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Need to claim?
We won’t play the claim game!

Zuno Health Insurance

Claim form - A

Instructions:
1. This form has to be filled in BLOCK letters by the Insured / Policy Holder.
2. The filling up and submission of this Form does not make us liable to accept the Claim.

Section A — Details of the primary insured / policyholder

a) Policy No.: mmm b) SI. No ./ Certificate No: mm
) Company/ TPA1DNo- ([ [ [ [ [ [ [ [ [ [ [T 1])

d) Name: e) Address:

City: State: Pincode: [ [ [ [ [ |}
Phone No.: E]:m Email ID:

Section B - Some details of your other/past insurance
a) Are you currently covered by any other mediclaim/ health insurance: Yes D No D

b) Date of start of the first insurance without break:

) If yes, company name: Policy number:m Sum insured (INR):

d) Have you been hospitalized in the last four years since the beginning of the policy? YesD noD
Date:[D[D[M[M] Y] Y] Y] Y] Diagnosis:

e) Were you previously covered by any other mediclaim / health insurance? Yes D NOD

f) If yes, company name:

Section C - Details of hospitalized insured person / policy holder

a) Name:

b) Gender: MaIeD Female@ Third genderD c) Age: YearsED MonthsED d) Date of birth:
e) Relationship with primarily insured: SeIfD Spouse D Child D FatherD MotherD Other (Please Specify)

f) Occupation: ServiceD Self-employed D HomemakerD Student D Retired D Other (Please Specify)

g) Address (if different from above): City: State:

pincode: (T [ [ [ 1]  mPhoneNo:( [ [ [ [} ) Email 1D

Section D - details of hospitalization

a) Name of hospital where admitted:

b) Room category occupied: Day careD Single occupancy D Twin sharing D 3 or more beds per room D
c) Hospitalization due to: Injury[ ] lliness[ ] Maternity [ ]

d) Date of Injury / date disease first detected /date of delivery:

e) Date of admission: EB Time:

f) Date of discharged: Time:

g) If injury, give cause: Self inflicted D Road traffic accident DSubstance abuse /alcohol consumption D

h) If medico legal: (i)Yes D No D (ii) Reported to Police: Yes D No D i) MLC report & police FIR attached: Yes D No D

i) System of medicine:
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Section E - details of claim

a) Details of the treatment expenses claimed

(i) Pre-hospitalization expenses: g (ii) Hospitalization expenses: g
(i) Post-hospitalization expenses: 3 (iv) Health-check-up cost: 3
(v) Ambulance charges: g (vi) Others (code):______ N
Total: 3
(vii) Pre-hospitalization period: ______ days (viii) Post-hospitalization period: ______ days
b) Claim for domiciliary hospitalization: Yes No (If Yes, provide details in annexure)
c) Details of lump sum / cash benefit claimed:
(i) Hospital daily cash: 3 (ii) Surgical cash: Rs. 3
(iii) Critical illness benefit: g (iv) Convalescence: g
(v) Pre/Post hospitalization lump sum benefit: 3 (vi) Others: k3
Total: 3
Claim documents submitted — checklist
D Duly signed claim Form D Operation theatre notes
D Copy of the claim intimation, if any D ECG
D Hospital main bill D Doctor's request for investigation
D Hospital break-up bill D Investigation reports (Including CT/MRI / USG / HPE)
D Hospital discharge summary D Doctor's prescriptions
D Hospital bill payment receipt D Others
D Pharmacy bill
Section F - details of bills enclosed
SI.LNo. | BillNo. | Date Issued by Towards Amount })
1 Hospital main bill
2 Pre-hospitalization bills: ___ Nos
3 Post-hospitalization Bills: ___Nos
4 Pharmacy bills
5
6
7
8
9
10

Section G -details of primarily insured's bank account

PN T T I T I T 1] o) AccourtNos (] [ [ T [ [T 1111111

c) Bank name and branch:

d) Cheque/DD payabledetails:[ | [ [ [ [ [ [ [ [ ) ewsc( [ [ [T 11111 1]
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Section H - declaration by the insured

(please read very carefully)

| hereby declare that the information furnished in this claim form is true & correct to the best of my knowledge and belief. If |
have made any false or untrue statement, suppression or concealment of any material fact with respect to questions asked in
relation to this claim, my right to claim reimbursement shall be forfeited. | also consent & authorize TPA / insurance company,
to seek necessary medical information / documents from any hospital / Medical Practitioner who has attended on the person
against whom this claim is made. | hereby declare that | have included all the bills / receipts for the purpose of this claim & that
I will not be making any supplementary claim except the pre/post hospitalization claim, if any.

