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CRITICAL ILLNESS CLAIMANT’'S STATEMENT

(To be completed by the Claimant)

No fees, commission or charges of whatever nature are payable to Agents or Employees of the Company in respect of this claim.

Policy No Name of Life Insured Claimant Claimant

Name of Current Residential Address & Contact No. of

Requirements to be submitted along with this form.

Critical Illlness Claims Requirements

Please Tick whichever
documents you have
submitted

1. Original Policy Kit

2. Copies of Medical Records, Test Reports, Discharge summary, Admission records of hospitals
and indoor case papers

3. Cl Rider Claimant’s Statement.

4. Copy of bank passbook / bank statement.

5. Copy of Address Proof.

(o]

. Cl Attending Doctor’s Certificate

. Hospital Treatment Certificate

7
8. Treating Doctor’s Certificate
9. Family Physician Certificate

Note: The Company reserves the right to call for additional requirements, if needed

1. Information on the Critical lliness

(@) Name of CritiCal llINESS: ... ov it e e e e
(D) SYMIP OIS ottt e e e
(c) Date of onset of symptoms: .........ccooviiiiiiiiiii Date of diagnosis: ....

(d) Present condition Of ilIN@SS: ... .c.ui i
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2. Details of Consultations and Treatment in respect of the critical iliness

Date Nam_e of the _d_octor / Address / Contact Details Diagnosis
medical practitioner

3. Name and address of the Life Insured’s usual Doctor.

Name Address

4. Details of hospitalizations of the Life Insured, if any, for the critical iliness or any other illness in the last 5 years:

Name and Address of Hospital | Date of | Date of

or Institution Admission Discharge Diagnosis

5. Have any of the Life Insured’s family members suffered from a similar iliness? If ‘Yes’, please provide details.

Relationship of the family member

with the member Nature of lliness Date it was first diagnosed
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6. Does the Life Insured consume alcohol or use tobacco in any form? If ‘Yes’, please provide details below:

(a) Alcohol: (i) Nature of sUbStaNCE CONSUMEA. .. ... ..ot e e e e e e e e e e e e eas

(ii)Duration and quantity Of CONSUMPLION. ... e

(b) Smoking / use of tobacco: (i) Nature of tobacCo abuse ...

(i) Duration and quantity of consumption.............coooeviiiii i

7. Is the Life Insured eligible for similar benefits with any other insurance company? If yes, please provide details

Name of the Insurance Company

Has a claim been submitted in

Amount of Benefit Sum Assured . ) o
connection with this illness

Declaration and Authorization:

IWe .o

..................................... do hereby declare that all the statements and

answers to all questions given by me above are to the best of my knowledge and belief, correct, complete and true.

I/We authorize any doctor / hospital / laboratory / institution / past and present employer(s)/business associates/any
life and non-life insurance company/organization or the Life Insurance Association’s medical register to provide any
knowledge or information concerning the life insured’s health, habits or employment to the Company.

Signature of Claimant

Date

Name of Witness

Signature of Witness
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Payout Options

Mode selected would be used by the company to make payout(s) to the Policyholder.
Payout would be in accordance and subject to the terms and conditions of the policy.

Full Name of the Account Holder:

Payment Mode: O NeFT O ECs (Select Bank) MICR Code™ (Mandatory for ECS):

Bank Name: IFSC Code (Mandatory for NEFT):

Bank Account Number: Account Type: DSaving Account [Current Account

Bank Address (Including State, City, Pin code): Telephone with STD code:

E- mail:

* 9 digit MICR code of the bank and branch appearing on the cheque issued by the bank. Submit a blank cancelled cheque along with the form.
(Kindly ensure that the first four digits of MICR code that you fill in are all not zero.)

Disclaimer: The payout mode selected in this form would be used by the company to make all payout(s) to the Policyholder/claimant.
Payouts would be in accordance and subject to the terms and condition of the policy.

| declare and state that the company shall not be responsible for non credit of my bank account for any reason whatsoever or if the
credit is delayed. | also understand and agree that the company reserves the right to use any alternative payout option including a
demand draft payable at par or cheque, in spite of my opting for the electronic payout method. | undertake to provide IFSC code to the
company. | understand that the IFSC code for RTGS and IFSC code for NEFT may be different. | understand and agree that the
submission of this form does not mean or amount to the acceptance of the claim by the company.

*To be filled in case a cancelled copy of your cheque is not attached:

sankaccouncho: | [ [ ] | L PP

I hereby take the sole responsibility for the correctness of my Bank Account number and other details of this form. | undertake that | will
not hold the company responsible in any manner for any transactions affected by the company due to incorrect Bank Account No. Or
these details stated by me.

Name and Signature of the Policyholder:
Location: Date:

Contact Details:
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