






DECLARATION 

(Please read very carefully) 

We confirm having read understood and agreed to the Declarations of this f orm 

a. Name of the treating doctor:

b. Qualification:

c. Registration number with State code:

Hospital Seal

(Must include Hospital ID) Patient/Insured Name and Sign 

"I provide my explicit consent to the undersign hospital to collect, store, process, transfer, archive my KYC documents
for the Purpose of availing cashless claim facility".




