
(To be �lled in block letters)DETAILS OF PRIMARY INSURED:

a) PolicyNo:

c) Company/TPA ID No:

d) Name : EMANELDDIMEMANTSRIFEMANRUS

e) Address :

City:

:DIliamE:oNenohP:edoCniP

DETAILSOFINSURANCEHISTORY:

a) Currently covered by any other Mediclaim/Health insurance: Yes No b) Date of commencement of �rst insurance without break: D D M M Y Y

c) If yes, company name: Policy No.

Sum Insured (Rs.) Yes No M M Y Y

Diagnosis : ___________________________________________________________________ Yes No

f) If yes, Company Name:

DETAILSOFINSUREDPERSONHOSPITALIZED:

a) Name: EMANELDDIMEMANTSRIFEMANRUS

sraey:egA)celameF:redneG)b YYMMDDMMYY

e) Relationship to Primary Insured:

f) Occupation:

g) Address (if di�erent from above):

:DIliamE:oNenohP:edoCniP

DETAILSOFHOSPITALIZATION:

a) Name of Hospital where Admitted:

b) Room Category occupied:

c) Hospitalization due to: D D M M Y Y

e) Date of Addmission: D D M M Y Y H H : HHYYMMDDMM : M M

i) I�njury give cause: Yes No

oNseYoNseY:ecilopotdetropeR)ii

DETAILSOFCLAIM

a) Details of the treatment expenses claimed: Claim Documents Submitted - Check List:
.sR:sesnepxEnoitazilatipsoH.ii.sR:sesnepxEnoitazilatipsoH-erP.i Claim Form Duly signed

.sR:tsoCpukcehC-htlaeH.vi.sR:sesnepxEnoitazilatipsoH-tsoP.iii Copy of the claim intimation, if any

.sR:)edoc(srehtO.iv.sR:segrahCecnalubmA.v Hospital Main Bill

Total Rs. Hospital Break-up Bill

syaD:doirepnoitazilatipsoH-tsoP.iiivsyaD:doirepnoitazilatipsoH-erP.iiv Hospital Bill Payment Receipt

Hospital Discharge Summary

b) Claim for Domiciliary Hospitalization: Yes No (If yes, provide details in annexure) Pharmacy Bill

Operation Theatre Notes

c) Details of Lump sum / cash bene�t claimed: ECG

.sR:hsaClacigruS.ii.sRhsaCyliaDlatipsoH.i Doctor's request for investigation

.sR:enecselavnoC.vi.sR:t�eneBssenllilacitirC.iiii Investigation Reports (including CT/MRI/USG/HPE)

.sR:srehtO.ivnoitazialtipsoHtsoP/erP.v Doctor's Prescriptions

.sRt�enebmuspmuL Total Rs. Others

DETAILSOFBILLSENCLOSED:

SL. No.

1 D D M M Y Y

2 D D M M Y Y

3 D D M M Y Y

4 D D M M Y Y

5 D D M M Y Y

6 D D M M Y Y

7 D D M M Y Y

8 D D M M Y Y

9 D D M M Y Y

10 D D M M Y Y

DETAILSOFPRIMARYINSURED'SBANKACCOUNT:

a) PAN: b) Account Number:

c) Bank Name and Branch:

e) IFSC Code:

(IMPORTANT:PLEASE TURN OVER)

Date:d) Have you been hospitalized in the last four years since inception of the contract?

e) Previously covered by any other Mediclaim/Health Insurance:

Male d) Date of Birth:

b) Sl. No./Certi�cate No:

City: State:

State:

Day care Single occupancy Twin sharing 3 or more beds per room

Other

)yficepSesaelP(deriteRtnedutSrekamemoHdeyolpmEfleSecivreS Other

Self Spouse Child Father Mother

Injury Illness Maternity d) Date o�njury/Date Disease �rst detected/Date of Delivery

:egrahcsiDfoetaD)g:emiT)f

(Please Specify)

Bill No. Date

h) Time:

Sel�n�icted Road Tra�c Accident Substance Abude / Alcohol Comsumption i) If Medico legal:

enicideMfometsyS)jdehcattaRIFeciloP&tropeRCLM)iii

Pre-hospitalization Bill: Nos.

