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Claim Type: Outpatient General Optical Dental In-patient Hospitalization Maternity
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Staff ID/ PIN Organization’s Name

Policy No./ Member ID Policyholder’s Mobile No.

Policyholder’s Name Alternate Mobile No

Name of Patient Policyholder’s E - mail

Relation with Policyholder Self Husband Wife Son Daughter Father Mother
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Name of Hospital/Clinic Area

Date of Admission Date of Discharge
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A / Authorization: | hereby certify that the foregoing statements are full and true to the best of my knowledge and |
hereby authorize all attached documents to be provided to Guardian Life Insurance Limited. Any copy of this authorization shall be
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Signature of the Employee/claimant with date & Seal |Signature of the Dept./Div. Head with date & Seal Signature of the Authorized Person with date & Seal
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Only 1*is applicable for Individual insurance . N.B.: Guardian Life reserved rights to verify or ask any documents relevant with the claims.
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Please attach following documents along with duly filled out this claim Form
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Copy of Prescriptions of respective physician containing Hospitalization advice
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Original and itemized Bills / Receipts of all relevant expenses i.e. hospital accommodation, medicines, consultation fees, investigations,
procedures, surgery, any medical or surgical items along with their requisition slips. Database bills are preferred.
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Copies of discharge certificate, all investigation reports and others treatment records.
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Please collect database or software generated original bill details and itemized or break down bill from hospital where available for
reimbursement. Otherwise, Insurance company will collect it and claim settlement time will be longer. Please avoid overwriting or
writing by self or scratching the bill. Submit your claim within allowable time limit from date of discharge.Photocopy of money receipt
or self-written money receipt will be out of consideration.
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Guardian Life reserves rights to verify or ask any documents relevant with the claims.




