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*%(Checklist**

Original Discharge Card

Photo 1d Proof of Patient & policy Holder
( If minor ,Birth Certificate required)

Original Cheque with Printed Name marking Cancel or Plz Attached Passbook Copy with
latest Entry in case Name not printed on cheque

Policy Copy
Intimation Number

1*! Consultation Report from Treating Doctor with indicating Line of Treatment
COMPULSORY

Treating Doctor Certificate with Stating proper Reason for need of Hospitalization-From
Hospital

Indore Case Paper Copv with Hospital stamp compulsory

All Medical Bills along with prescription with Doctor Sign & Stamp
All Test Reports with Prescription With Doctor Sign & Stamp

For Non Network Hospital- Hospital Registration details & Copy
Bill Sheet with proper detailing

In Accident Case Only:

MLC Report from Hospital

Non Alcohol Cerificate

Police FIR If any done

Driving license of Driving/Riding person Compulsory.

( If Driver does not have Valid License then Claim will not submit anyhow)

Important Point:

We Will Not Accept File if any document or Signature Missing on above checklist
docs.

Plz Carry whole File Xerox Copy as original will not returned in any manner after
submitting claim whether claim will settled or not.

If Client Having Any Pre Existing Illness Before Purchased Policy Then Claim will
not be Submit before 4 yr as Exclusion.
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Claimant Name:

Policy No:

Intimation No:

S.No

Date

Bill No

Hospital Name/Medical
Store Name

Amount

Total

In Word:
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care

HEALTH INSURANCE

Claim Form - ‘CARF’
Part A

|. Tobefilledinbythe Insured.
2. Thelssue of this Formis not to be taken as an admission of liability.
3. Tobefilled inblockletters. Claim Intimation No.:

Section A - Details of Primary Insured

gpoioNo = [ [ | | [ [ T[T T ][] TTTTTIITTIIT Tl ]]]

Phone Number :

b) SL No./Certificate No.: | | l I ‘ ‘ 1 | | l l ] ¢) Company/TPA ID No.: | | ‘ l l ‘ J | | II
ome [T LLILIITTILIITITTITIIIIIIIIIITT]
gasrs [T L[ LTI LTI LI}
EEEEEEEEEEEEEEEEEEEEEEEEEEEENEEE
(LI e [TTTTITITTIITT]
State LTI TP T T T T T ncode: | | | | | ||
L]
L

E-mail

Section B - Details of Insurance History

a) Currently covered by any other Mediclaim/Health Insurance : I: Yes :I No

b) Date of commencement of first insurance without break : - l M ‘ M ‘ | | ‘ MMIYYYY
> trcomrrime [T TTTTTITTTITTITITITTTITITITITIT]
poyturmber [ | | | [ | [ [ [ [ [ [ || sewsweaer [ ] [ ][]
d] Have you ever been hospitalized in the last 4 years since inception of the contract? | ‘ Yes | JNo
pae: [ 1 [T 10T T 1 ] coomemn
Diagnosis:

e) Previously covered byanyotherMediclaim/HegIthI.nsur:.mce: D Yes . I:] No - . -
nttyesCompanyName: [ [ [ [ [ [T [ [T TTTTTTTTTTTITITTTTTITITTT]
Section C - Details of Insured Person Hospitalised

Title :I:‘MI’. DMS.
gname [ | [ [ [ [T TITTTITITITTITTIT]] \IIII\

(Surname) (First Name) Middle Mame

) Gender D M E F c) Age: l:l:‘l:lj (YY/MM) d) DateofBirth:‘ ‘ ‘ ‘ ‘ ‘ ‘ | | ’ ‘
e) Relationship with Primary Insured : D Self D Spouse D Child Ij Father D Mother

D Others (Please Specify)
Service D Self Employed \ Homemaker D Retired D Student |

) Occupation : | Others (Please Specify)

