmi, Maharashtra,
Mumbai - 400 011, Toll free (BSNL/MTNL): 1800227227 Local Call: 60009191
Regd. Office: Ramon House, H.T. Parekh Marg, 169, Backbay Reclamation, Churchgate, Mumbai 400 020, INDIA.
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