Date: (] B MMV V]7]7)

Place:

Guidance for filling claim form - part A
Data element

Section a - details of primary insured
a) Policy no.

b) Si. No/ certificate no.

c) Company TPA ID no.

d) Name

e) Address

Section b - details of insurance history
a) Currently covered by any other
mediclaim/health insurance?

b) Date of commencement of first insurance

without break
c) Company name

Policy no.
Sum insured

d) Have you been hospitalized in the last
four years since Inception of the contract?
Date
Diagnosis
e) Previously covered by any other
mediclaim/health insurance?
f) Company name

Description

Enter the policy number

Enter the social insurance number or the
certificate number of social health
insurance scheme

Enter the TPA ID No.

Enter the full name of the policyholder
Enter the full postal address

Indicate whether currently covered by
another Mediclaim / Health Insurance
Enter the date of commencement of first
insurance

Enter the full name of the insurance
company

Enter the policy number

Enter the total sum insured as per the
policy

Indicate whether hospitalized in the last
four years

Enter the date of hospitalization

Enter the diagnosis details

Indicate whether previously covered by
another Mediclaim / Health Insurance
Enter the full name of the insurance
company

Section c - details of insured person hospitalized

a) Name

b) Gender

c) Age

d) Date of birth

e) Relationship to primary insured

f) Occupation

g) Address
h) Phone no

i) E-mail id

Enter the full name of the patient
Indicate Gender of the patient
Enter age of the patient

Enter Date of Birth of patient
Indicate relationship of patient with
policyholder

Indicate occupation of patient

Enter the full postal address
Enter the phone number of patient

Signature of the Insured

(to be filled by the insured)
Format

As allotted by the insurance company
As allotted by the organization

License number as allotted by IRDAI
and printed in TPA documents
Surname, First name, Middle name
Include Street, City and Pin Code

Tick Yes or No
Use dd-mm-yy format
Name of the organization in full

As allotted by the insurance company
In rupees

Tick Yes or No

Use mm-yy format
Open Text
Tick Yes or No

Name of the organization in full

Surname, First name, Middle name
Tick Male or Female

Number of years and months

Use dd-mm-yy format

Tick the right option. If others, please
specify.

Tick the right option. If others, please
specify.

Include Street, City and Pin Code
Include STD code with telephone
number
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Section d - details of hospitalization
a) Name of hospital where admitted
b) Room category occupied

c) Hospitalization due to

e) Date of injury/date disease first detected/

date of delivery
d) Date of admission
F) Time
g) Date of discharge
h) Time
i) If injury, give cause
If medico legal
Reported to police
MLC report & police fir attached

j) System of medicine

Section e - details of claim
a) Details of treatment expenses

b) Claim for domiciliary hospitalization

C) Details of lump sum/ cash benefit claimed

D) Claim documents submitted check list

Section f - details of bills enclosed

Enter the name of hospital

Indicate the room category occupied
Indicate reason of hospitalization
Enter the relevant date

Enter date of admission

Enter time of admission

Enter date of discharge

Enter time of discharge

Indicate cause of injury

Indicate whether injury is medico legal
Indicate whether police report was filed
Indicate whether MLC report and Police
FIR attached

Enter the system of medicine followed in
treating the patient

Enter the amount claimed as treatment
expenses

Indicate whether claim is for domiciliary
hospitalization

Enter the amount claimed as lump sum/
cash benefit

Indicate which supporting documents are
submitted

Indicate which bills are enclosed with the amounts in rupees
Section g - details in case of nhon-network hospital