]
gadres [ | [ [ [ [T [TTTTTITTITTITITITITITITITTTT]
womaro) [ | [ [ [T T T TTTTTTTTTTTTTIITTTITITTITITTTT]
HEEEEEEEENEEEN ay: | [ [T LTI
sate | | [ [ [T T TTTTTTTTTTTTT] Pncode: | | | [ [ [ ]
 ProneNumber: | | | [ [ | [ [ | ||
yema | | [ [ [ ILPPILEEEEEl

Page 2
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Section D - Details of Hospitalisation

#) Name of Hospitalwhere Admireed: | [ | [ | | [ [ [ [ [ [ [ L[ [ L[ L[ L[[][]

b) Room Category occupied : [_‘ Day Care . Single Occupancy . Twin Sharing : ‘ 3 or more beds per room
c) Hospitalisation due to : | ‘ Injury - lliness Maternity

d) Date of Injury/Date Disease first detected/Date of Delivery : [ [ l ! ‘ I I | l ’ ‘ DDIMMIYYYY

e) Date of Admission ] ‘ M ‘ M ‘ ] | | (DD/MMIYYYY) ) Time of Admission : :D :[j

g) Date of Discharge ] \ | / ‘ ‘ ‘;‘ ‘ ‘ J | | (DD/MMIYYYY) h) Time of Discharge : _l —‘ : —[

i) If Injury, give cause : : Self Inflicted Ij Road Traffic Accident D Substance Abuse/Alcohol Consumption

i) If Medico Legal : : Yes E No ii) Reported to Police : D Yes D No

i) MLC Report & Police FIR attached : ] Yes ] No ) System of Medicine :

Section E - Details of Claim

a)  Details of the treatment expenses claimed

(vi)  Others (code) I:Ij: Rs.

(i)  Pre-hospitalization Expenses : Rs. ‘ ‘ ‘
Total ¢ Rs. ‘ ‘
L[

(i) Hospitalization Expenses + Rs: ‘

(i)  Post-hospitalization Expenses : Rs. ‘

(viii)  Post-hospitalization period :

| ||
| |
‘ (vii)  Pre-hospitalization period l
|
|

(iv) Health Check-up cost : Rs. ’7
(v)  Ambulance Charges : Rs. ‘
b)  Claim for Domiciliary Hospitalization: | | Yes No

(If yes, provide details inannexure)

c) Details of Lump sum/cash benefit claimed :

() HosptaDayCash  Rs | | | | | | | () PrefPosthospitalization Lumpsumbenefit :Rs | | | | | | | |
®  Surgial Cash s [ [ [T T T[] o omes[ []] R [ [ [ [ [ ][]
(ii) Critial liness Benefit :Rs | | | | | | | ] Total | [ [T T T 1]
(iv) Convalescence w1111
d)  Claim Documents Submitted - Checklist
() Claim Form Dulysigned ] (i) PharmacyBil ]
(i) Copyofthe daimintimation, ifany ] (vii)  Operation Theatre Notes : []
(i) Hospital Main Bill ] 0  ECG
(v)  Hospital Break-up Bil ] (9  Doctor'srequest forinvestigation [ ]
(v)  Hospital Bill Payment Receipt (] () InvestigationReports (Including CT/MRIUSG/HPE) : | |
(v) Hospital Discharge Summary ] (i)  Doctor'sPrescriptions [ ]
(i) Others | |

Cnre Health Insurance Limited (Formerly known as Religare Health Insurance Company Limited)
ch]stemd Office: 5th Floor, 19 Chawla House Nehru Place New Delhi-110019  Corresp. Office: Unit No. 604 - 607, 6th Floor, Tower C, Unitech Cyber Park, Sector-39, Gurugram-122001 (Haryana)

T WWW.C ce.com E-mail: cusmmerﬁrsl@ca:emsura.nce com Call us: 1800-102-4488 | 1800-102-6655
CIN: U66000DL2007PLC161503  UIN: RHIHLIP21017v052021  IRDA Registration No. - 148
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Section F - Details of Bills Enclosed

In case of more details, please attach a separate sheet.

