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COMPREHENSIVE PROTECTION POLICY

CLAIM FORM



Details of Lump sum/cash benefit claimed:

1.  Hospital Daily cash

2.  Convalescence / EMI protect 

3.  Major Surgical Procedure

4.  Infectious Diseases

5.  Payment Protection 

6.  Family Protection 

7. Education Benefit 

8. Others

`

`

`

`

`

`

`

`

`
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Claim document submitted -checklist



 I hereby declare that the information furnished in this claim form is true and correct to the best of my knowledge and belief. If I 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. I also consent and 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. I hereby declare that I have included all the bills/receipts for the purpose of this claim and that I will not be 
making any supplementary claim except the pre/post-hospitalization claims, if any (for indemnity policies only). I/We also hereby declare that I am/we are 
accepting the amount in full discharge of your obligations under the policy to the Insured  Person and /or his/her legal heirs. I/we will hold you indemnified in the 
event of any claim under this policy being made against you by any other person or persons.

Accidental Death/ Permanent Total Disablement (PTD)/ Permanent Partial Disablement (PPD)/ Temporary Total Disablement (TTD) /Broken Bones /Burns/
Mobility Extension

E-mail Id

Accident/ Incidence 
Location Address 

City District

Street

Phone Number of
Claimant

Phone No. Mobile

State Pin Code

Name & Address of 
Certifying authority: 

City District

Street

State Pin Code

Address 

City District

Street

E-mail Id

Phone Number of
Claimant

Phone No. Mobile

State Pin Code

Details of Accident/ Incidence  ___________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________

Date of Accident / Incidence D D M M Y Y Y Y Time of Accident / Incidence A.M. P.M.

Were there any witness to the Accident/ Incidence             Yes              No 

 A.  Accidental Death D D M M Y Y Y Y  B.    Date of Death D D M M Y Y Y Y  C.   Place of Death 

 D. Name of hospital where insured was admitted immediately post accident (if applicable): 

Permanent Total
Disability Nature of Disability

Name of Person

DETAILS OF ILLNESS/ACCIDENT/INCIDENCE 

Name & Address of
Hospital where Insured
was treated 

City District

Street

State Pin Code
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DETAILS OF ILLNESS/ACCIDENT/INCIDENCE 
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LOSS OF SALARY/EMPLOYMENT



thCorporate & Registered Office: Fulcrum Building, 9  Floor, A & B Wing, Sahar Road, Andheri (East), Mumbai 400 099.

6



thCorporate & Registered Office: Fulcrum Building, 9  Floor, A & B Wing, Sahar Road, Andheri (East), Mumbai 400 099.

7