A) PAN

B) account number
C) Bank name and branch

D) Cheque/ DD payable details

E) IFSC code
Section h - declaration by the insured

Enter the permanent account number

Enter the bank account number

Enter the bank name along with the
branch

Enter the name of the beneficiary the
cheque/ DD should be made out to
Enter the IFSC code of the bank branch

Name of hospital in full
Tick the right option
Tick the right option
Use dd-mm-yy format

Use dd-mm-yy format
Use hh:mm format
Use dd-mm-yy format
Use hh:mm format
Tick the right option
Tick Yes or No

Tick Yes or No

Tick Yes or No

Open Text

In rupees (Do not enter paise values)
Tick Yes or No
In rupees (Do not enter paise values)

Tick the right option

As allotted by the Income Tax depart-
ment

As allotted by the bank

Name of the Bank in full

Name of the individual/ organization in
full
|IFSC code of the bank branch in full

Read declaration carefully and mention date (in dd:mm:yy format), place (open text) and sign.

Zuno General Insurance Limited, (Formerly known as Edelweiss General Insurance Company Limited) Registered Office: 2nd Floor,
Tower 3, Wing B, Kohinoor City Mall, Kohinoor City, Kirol Road, Kurla (West), Mumbai - 400 070, IRDAI Regn. No.: 159, CIN:
U66000MH2016PLC273758, Reach us on: 1800 12000 (Toll-Free), 022 42312000 (Call charges applicable) Email: support@hizuno.com,
Website: www.hizuno.com, Issuing/Corporate Office: +91 22 4272 2200, Grievance Redressal Officer: +91 22 4931 4422, Dedicated
Toll-Free Number for Grievance: 1800 120 216216. Trade logo displayed above belongs to Zuno General Insurance Limited under license.
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Paramouﬁt Health

Your link to good health
A Medi Assist Company

POLICY DECLARATION FORM

Undertaking by the Patient regarding Heath Insurance Policy

(A=A 41 Uifertt & Iae & INT gRT ATY-T=))

D | have not declared about any health insurance policy, at the time of Hospital admission.

(T gfad var g o sRgare & ITaR & SR IR U $is | ey §iu7 uiferit 781§ |

SIZNATUIE: coviveecveree vt (BXI&R)
Name of the Patient/Patient’s attendant (IIWW:HTD

D | have declared about the health insurance policy, at the time of Hospital admission.

(G AR g S rudTa § SUeR & SR TR URY Wy 1497 Gifert g,

SIZNALUIE: ot (BXdT&R)
Name of the Patient/Patient’s attendant (Ilﬁ\_rfﬁ:ﬂ'ﬂl)

Undertaking by the Hospital

Based on patient undertaking hospital declare that patient: (17t IUHH B YR TR 89 3T WM P! GIVUT HIA §)

= Patient did not declare any health insurance coverage, at the time of hospital admission. Hence we will bill
the patient as per our rack rates. We may or may not consider discount for all such undertakings. (¥4 ST

P Te| §, RIS § Helf P THT | ST(O BH FRISI bl 3T ¥eb & & AR et 3771 g7 T ot Susp i & ol ge R
fraR &R W gpa € iR el )

= Patient declared health insurance coverage, at the time of hospital admission. But out of own free will is
opting for reimbursement/ cash paying mode. . As insured is already covered under TPA servicing for which
we are network provider, hence we agree to bill this patient as per PHS or insurer agreed rate list

(whichever is less). The benefit of discount as per MOU will also be given to this patient. (7t & U W=y
ST ANl 5, ST | 4l b GHY | b 95 3o Holl § NgauHc/qaa YA HIS &1 f[dded 9 361 ¢ | . I it
e Ued 3 81 AT AR & Sfeiia par ¢ Fords forg 87 ead Uardl 8, 3H1eE 81 9 7RIS ) UIeaud T Siemehdi gRT
TgHd X T (o ot HH BY) & SR fad & & o Terd § | THSMNg & 3R Be &l ary ot gu w1 fean smam,)

SigNature: .o

Name of the Hospital Representative & Hospital Seal