Section G - Details of Primary Insured’s Bank Account

a) PAN

b) Account Number

c) Bank Name & Branch
d) Cheque/DD payable details :
e) IFSCCode

|
L
L

L]

L]

S No. Bill No. Date Issued by Towards . Amount (INR)

| (DDMMIYYYY) Hospital Main Bill

2 (DDMMIYYYY Pre-hospitalization Bills: ____Nos
DIMM/ Post-hospitalization Bills: ___Nos

4 DD/M Pharmacy bills

5 (DD/MM/YYYY)

6 (DD/IMMIYYYY)

7 (DDMMIYYYY)

8 (DD/MMIYYYY)

9 (DDMMIYYYY)

10 (DD/MMIYYYY)

Section H - Declaration by the Insured

| hereby declare that the information furnished in this claim form is true & correct to the best of my knowledge and belief. If | 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
forfeited. | also consent & authorize TPA/Company, to seek necessary medical information/documents from any hospital/Medical Practitioner who has attended on
the person against whom this claim is made. | hereby dedare that | have included all the bills/receipts for the purpose of this daim & that | will not be making any
supplementary claim except the pre/post-hospitalization claim, if any.

Date :

| b

L

/

Place :

N \')

Signature of the Insured :

Care Health Insurance Limited (Formerly known as Rel

Health I

C

y Limited)

Rng]stemd Office: 5th Floor, 19 Chawla House Nehru P]me New Delhi-110019 Carresp Office: Unit No. 604 - 607, 6th Floor, Tower C, Unitech Cyber Park, Sector-39, Gurugram-122001 (Haryana)

L WWW.C

ce.com E-mail: ¢

llllll

com Call us: 1800-102-4488 | 1800-102-6655

CIN: U66000DL2007PLC161503  UIN: RHIHLIP21017V052021 IRDAReglstranon No. - 148

Scanned with CamScanner

Page 4



Claim Form - ‘CARF’
Part B

|. Tobefilled inbythe hospital.

2. Thelssue of this Formis not to be taken as an admission of liability.

3. Pleaseinclude the original pre-authorization request form in lieu of PART A
4. Tobefilled inblockletters.

Section A - Details of Hospital

o Nameortetiomts L LT T T LTI T T I TIT T TITITT[T[]
5 ol IEEEEEEEEEEEEEEEEEREREEREEEN

c) Type of Hospital : || Network || Non-network (if non-network fill section E)

JlNEEEEEEENEEEEEEEEEEEEE

d) Name of the treating doctor : ‘ ‘

e) Qualification 3 \ \ ! _ L ]
f)Resimtionwomhsmtecwe:.IIIIHIHHHHH[IHI%IHI

g ContactNa JIEEEEEEEEEEEEEEEEEEEEE

 Nameoftnepatens | | | [ [ [ [ [ [ [ LI IIITIIL]]

o wregsrasontio s [T T T T [ T T[T TT1 i{WT 1T {{\'fIWW EEE

c) Gender ::lM D F d) Age:l !ED YIMM) e) Date of Birth: ‘ ‘ [ Ili ‘ ‘ | |

1) Date of Admission : . ‘ ‘/‘ ‘ M ‘ | ‘ |-.'_'_‘_'-- AMTYYY g) Time of Admission: I:I:
|

h) Date of Discharge : ‘ ‘ ‘ ‘ / ‘ I ‘ ‘ (DDMMIYYYY) i) Time of Discharge : :Ij I:I: I
i) Type of Admission : j Emergency : Planned j Day Care : Maternity
k) If Maternity,
@) DateofDeivery: | | [/| | 1/ | | | | commn (i) Gravida Status:
[) Status at the time of discharge : | Discharge to home Ij Discharge to another hospital : Deceased

m)TotaICIaimedAmount:‘ ‘ | l ‘ ‘ ‘ ‘

Section C - Details of Ailment Diagnosed (Primary)

a) (i) Primary Diagnosis : ICD 10 Code: ‘ ‘ ‘ [ ‘ Description :
(i) Additional Diagnosis : ICD 10Code: | | | | | Description:
(ii) Co-morbidities  :ICD 10Code: | | | [ ] Besofiption:

