
                                                  [image: C:\Documents and Settings\Gour\My Documents\Downloads\grandlogo.JPG]
                Grand Health Care TPA Services Pvt. Ltd.
       Grand House,45A,Hindustan Park,Kolkata-700029
   E-mail:grandtpa@gmail.com,Website:www.grandtpa.com
Tel No(033)40651046
NATIONAL INSURANCE COMPANY LIMITED
       POLICY ISSUING OFFICE           
                                                                             O.T. Road,Inda,Kharagpur-  721305
                                                                            Dist-Paschim Medinipur(W.B)
                                                                             Tel. No(03222)225168/226741
            HOSPITALISATION BENEFIT POLICY CLAIM FORM
  POLICY NAME…………………………………..                                                       
Policy No			            Card No				Claim No.
Part  A
 1  Name of the Insured………………………………………………
 2  Name & Relationship with the Insured……………………………
3   Present complete age………….
4   Residential  address………………………………………………………………
…………………………………………………………………………Pin
Phone No(Mandatory)…………………….E-mail No…………..
5   Present  complain…………………………………………………………………………..
6  Symptoms and Signs………………………………………………………………………….
…………………………………………………………………………………………………….
7  Past Illness…………………………………………………………………………………..
8   Diagnosis………………………………………………………………………………………..
9   Date on which injury was sustained/Disease or Illness first detected…………
10   Investigation Findings……………………………………………………
11   Treatment Plan: Medical/Surgical  
12 .Name and address of attending Medical Practitioner……………………………..
……………………………………………………………………………………………………
13  Qualification………………………………Ph No…………………..Registration No…….
14  Name and Address of the Hospital/Nursing Home……………………………………….
………………………………………………………Ph No………………………..Email………..
    Date of Admission……………..                     Date of Discharge………………                               
                                                                  Signature of Insured………                                                             
Part B
Particulars                                                         Details             
_________________________________________________________________        
Room, Boarding Expenses                                                                                                                                   
Surgeon, Anaesthetist, Medical Practitioner,
 Consultants, Specialists Fees, Nursing Expenses
Anaesthesia, Blood, Oxygen, Operation
 Theatre Charges, surgical appliances,
 Medicines,Investigation, Expenses
___________________________________________________________
TOTAL EXPECTED COST OF HOSPITALIZATION……………
Package rate if any………………………………..


……………………………………            …………………………….




Signature & Stamp of Treating Doctor                 Signature & Stamp of  Hospital

In support of the above claim,1 enclose the following original documents
1.  Bill,Receipt and Discharge certificate/card from the Hospital
2. Cash Memos from the Hospital(s)/Chemist(s),supported by proper  prescriptions
3. Receipt and Pathological test reports from Pathologist supported by the note from the attending Medical Practitioner/Surgeon recommending such Pathological tests.
4. Surgeons certificate stating nature of operation performed and Surgeons bill and receipt.
5. Attending Doctor,s/Consultant,s/Specialist,s/Anesthetist,s bill and receipt,and certificate regarding diagnosis.
6. Certificate from attending Medical Practitioner/Surgeon that the patient is fully cured.                             
                                    Enclose the copy of   
a) Insurance card
b) Photo identity prove
c) Age prove
d) Address prove 
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