Hospital Main Bill

Towards

Post-hospitalization Bill: Nos.

Pharmacy Bills

Issued by Amount (Rs)
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Attested photocopy of cancelled cheque / passbook copy*

Note: A per IRDA circular dated February 13, 2014,  all payouts to policyholders are to be made via the electronic mode  [NEFT] onlys .

d) Cheque/DD Payable details:
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TO BE FILLED IN BY THE INSURED
TheissueofthisFormisnottobetakenasanadmissiono�iability

CLAIM FORM FOR HEALTH INSURANC EPOLICIES OTHER THAN TRAVEL AND PERSONAL ACCIDENT
PART A



Date: D D M M Y Y Place Signature of the Insured

H
N

OI
TC

ESI hereby declare that the information furnished in this claim is true & correct to the best of my knowledge and belief. If I 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 for�eted. I also consent & authorise 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. I hereby declare that i have included all the bills / receipts for the purpose of this claim &
that will not be making any suplementary claim except the pre/post-hospitalization claim, if any In addition to postal or courier service, the Company may, at its discretion, use any electronic media/registered 
email ID for communicating with me/us.

SECTIONH -DECLARATIONBYTHEINSURED

SECTIONG-DETAILSOFPRIMARYINSURED'SBANKACCOUNT

SECTIONF-DETAILSOFBILLSENCLOSED

SECTION E - DETAILS OF CLAIM

SECTION D - DETAILS OF HOSPITALIZATION

SECTION C - DETAILS OF INSURED PERSON HOSPITALIZED

Indicate which bills are enclosed with the amounts in rupees

GUIDANCE FOR FILLING CLAIM FORM - PART A (To be �lled in by the insured)

b) Sl. No./Certi�cate No. Enter the social insurance number of the certi�cate number of
social health insurance scheme As allotted by the organization

.oNDIAPTehtretnE.oNDIAPTynapmoC)c License number as allotted by IRDA and printed in TPA
documents

TAMROFNOITPIRCSEDTNEMELEATAD
SECTION A- DETAILS OF PRIMARY INSURED

ynapmocecnarusniehtybdettollasArebmunycilopehtretnE.oNyciloP)a

a) Currently covered by any other Mediclaim / Health Insurance? Indicate whether currently covered by another Medicliam /
Health Insurance Tick Yes or No

emanelddiM,emantsriF,emanruSredlohycilopehtfoemanllufehtretnEemaN)d
edoCniPdnaytiC,teertsedulcnIsserddalatsopllufehtretnEsserddA )e

SECTION B - DETAILS OF INSURANCE HISTORY

ynapmocecnarusniehtybdettollasArebmunycilopehtretnEoNyciloP
seepurnIycilopehtrepsaderusnimuslatotehtretnEderusnImuS

tamrofyy-mm-ddesUecnarusnitsr�fotnemecnemmocfoetadehtretnEkaerbtuohtiwecnarusnitsr�fotnemecnemmoCfoetaD)b
llufninoitazinagroehtfoemaNynapmocecnarusniehtfoemanllufehtretnEemaNynapmoC)c

txeTnepOsliatedsisongaidehtretnEsisongaiD
e) Previously Covered byany other Mediclaim / Health

Insurance?
Indicate whether previouslycovered by another mediclaim /
Health Insurance Tick Yes or No

d) Have you been Hospitalized in the last four years since
inception of the contract? oNroseYkciTsraeyruoftsalehtnidezilatipsohrehtehwetacidnI

tamrofyy-mmresUnoitazilatipsohfoetadehtretnEetaD

emanelddiM,emantsriF,emanruStneitapehtfoemanllufehtretnEemaN)a
elameFroelaMkciTtneitapehtforedneGetacidnIredneG)b

llufninoitazinagroehtfoemaNynapmocecnarusniehtfoemanllufehtretnEemaNynapmoC)f

yficepsesaelp,srehtofi,noitpothgirehtkciTredlohycilophtiwtneitapfopihsnoitaleretacidnIderusnIyramirpotpihsnoitaleR)e
yficepsesaelp,srehtofi,noitpothgirehtkciTtneitapfonoitapuccoetacidnInoitapuccO)f

