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o LIBERTY SECURE FUTURE CONNECT GROUP POLICY \
o CLAIM FORM -PART A

TO EE FI‘LLED IN BY THE INSURED PERSON ‘ ‘ (To be filled in Block Letters)|

(The issup of this form is not to be taken as an admission of liability) | |

SECTION A - DETAILS OF PRIMARY INSURED ‘ ‘ ‘

a) Plicy Number : | | | | b) SL No. / Cdtificdte No./ Claim Number (If any) :

c) Cpmpdny / TAP ID No. |
d>Nﬁme HEEN

Addreﬁs

III

(LT |
HEN
C'VI‘IIIII
RN
[T 1]

|
|
1]
[ 1]
1
[ 1]
[T

m) émall ‘ID |‘

SECTION B : DETAILS OF INSURANCE HISTORY ‘

\
a) durreﬁtly covered by any other Mediclaim / Health Insurance : [ Yes [J No ‘ ‘ ‘
\
|
Il

k) P n Cohe

b) Date of commencement of first Insurance without break l | ‘ l | ‘ ” |\‘
oytfves, CompanyName:[ | | [ | [ [ [ [ [ [ [ [ [T [ | [T [T]]

pptorter: [T T [ | [ L [ [ [ [ [ 1 [ [ [ [ ]| smmwes: []]

d) H‘ave y‘ou been hospitalized in the last four years since the inception of the contract? E‘] Yes‘ [ No Date :
Dagrosis: [ | [ [ [ [ [ [ [T [TTTTITTTTTTITITTT]

e)Pl evioLst covered by any other Mediclaim / Health Insurance : [] Yes [ No ‘ ‘ ‘

niryes, Gompanyname: | | | [ [ [ [ [T T T T[0T TTTTIITIITTITTITTTITTY

> SECTION C : DETAILS OF INSURED PERSON HOSPITALIZED ‘ ‘ ‘

aeme ! [T T T [ [ [ T[T [T TT I T P TT I I T I I I T I TITITT]
b)Gender: [J Male [JFemale  c)Age: Year I:Ij Months D:] | d) Déte of Brith l | ‘ l | ‘ l | ‘

e) ﬂelatiqnship of Primary Insured : [] Self [ Spouse [ Child [ Father [J Mq)ther‘ 1 Other (Please specify)

f) qccupftion' [ Service [ Self Employed [ Homemaker [ Student [ Reti d [F] Other  (Please specify)

||||||||||||||
EEEEEEEEEEEEEEE HEEN
[T LITTT T LLT ] Jsme: (L[]
HEEEEEEEEEEEE HEEN
HEEEEEEEEEEEE HEEN

Addreﬁs (If different from above) : l | | | | | | |

LI L]

C\ty:l‘ |

HE
PJnCohe: l | |
L]

Il
|
‘ A’hone No :

Ehnail ID :

SECTION D : DETAILS OF HOSPITALIZATION ‘

a)Name of the Hospital whereadmited: [ [ | | | [ [ [ [ [ [ [T T T T[T TTTTTTTT[[T]]

b) RL)om Eategory Occupied : [] Day Care [ Single Occupancy [] Twin Sharing ' [ \lior more

c) Hbspitgalization dueto: [J llness [ Injury  d)Date of Injury / Disease First DetéctedyDate of Delivery: l | ‘ l | ‘ l | ‘

|
\
e)dateofAdmission:l | ‘ l | ‘ l | ‘ Time:D:H:lj f)Dateof[IJischarge:l | ‘ l | ‘ l | ‘ Time:I:I:H:I:d
|
|
|
|
\
|

g) If‘lnjury(, give cause : [ Self Inflicted [] Road Traffic Accident O Substanﬁue/SPbstanceAbuse or Alcohol Consumption
h) If‘Medifo legal: [0 Yes [J] No I)Reportedto Police: [] Yes [ No j) N‘LC prort or Police FIR Attached : [] Yes [J No

k) System of Medicine : ‘ ‘
SECTION E : DETAILS OF CLAIM

a) Detail of benefit claimed

I
-

Name of Critical lliness:
AEmdehtal Death: ‘ ‘
| |
I T
I

P [ ] |
Involuntary Loss of Job:
Chlld deucatlon Support:
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L e