(iv) Co-morbidities 1 ICD 10 Code : L Description :
b) (i) Procedure | 1 ICD 10 Code : D:I:Ij Description :
(ii) Procedure 2 1 ICD 10 Code : D:I:Ij Description :
(i) Procedure 3 1 ICD 10 Code : DII] Description :

(iv) Details of Procedure :

¢) Presentaimentisacomplicationof PED: | | Yes L| No

If yes, specify details

d) Pre-authorization obtained : ‘ ‘ Yes I ‘ No

@) Preauthorizonno. | | [ [ | [ [ [ [ [ [ [ [T L[ LI I1T ][]

f) If authorization by network hospital not obtained, give reason :

Care Health Insurance Limited (Formerly known as Religare Health Insurance Company Limited)

ch]stemd Office: 5th Floor, 19 Chawla House Nehru Place New Delhi-110019  Corresp. Office: Unit No. 604 - 607, 6th Floor, Tower C, Unitech Cyber Park, Sector-39, Gurugram-122001 (Haryana)
T WWW.C ce.com E-mail: cusmmerﬁsl@ca:emsura.nce com Call us: 1800-102-4488 | 1800-102-6655 Page 7
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g) Hospitalization due to Injury t o[ | Yes ’: No

(i)  Ifyes, give cause © | Seffinflicted || Road Traffic Accident D Substance Abuse/Alcohol Consumption

(i)  If Injury due to Substance abuse/Alcohol consumption, Test conducted to establish this : _I Yes J No
(If yes, attach reports)

(i) If Medico Legal : : Yes D No
(iv) Reported to Police : : Yes D No
) FRNo JEEEEEEEEEEEEEEEEEEEEEEEEEn

(vi)  If not reported to Police, give reason :

Section D - Claim Documents Submitted - Checklist

(U] Duly signed Claim Form j (ix)  Investigation Report [ ]
(i) Original Pre-authorization request - :l (=) CT/MRI/ USG /HPE investigation reports g :
(i) Copy of Pre-authorization approval letter - | (xi) Doctor's reference slip for investigation _
(iv) Copy of photo D card of patient verified by hospital | (xii) ECG

™) Hospital Discharge Summary | (xii)  Pharmacy Bills ||
(Vi)  Operation Theatre notes [ ] (xiv) MLCreport&Police FIR [ ]
(vily  Hospital Main Bill - :‘ (xv)  Original death summary from hospital where applicable: :
(viii)  Hospital Break-up Bill : ! (xvi)  Anyother, please specify. [ ]

Section E - Additional Details in case of Non-Network Hospital (Only fill in case of non-network hospital)

HEEEEEEEEEEEEE
|
|
|
|

a) Address ofthe Hospital

State

b) Contact No.

|
|
City |
|
|
|

¢) Registration No. with State Code : |

L]
||
[ ]
L]
[ |
| |
junn
d) Hospital PAN [{|||\

f) Facilities available in the hospital (a) or: [ ] ves ] No @ 1cu: [ ] ves " No
(iii) Others:

e) No.ofinpatientbeds:

Section F - Declaration by the Hospital

(Please read very carefully

We hereby declare that the information furnished in this Claim Form is true & correct to the best of our knowledge and belief. If we have made any false or untrue
statement, suppression or concealment of any material facts, our right to claim under this claim shall be forfeited.

Date : ‘ ‘ |f| | / ‘ ‘ ‘ ‘ (DD/MMIYYYY Signature & Seal of the Hospital Authority :

Place :

Care Health Insurance Limited (Formerly known as Religare Health Insurance Company Limited)
ch]stemd Office: 5th Floor, 19 Chawla House Nehru Place New Delhi-110019  Corresp. Office: Unit No. 604 - 607, 6th Floor, Tower C, Unitech Cyber Park, Sector-39, Gurugram-122001 (Haryana)

T WWW.C ce.com E-mail: cusmmerﬁsl@ca:emsura.nce com Call us: 1800-102-4488 | 1800-102-6655
CIN: U66000DL2007PLC161503  UIN: RHIHLIP21017v052021  IRDA Registration No. - 148
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