shtnomdnasraeyforebmuNtneitapehtfoegaretnEegA)c
tamrofyy-mm-ddesUtneitapfohtriBfoetaDretnEhtriBfoetaD)d

sserddaliam-eetelpmoCtneitapfosserddaliam-eretnEDIliam-E)i

edoCniPdnaytiC,teertsedulcnIsserddalatsopllufehtretnEsserddA )g
rebmunenohpelethtiwedocDTSedulcnItneitapforebmunenohpehtretnEoNenohP)h

noitpothgirehtkciTnoitazilatipsohfonosaeretacidnIoteudnoitazilatipsoH)c
d) Date of Injury / Date Disease �rst detected / Date of

Delivery tamrofyy-mm-ddesUetadtnavelerehtretnE

llufnilatipsohfoemaNlatipsohfoemanehtretnEderusnIerehwlatipsoHfoemaN)a
noitpothgirehtkciTdeipuccoyrogetacmoorehtetacidnIdeipuccoyrogetacmooR)b

tamrofyy-mm-ddesUegrahcsidfoetadretnEegrahcsidfoetaD)g
tamrofmm:hhesUegrahcsidfoemitretnEemiT)h

tamrofyy-mm-ddesUnoissimdafoetadretnEnoissimdafoetaD)e
tamrofmm:hhesUnoissimdafoemitretnEemiT)f

oNroseYkciTdel�sawtropereciloprehtehwetacidnIeciloPotdetropeR
oNroseYkciTdehcattaRIFeciloPdnatroperCLMrehtehwetacidnIdehcattaRIFeciloP&tropeRCLM

noitpothgirehtkciTyrujnifoesuacetacidnIesuacevigyrujnifI)i
oNroseYkciTlagelocidemniyrujnirehtehwetacidnIlagelocideMfI

)seulavesiapretnetonoD(seepurnIsesnepxetnemtaertsademialctnuomaehtretnEsesnepxEtnemtaerTfosliateD)a
oNroseYkciTnoitazilatipsohyrailicimodrofsimialcrehtehwetacidnInoitazilatipsoHyrailicimoDrofmialC)b

txeTnepOtneitapehtgnitaertnidewollofenicidemfometsysehtretnEenicideMfometsyS)j

llufnihcnarbknabehtfoedocCSFIhcnarbknabehtfoedocCSFIehtretnEedoCCSFI)e

Read declaration carefully and mention date (in dd:mm:yy format), place (open text) and sign.

)seulavesiapretnetonoD(seepurnIt�enebhsac/muspmulsademialctnuomaehtretnEdemialct�enebhsac/muspmuLfosliateD)c
noitpothgirehtkciTdettimbuserastnemucodgnitroppushcihwetacidnItsiLkcehC-dettimbuSstnemucoDmialC)d

knabehtybdettollasArebmuntnuoccaknabehtretnErebmuNtnuoccA )b
llufniknabehtfoemaNhcnarbehthtiwgnolaemanknabretnEhcnarBdnaemaNknaB)c

tnemtrapedxaT emocnIehtybdettollasArebmuntnuoccatnenamrepehtretnENAP)a

d) Cheque/DD payable details Enter the name o�ene�ciary the cheque/DD should be
made out to Name of the individual/organization in full

DECLARATION BY THE INSURED:

Page 2/2

HDFC Life Insurance Company Limited (HDFC Life). CIN: L65110MH2000PLC128245. IRDAI Registration No. 101. 
Regd. Off: 13th Floor, Lodha Excelus, Apollo Mills Compound, N.M. Joshi Marg, Mahalaxmi, Mumbai - 400 011. 
Call 022-68446530 (Call charges apply). Available Mon-Sat from 10 am to 7 pm. 
DO NOT prefix any country code e.g. +91 or 00 | Email – service@hdfclife.com | nriservice@hdfclife.com (For NRI customers only) Visit – www.hdfclife.com. 

With reference to recent regulatory changes, please submit PAN or Form 60 (if you do not have a PAN) with HDFC Life with immediate effect. Pls update  via My Account/
service@hdfclife.com/022-68446530/HDFC Life branch. Ignore if submitted.

NOTE