F. DETAILS OF PRIMARY INSUREDS BANK ACCOUNT ‘ ‘
|

abastos | [ [ [T LT LI LI T[T LT Jorcgounpumear:| [ | [ | [][][[[[][]]

opankName/Branch: | | | | [ [ [ [ [ [ [T T[] [ITITTTTTILILILITITTITTTY

d) FLayatJle Details : [1 Cheque [J DD [J NEFT *Payable to | | ‘
erscose: [ [ [ [ [ [ [[[[[T[TT[[] ' |
| |

B

G. DECLARATION BY THE INSURED

| hereby declare that the information furnished in this claim form is true & correct to the bLst ol my knowledge and belief, If | have made any false or untrue statemenk,
sup{presé,ion or concealment of any material fact with respect to questions asked in relation ’to thi$ claim, my right to claim reimbursement shall be forfeited. | also consentf
authorize TPA/ insurance company, to seek necessary medical information / documents from any hospital / Medical Practitioner who has attended on the person against
whd)m this claim is made. | hereby declare that | have included all the bills / receipts for the ﬂ)urpoke of this claim & that | will not be making any supplementary claim exceq)t
the Fre / Tost - hospitalization claim, if any. ‘ ‘

|

| | |
s [T D] e ] ;

‘ ‘ ‘ ‘ Signature of the Insured

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

DATA ELEMENT DESCRIPTION FORMAT

SECTION A - DETAILS OF PRIMARY INSURED

a) Policy No. Enter the policy number As allotted by the insurance company
b) gl. NL. / Certificate No. Enter the social insurance numder or ‘the certificate | As allotted by the organization \
| | number of social health insuran(fe scqeme
1 T T T
c) Company TPA ID No. Enter the TPA ID No. License number as allotted by IRDA and printed in ‘
| | | | TPA documents. |
d) F\lam? Enter the full name of the policypolder Surname, First Name, Middle Name ‘
e) Address Enter the full postal address Include Street, City and Pin Code !
SECTION B - DETAILS OF INSURANCE HISTORY
> a) Currently covered by any other Mediclaim / Health | Indicate whether currently covered by another Tick Yes or No \
Insurance? Mediclaim / Health Insurance ‘
| |
b) bate of Commencement of first Insurance without | Enter the date of commencement of f*rst insurance Use dd-mm-yy format ‘
preak | ‘
} : ; ; ‘
c) Company Name Enter the full name of the insurance company Name of the organization in full
i I I I
Policy No. Enter the policy number As allotted by the insurance company ‘
éum insured Enter the total sum insured as p%r thé policy In rupees \
d) Have‘ you been Hospitalized in the last 4 years Indicate whether hospitalized in khe Iést 4 years Tick Yes or No ‘
Date Enter the date of hospitalization Use mm-yy format
Diagnosis Enter the diagnosis details [ ] Open Text |
T
e) ﬁreviﬁusly Covered by any other Mediclaim / Indicate whether previously cov?red ?y another Tick Yes or No
ealth Insurance? Mediclaim / Health Insurance \
f) ¢omdany Name Enter the full name of the insurahce dompany Name of the organization in full

SECTICN C - DETAILS OF INSURED PERSON HOSPITALIZED

a) Name Enter the full name of the patienf ‘ Surname, First Name, Middle Name

b) jGendjer Indicate Gender of the patient ‘ ‘ Tick Male or Female |
c) Age | Enter age of the patient | | Number of years and months \
d) bate ‘of Birth Enter Date of Birth of patient ‘ ‘ Use dd-mm-yy format |
e) Relatﬁonship to primary Insured Indicate relationship of patient \Mith pqlicyholder Tick the right option. If others, please specify. ‘
f) Qccugation Indicate occupation of patient | | Tick the right option. If others, please specify. ‘
g) Addréss Enter the full postal address ‘ ‘ Include Street, City and Pin Code |
h) bhonb No. Enter the phone number of patiént ‘ Include STD code with telephone number \
i) B-mail ID Enter e-mail address of patient | \ Complete e-mail address

