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Critical illness claimsform
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To be completed by Insured / Claimant

¥a / uwana flanilseiuda
Insured’s Name

nsusssLaah
Palicy number

sty [ ][] ] C[ 1] L] [ |ow

Identification Number Age

il
year

WA
Gender

fatiianansndnsiala
Contact Address

wuneLatInsAniaia Ama
Mobile Number Email Address

sneazidanuadnsisaniae Nature of claim and related details

1. BunfasAraaalsadraunsemoalsa 1.
Name of the Critical illness you are Claiming for

2. ammsuadlsa 2.
Describe the symptom from date of onset

3. ammswarivinuiiuuunuvinls nautBnsunngasausn 3.
How long have you been having these symptoms from the date of your first consultation

4. SunSnennndasasn 4.
Date of first consultation

5. 4 fiagl uasuunaadlnsAwirasunndivinuEnsneaiulsaiiasausn 5.
The name, address and contact phone number of the doctor you first consulted for this illness

UsgdRnsUSnuwnme / nasinunlulsanenuna
Record of Medical Consultation / Hospitalization

6. ¥ Miagf uasvaLAAlnIANITUNNEAvinusnELlszdn
The name, address and contact phone number of your regular doctor

TN fiae]
Name of Doctor Address

\waslnsdnd
Contact phone number

7. llsansansngazidanuaunngddaiauaglSneiaaiuainsiduileansail
Please give below the details of any doctor(s) who have been consulted in connection with this illness
Faunng nag
Name of Doctor Address

Fufl (uhdew/)
Date (DD/MM/YY)

8. IﬂsmzqsqﬂamﬁﬂmmsL’il"\%'ums%’nmﬁLﬁmm"aqﬁ'ua'm'\iv;‘mﬂqzlﬂ%’qﬁ
Please give below the details of any Hospitalization in connection with this illness

Falsanening Fufidnlsanentna (Fu/fews)
Name of Hospital Date of Admission (DD/MM/YY)

Suft (Suhdeu)
Date (DD/MM/YY)

Meazduanaly
General Information

¥ v

9. vinufianisiduiliedug neuinsituihaessdaaiaduniali? d1 “0” lusassy

Are these any other illnesses/complaints treated for or suffered by you prior to the critical illness you are

claiming for? If

O Lsidi O &
S0, please give full details
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10. vinufignaniaaiulbefgannsradsaiiviaanisiviedasiulsaiiviali? d1 “8” Tusasey O lug Ox
Have any your blood relatives suffered from a similar or related iliness? If yes, please give full details
AN FUNUS 21M3iautlg Fumiade (Tu/\hau/tl)
Relationship of relative Nature of illness Date of diagnosis (DD/MM/YY)
n.
au,
1. viuldsumnudnasadsadranseianalsslumiinanulsalifivisniseiudugsoavdald? dr “8” lusassy O i Og
Have any your blood relatives suffered from a similar or related illness? If yes, please give full details
FR1F1N neLaUNIN I sinn Wuly
Name of Insurer Policy Number Type of Benefit Amount of Benefit
.
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muﬁuimgmmzﬁuﬁu / gGundes
Signature of Insured / Claimant

Jun (Yu/iAeuf))
Date (DD/MM/YY)
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