” SBI Lypg Without Prejudice

INSURANUCE mw

With Lia_ You're Sure

SBI Life Insurance Company Ltd
TAAIE ABE Shad e duer for.
Claim form — Hospital Cash
oI EH- gifeaee Her
TPA Ref No it Test 4.

Name of the Policy Holder:
Uiferdll UR& &1 AT:

Policy Number :

giferdly &

Mailing Address:

Slch Udr:

City/ereX: | State/9 : | Pincode/fo=T ®is:
EMail ID/3er 31S3T : Telephone number/celidiA .

Other Policies with us/&TR ATY 3= Uifarf{ Yes/ﬁ| |No/?-|ﬁ1 |(Tick what is applicable/SlT @] & 38 W &l &%)
If yes then policy numbers/afe & ar uifer & 1. 2. 3.

INSURED MEMBER’S DETAILS — IF OTHER THAN THE POLICY HOLDER
RNAT g & faaxor - afg viferdt URE & 3ramar & ar

Name of the Insured member/fifda TeTT &1 A1 :

Relationship with the Policy Holder/aiforiluRe & AT -

Age of the Insured member/§fAd e & 3 : Date of Birth/ai=a1 faf:

CLAIM DETAILS/grar faaror

The iliness/disease diagnosed/fAere fopam aram Jar/darY -

Date of first consultation/Tgel TIHT Hr aig : Date of Diagnosis/aT-fAe & arig :

Date and Time of Admission/Jder i IRE JAT T :

Date and Time of Discharge/&arsl il dRI@ T T :

Number of days in the Hospital (including the days in the ICU) :
3yare 3 ot T & At fr deamEnEdy & feEt & ary):

Number of days in normal ward/araRor ars & feat i e

Number of days in ICU/3T$ & o1t gt & et f dwar:

Name of the Hospital/31ETdTel &l &1 :

Address of the Hospital/31€TdTrel T Udl :

Telephone number/Zeliia FeX :

Email ID/33reT 333N :

Name & Address of the consulting Doctor/qRTeT &=t dTet SieX &l AT T Tl :

Telephone Number/elila FaX Email ID/38S 3TN

Was the treatment taken in the Hospital related to any disease which was existing prior to the Date of commencement of this
Policy? Yes [1 No [J
T 3T A par T Fermsr fore AR Al bt oar S OifoRl T A & Uee ¥ sufeya AP @ O Ad O

If Yes provide details/afg & ar fRazor e :

ACCIDENT DETAILS — APPLICABLE ONLY FOR HOSPITALIZATION DUE TO ACCIDENT
geear & TIRoT - Hae ghee & HROT IFUAr 3 A o W

Date and Time of Accident/gtear &A@ aUT Y : FIR No/THh3T$3IR . :

Brief narration of how the accident happened/geiea @i @1 Hfata faravor :
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Police Station name and address/qferer T2 @ ATH 31T U :

Telephone number/Selitla FeX - Email ID/33eT 33T :
CLAIM FOR FAMILY CARE BENEFIT %3 R 3faife & R grar

Are you claiming for “Family Care benefit? * Yes 1 No a

FT 3T SR I e F A T R @ E B O A

If yes, names of the Insured member/members who has/have been Hospitalized :

i &, O fifFa dera/sruara # st gewat & A

Name/=T Relationship/day
Family care benefit claimed/%hfael Hax AATFe FT grar rar =T - Yes &/No =Y

POLICYHOLDER’S DETAILS/UifeRilUR® & faavor

* Family Care benefit —This benefit can be claimed when 2 or more family members covered under this policy are hospitalized
simultaneously for 5 days or more due to the same illness/ailment/disease or due to the same event of accident. The claim
forms in respect of both lives to be submitted simultaneously. The Family Care Benefit is payable only once in a policy year to
the Primary Life Assured and any unused benefit cannot be carried forward.