SECTION D - DETAILS OF HOSPITALIZATION
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a) Namg of Hospital where admitted Enter the name of hospital ‘ ‘ Name of hospital in full
[ | I
b) hoom category occupied Indicate the room category occupied Tick the right option ‘
c) hospttalization due to Indicate reason of hospitalizatiorL: ‘ Tick the right option |
d) bate \of Injury/Date Disease first detected/ Date of | Enter the relevant date \ \ Use dd-mm-yy format ‘
Delivery
e) bate ‘of admission Enter date of admission ‘ ‘ Use dd-mm-yy format \

L - 77f)'ﬁmeL - - - — — — — _LEntertimeof admission J 4 . _lUsehhmmformat— —— . . __ __ + —

www.libertyvideocon.co|
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g) Pate ‘of discharge Enter date of discharge Use dd-mm-yy format |

h) J'I'ime‘ Enter time of discharge ‘ ‘ Use hh:mm format ‘

B

i) I* Inju#y give cause Indicate cause of injury ‘ ‘ Tick the right option ‘

If Medico legal
eported to Police

MLC Report & Police FIR attached

Indicate whether injury is medico legal
Indicate whether police report was filed
Indicate whether MLC report and Police FIR attached

Tick Yes or No
Tick Yes or No
Tick Yes or No

j) ‘ S9stem of Medicine

Enter the system of medicine followed in treating the

Open Text

patient
SECTION E - DETAILS OF CLAIM

a) betaiis of Treatment Expenses Enter the amount claimed as tregtmell'nt expenses In rupees (Do not enter paise values) |

b) Clain} for Domiciliary Hospitalization Indicate whether claim is for dorficiliafy Tick Yes or No

hospitalization ‘

c) betai‘s of Lump sum/ cash benefit claimed
d) [Clain} Documents Submitted-Check List
SECTION F - DETAILS OF BILLS ENCLOSED

Enter the amount claimed as Iurhp su%/ cash benefit | In rupees (Do not enter paise values) ‘

Indicate which supporting docunpents\are submitted | Tick the right option

Indicate which bills are enclosed with the amounts in rupees
SECTION G - DETAILS OF PRIMARY INSURED’S BANK ACCOUNT

a) bAN ‘ Enter the permanent account nu‘mber‘
b) Accopnt Number

As allotted by the Income Tax department |

| As allotted by the bank

Enter the bank account number‘

c) Pank‘Name and Branch Enter the bank name along with ‘the branch Name of the Bank in full

d) ‘Cheq‘ue/ DD payable details Enter the name of the beneficiar‘y the ‘cheque/ DD
| | should be made out to | |

Enter the IFSC code of the bank branch

Name of the individual/ organization in full

IFSC code of the bank branch in full

e) [FSC Code
SECTION H - DECLARATION BY THE INSURED

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

Insurance is the subject matter of the solicitation
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LIBERTY SECUREFUTURFCG&N&ECT GROUP POLICY
CLAIM FORM -[PART B

T
I

‘\}Fé/\« Liberty Videocon,

f' General Insurance®

TO BE FILLED IN BY THE HOSPITAL
The issue of this form is not to be taken as an admission of liability

Pleeise include the original preauthorization request form in lieu of PART A

SECTION A - HOSPITAL DETAILS

(To be filled in Block Letters)‘

a) N‘ame ‘of Hospital : l |

EEUEEEEEEEEEEEEEEEEEE

byHospitht D[ [ | | |

d) mee bf the treating Doctor :

c) Typ% of I-llospitalz [J Network [J Non Network (If Non Network fill Sec E\)

