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IN-HOSPITAL / MEDICAL REIMBURSEMENT CLAIM FORM (3qaTel At/ Seia= @ @t qd wR)
[ A) INSURED'S SECTION (SifHa™l s9+)

1. Policy No. 2. Name of Insured
@G T @TRTBT AT
3. Date of accident or Date of sickness
(FHESATHTRT TAIT).ovcvvrcrereeeee e T (FIRTHT TTBT THTT) 1ottt et
4. Nature of Disability :
(FTRTEATIBT TTBTT) oo
5. Medical History of Disability
(FTERAT Rt FATRCAIRT TaaTT) L
6. Have you ever had same or similar condition ? No-grg) [
(% TUTEH! Fewd TR AT T (MR Tl Fedr Tl fory) Yes -80) [ Dates (FATT )ovoveovevceeeeeeeeee

AUTHORIZATION (IR 9_T)
“The undersigned hereby authorizes all physicians, hospitals, clinics, Pharmacists, Laboratories, Employers, Insurance
Companies, other Companies, Institutions or any other persons who have any records or information about me to
provide American Life Insurance Company any and all information with respect to my health and medical history,
consultations, medical prescription, treatments or complete copy of my hospital medical record. A photographic copy of this
authorization shall be as valid as the original”. | also authorize the company to deposit the payable claim amount in my below
mentioned bank account.
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Insured's Signature Date Contact No. E-mail

(FTHTRT ERATER) oo Tt (FTTE )i FHT) e
Bank Name Branch Account No.

(ST ) oo (). oo (@TAT ) oo

1.Please submit treatment related document s and original bills along with this form.

QAT JTAREAT FIET PRI TN Yool SIefee A1 BIRAGT T T Bl |
2.Please submit the physician's st atement overleaf if you do not have det ailed prescriptions and
treatment related p apers from the doctor/hospit  al.
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| B) EMPLOYER'S STATEMENT (For AWI benefit only) (el HIRIT ATATEE ATHDI ATRT HIT)

1.Full name of Insured

2.Name and business address of Insured’s employer
STTATDT TSTITRETATET ATH T STTAL, .viviaieeieteeteetesteseeteeteeessese et et eseese st e et e st eseese et e st eseese et et essebees et essese et e st essassasessensens

3.When was Insured compelled to give up his duties ? (Give exact date)
AITHT Fledd ATRAT H1T BISA AT GAFAT (AT FATSTRIR)? oo

4.When did Insured return to work ?
AT Bleet ATHAT BIHHAT TBTTAT? oo

5.Was Insured’s injury the sole cause of his absence from duty for all of the above period ? If not, give particulars.
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fafd (Date) FATAIHT GT (Office seal)



C) PHYSICIAN / SURGEON SECTION

NAME OF PAENE © .ot e et e e JNC TS OmM OF

L NGLIUFE OF DISAIIIILY: ...ttt ettt ettt et et e et e e et e e e e e e aeaaaaaaaaaaaaaaeaaaaaaaaaaaaaaaaaaaaaaaaaaaaaanas

(Describe complications, if any)

If due to PREGNANCY, what was the approximate date of INCEPION? .........coiiiiiiiiirice e

2. a) Nature and Medical HiStory Of DIiSADIlILY........cccciiieiiiieeiieie et e e e b sae e e

b) Cause of disability: i) [0 Due to Accident Date Of ACCIENT ......coveeirieireereere s
i] Due to Sickness Date of SICKNESS ......cooiiiiiiiiiece e

3. Has patient ever had same or similar condition? [] Yes [] No

L ST r= L (ST a =T g I= T g o [0 (=TT 0] 1 o 1T

Name and address of referring PRYSICIAN ......c.ccveiiiee et na e e e e sra e e nreeneas

4. Describe fully NAtUre Of SURGICAL ....uuuuiiiiiiiiiiiiiieiieeieuenieaeiaesereseeensennnenenesnnssesannnnnsnsa s
(or Obstetrical) PROCEDURE

(D= UE= R 01T 0] 1 41T o [ RR R TR
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5. Dates of Treatment : OFFICE ...

ViISIt CRArge. . oo

HOME .o

ViSit Charge......cooevvveeece e
6. Is further operative procedure or treatment anicipated? [dyes [ No
L 4 ST = d o] = 1] o TSP USRTRPR
PHYSICIAN'S/SURGEON'S NAME: .....cotii ettt
SIGNATURE: ...
NMC NO.I e
FUll ADAress: ...oc.ooieeeee e
Date .o
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