*$fAN FIT ABe- T FIH FT GTAT TT fBIT ST GHT § T 39 Giferd? & 3iey AfHer RIR & & ar 39 deeg, gra I 3ifd% Rl &
% wer & ARy I gEear & BRUT v Y AT H HA gl gl & g @ fad arar Wi v Jre gegd [ar SEr aifgd) S
dIT Afbe FT arar gifrd a H v R & wEFE AT i a7 FIT AT & JUT 3gAr F8F 52 3 a1 @t 3t Fef & Srar S Jhar &

ACCOUNT DETAILS OF POLICYHOLDER/TifeRiIIRe & WId &l feraror

Name of the Bank/de& &r 1o :

Account Number/@TdT H&T :

Please complete the enclosed Direct Credit Mandate Form so that when the claim is admitted, a direct credit of claim amount
can be made to your bank account

FUAT Telda SRRTFC Hise B 9, TEY 5 39 grar Thar fhar e ar 3mud @ & g & A & DY a1 v s
|
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THNSE ABE SiaeT ST duer fo.

Claim form — Hospital Cash
aTET BIA- Bifeued &$hr
TPA Ref No it Teet 4.

MANDATORY DOCUMENTS TO BE ATTACHED WITH CLAIM FORM (PLEASE TICK)
EIaT B & WY Hord Y S arel 3aedd SIS (HUAT Hel 1 AT o9mg)

Copy of Policy Document/uifer gxarast & ufa

Hospital cum Treating Doctor’s Certificate/3RUdTel dT SclTel el dTel BleFeX I YATUTUF

Discharge card and copy of all medical documents related to hospitalizations

IEYATT A 9T Tadly goft gEarde & ufaw aur R ars

Identity Proof of the Policy Holder/GiforY YRes & ugdled U

Age Proof of the Insured Member/ §If&T TeTT &1 33 FHT FaATOT

PAN card copy of the Policy Holder (for online policies)/affordl 4R& & a1 &1E &1 gfd(3iemsy diferdr &)

Direct Credit Mandate of the Policyholder/TifoRil 4R® & o sRae Hhide wET

DECLARATION/ETSom

I, the above mentioned claimant, do solemnly declare that the above answers and statements are true in all respects. | also
agree that SBI Life does not assume any legal liability or responsibility for the accuracy, completeness or usefulness of the
information mentioned above and will not be liable for any discrepancy in the accounting due to errors, omissions or
misrepresentation due to account details.

# S fe suRfofad amamedr ¢ acafersr & @ ivor aXar § fF sTRw 3o) aur Revor @ 9o & §c9 ¥ # 56 ad @ o Feera §
THRIE o, SURMIAT Rl o gEer i wder, sufiar qur qofar & R R o UeR @ PR §U @ saverh & & aw = $
freRor 3 3fe, g% A1 ToaaarE & HROT R IS & o sTEr a9 ¥

| hereby authorize any Doctor or other person, or any hospital, sanatorium, medical professional, hospital or other medical care
institution, insurance, support organization, pharmacy, governmental agency, Insurance company, employer, benefit plan
administrator, accountant, or financial advisor or any other institute to provide to SBI LIFE INSURANCE COMPANY LTD, or any of
its offices, or court of law any information regarding the health of the member/members insured under this policy. A Photostat
copy of this authorization shall be considered as effective and valid as the original.

# vdg g fRE sfex, 3EUAIS, AAINIA, Afdhe AP, FUATT AT 3T SWHTA da dlel HEAH, HedT HEUT,
FrAd, WP Toicd), AT DU, FIE, AP Aear UmHG, JWPR IT T WrHAtear ar fhdl 37T oo #Y 59
AT FeEd/aeET & AT & §IU H Ps A JHBRT & Thd &1 TH 3T T A Blepiar o Fq 9fd Hr ate gArd qAm
dg AT STUem|

Signature of the Policy Holder/gifere 4R& & &&dleR

Name of the Policy Holder/uifordl YRe @& AT

Address/adr

Date/arr@

Place/Ear
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Whath La_ You'sa Sufs
SBI Life Insurance Company Ltd
THNSE ABE SiaeT ST duer fo.

Claim form — Hospital Cash
aTET BIA- Bifeued &$hr
TPA Ref No it Teet 4.

Documents accepted as ID Proof/Ugale YT & ¥ & THpd erdst
PAN Card/8a &8

Voter’s ID Card/aleY 3$3 &S

Driving License/amafder omsad

Passport/arHuie

ID card issued by any public authority/frelt TTdstiaies TRABRT gRT
SR Ugdrd uF

vk wnh e

PS. In case of any dispute, English version shall be valid. (7 forare i fRafa &, 3739 TERIoT AT B19I)

Page 4 of 4
STaT wrA- gifued Hher
Version | (08.09.2011)