HElIEEEEEEEEEEEEEE NN

e) Qualifi¢ation : l | | |

g)PPone‘No:l | | | |

SECTICN B : DETAILS OF THE PATIENT ADMITTED

‘ | f) Registration No.withStateCode:l | | | | | | | | | “
I

|
H

|
ayName brwepatient{ | [ | | | [ [ [ [ [ [ 11 [ [ ]l
i

b)lﬁRegfstrationNumber:l | | | | | | | | | | | | | | | |\

oyosteatein: [ [ [ |

f) Date of Admission : D:I:I:I:II]

g) Time of Admission : D:] l:lj

| ‘ c)Gender: [] Male [ Female d)Age : D:d

h) Dpte of Discharge : D:I:I:I:Ij i) Time of Discharge D:]D:] ﬁ) que of Admission : ] Emergency [ Planned [ Day Care [] Maternit;(

k) If‘Maternity : i. Date of delivery : D:I:I:I:Ij

ii. Gravida Status :

i) Primdry Diagnosis l | | | | | | ‘

i) Proceflure 1 [TTTTTT]

Lo PP rrny

1) StFtus ?t the time of Discharge: [ Discharge to Home [[] Discharge to another‘Hosqital [ Deceased ‘
m) 'I"otal (flaimed Amount : l | | | | | | | | | | | | | | ‘ ‘ ‘ ‘
N |
Ailmeent Diagnosed (Primary) ICD 10 Codes Codes Description Détails pf Procedure/s done  ICD 10 Codes Code & Description ‘

|

> ii)‘Code‘sDescription l | | | | | | ‘

ii Additional Diagnosis | [ [ [ [ [ [ |

ivﬁCodfs Description l | | | | | | ‘

v)lCo-norbidities LTI TTTT

Pre-fauthqrization obtained :

HosPitaIizfation due to Injury : [1 Yes [1 No (If Yes, give cause) O Self—inﬂict?d ‘ [] Road Traffic Accident [[] Substance abuse/ alcohol consumptiol
Reported to Police : [1 Yes [1 No
Medico Llagal : [J Yes [ No ‘ ‘

[1 Yes [1 No Pre-authorizationNumhﬂer:‘l | | | | | | | | | | | | | | | | | ‘

FIR\no:‘l | | | | | | | | | ‘vi)Ifnotreportedtopolice,givereaso\ns: ‘

If YES please attach Report

If authorization by network hospital

O d:laim‘From Duly Singed

Liberty Secure Future Connect Group Policy UIN: IRDAI/HLT/LVGI/P-H(G)/V.I/59/2016-17

not obtained, give reason

if) Code & Description l | | | | | | ‘
iii)‘ Procbdure 2 l | | | | | | ‘
i) Cods. & Descripton TTTTTTT1]

i) Prockdure 3 LT TTTTT]

If injbry dhe to Substance Abuse / Alcohol consumption test conducted to establish this? t] Yds [J No

Noté : Fof’ details of Claim Documents to be submitted, please refer checklist

CLAIM DOCUMENT SUBMITTED - CHECKLIST

O (topy bf Hospital Discharge Summary

|
|
|
|
O ¢0py bf all Investigation reports: like ECG/ CT/MRI/USG/HPE investigation reports etc \ \
|
|
|
|

[J MLC report & Policy FIR

[] Any other, please specify.
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- DETAILS IN CASE OF NoN NETWORK HosPiTAL TR T o
(Only fill in case of non - network hospital) ‘

General Insurance®

i Ot ] |l||||||||||i|‘||||||||||||||||||

DECLARATION BY THE HOSPITAL [ ]

We hereﬂy declare that the information furnished in this Claim Form is true and correct tLJ the‘best of our knowledge and belief. If we have made any false or untru?
statTmenf, suppressed or concealed any material fact, our right to claim under this Policy shTII be forfeited.

| |

aaparessorospial | | | | | [ [ [ T I T T TTTTTIRIMTTITTTITTTTTTITTTTTT]
HNEEEEEEEEEEEEEEEEEEEEEIEEEEEEEEEEEEEEEEEn
C?V|\||l||||||||||||||||S‘a‘F‘|\||||||||||||||||l|]
PIFCO‘?G l | | | | | | |J b)PhoneNo.:l | | | | | |‘| | | ‘ Registration No with State Code Ll | | | | | ]
HfspltTl PAN : l | | | | | l ‘e)No, oflnpatientbeds:l:l:l:] Far;llltlesmthe Hospital : i) OT : [] Yes [] No ii) ICU :[] Yes[] No :
HEEEEE {

\

Seal & Signature of the Hospital Authority
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