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UNITED INDIA INSURANCE CO. LTD.
(A Govt, of India Undertaking)

H O SP IT A L ISA T IO N  BEN EF IT  PO L IC Y  

C LA IM  f o r m

D o
Is su in g  Office

Bo

CLAIM NO.
Issu ance  of this -from does not amount to adm ission  of any liability under the Policy on the part of the insurers.

P lease  give the following information correctly and completely to enable the Com pany to p rocess your claim £ 

promptly, if the claim is under Personal Accident Insurance, please complete a Personal Accident Claim  Form.

TPA ID  N o . : ....................................... ......
F O R  OFFICE1. N am e of the Insured 

(in whose name policy is issued) 

P F M  NO.

2. Deta ils of the insured Person

(in respect of whom claim  is m ade)

(a) N am e & relationship to the 

In su red

(b) P re se n t completed A g e

(c) Occupation

(d) ’’ Residentia l Address

3. P o licy  No. :

4. Nature of Disease/Illness

contracted  or injury suffered :

5. Date of injury sustained or 

D isease/illness first detected

6. (a) N am e & Add re ss of the :

attending Medical Practitioner

U S E  ONLY
S U R N A M E IN IT IA L S

Date M onth Y ea r

I L

m

Pin  C o d e

State/U. Territory,

(b) Qualification & Telephone No.

(c) Registration  No.

(a) N am e & A d d re ss  of the Hosp ita l/  

"Nursing Home/Clinic :

m

P in  C od e

State/U. Territory,

(b) Date o f Adm ission

(c) Date o f D ischa rge

Date M onth Y ea r
i

1
Date M onth Y ea r

R egd  £  Head Office : UNITED INDIA HOUSE, 24, Whites Road, Chennai-600 014 
Regional Office Kolkats : Himalaya House (2nd Floor), 3SB, JawaharlaI Nehru Road, Kolkata- 700 071

Contd.



I have  Incurred  on the treatment o', D isease/illness/Accident referred of above, the e x p e n se s  a s  per the

deta ils g iven  by m e in Schedu le  of E xp en se s  given overJeaf.

In support o f  the above  claim, I enclose the following docum ents (please indicate by  ):

1. Bill, Rece ip t and  D ischarge  certificate card  and  from  the Hospital.

2. C a sh  M e m o s  from the Hospital Chem ist(s) supported  by the proper prescription.

3. Rece ip t and Pathological test reports from a pathologist supported  by the note from  the attending-

M e d ica l Practioner Su rgeon  dem anding su ch  pathological tests.

S u r g e o n 's  Certificate stating nature of operation perform ed and S u rg e o n 's  bill and  receipt.

5. A ttend ing D oc to r 's  / C on su ltan ts/Spec ia lisfs/A naesthe sist 's  bill and receipt and  certificate regard ing

d ia g n o s is .

6. In c a se  o f Dom icilary Hospitalisation, receipt from a qualified nurse w ho attended the patient at his/her 

re sidence  du ly  supported  b y  a certificate from attending M ed ica l Practioner.

7. Certificate from the attending Medical Practioner g iv ing  reasons for a llow ing treatment at hom e.

8. Certificate from  the attending medical Practioner/Surgeon that the Patient Is  fully cured.

I he reby warrant the truth of the foregoing particulars in every respect and I agree that Jf I have  m ade  or shall 

m ske  any  fa lse  or untrue statement, supp re ssio n  o r concealment, m y right to claim  re im bursem ent of the 
sa id  e x p e n se s  shall be abso lu ie ly  fortified. I furthur declare that in re spect of the a b o ve  treatment, no 

benefits are adm iss ib le  under any other M ed ica l Schem e  o r  Insurance.

Dated  a it.........................................t h i s ................................ day  o f ................................. 2 0 0 ......;

Signature  of the C la im ant

F O R  O F F IC E  U S E  O N L Y

Date  of C la im  | [ [ | | |

Date  M onth  Year

1. Nam e o f the insured (Staff) :

2. EMP No /  PFM No :
3. Nam e o f the Bank : UCO Bank

4. Nam e a n d  address o f the branch :

5. A ccount No (M dig it)

6. Type o f a cco u n t

7. MICR C ode  No

: S B / O D / C C
8. IFSC No


