
 

  

 
 
   
     

 
 
 

 

 

 
 

   

Medical & Accident Claims Form 
 

 

This is an important form, please complete at time of clinic treatment and/or admission to hospital.  
The company will not consider settlement of invoices until this form and relevant supporting documentation are received. 
enHCaTMrg;EbbbTsMxan;  sUmbMeBjral;eBleTABüa)alenAKøInik b¤sMrakeBTü. Rkumh‘unnwgmineFVIsMNgtamvik½yb½RtTaMgGs;RbsinebITMrg;EbbbTenH nig Éksareyagmin)anTTYl . 

 
 

 Policy No. (See in your membership Card)                                                    Insured Name 

 elxb½NÑFanar:ab;rg ¬manenAelIkatrbs;Gñk¦                                                                      eQμaHGñkFana                       
 
 Employee name                                   Sex          Age    Claimant name (if dependant of employee)    Sex      Age          

 eQμaHnieyaCik                                                                           ePT             Gayu                eQμaHGñkTamTasMNg ¬RbsinCabnÞúkrbs;nieyaCik¦     ePT        Gayu 
 Occupation                                         

 muxgar 
 Tel                                     email                                                               Relationship of dependence     H/W      Son       Daughter        

 TUrsBÞ½                                               GuIEm:l                                                                       TMnak;TMngrbs;GñkenAkñúgbnÞúk            bþI RbBn§     kUnRbus    kUnRsI 
 

 Date of accident                                      Time               am  / pm        Did the accident occurring during working hours?    Yes         No 

 kalbriecäTeRKaHfñak;                                             em:ag                  RBwk / l¶ac         etIeRKaHfñak;enHekIteLIgsßitenAkñúgem:agkargarEdrb¤eT?             )aT            eT 
Is your company subscribed to the NSSF scheme?   Yes        No            if yes, has a claim been submitted to NSSF?             Yes     No 

etIRkumh‘unrbs;Gñkman)anTijkarFanaBIsnþisuxebLasgÁmEdrb¤eT? )aT     eT                RbsinebImanetIkrNIenH)anbBa¢ÚneTAsnþisuxebLasgÁmehIyb¤enA? )aT      eT 
How did the accident occur? 

etIeRKaHfñak;ekIteLIgedaysarGVI? 
Where is the scene of accident? 

etITIkEnøgeRKaHfñak;enAÉNa? 
What is the extent of injury? 

etIGñkmanrbYsRtg;NaxøH? 
 
Date of sickness                            Time                am / pm        Type of sickness        

kalbriecäTQW                                        em:ag                   RBwk / l¶ac        RbePTénCMgW  
 

I declare that the information shown on this form is true and correct    Signature, name and date 

´sUmFanaGHGagfaBt’manEdl)aneqøIyenAkñúgEbbbTenHBitCaRtwmRtUv .                      htßelxa eQ μaH nigkalbriecäT 

    

 
 

To be completed by treating physician 
 

 

eQμaHGñkCMgW                                                  Gayu              ePT               kalbriecäT nigem:agcUl                                   kalbriecäT nigem:agecj 
Name of patient                                  Age             Sex             Date & time of admission                     Date & time of discharge 

cMnYnéf¶Edl)ansMrak                                      karBüa)aleday³     sMrakkñúgeBTü           ykfñaMelb                    bnÞb;pÞal;xøÜn                  bnÞb;rYmKña 
Number of days                                  admitted as:          Inpatient          Outpatient         Private Room          Semi-private Room 

etIGñkCMgW)ant¥ÚjEt¥GVIxøHenAeBlCYbelakdMbUg ?  
What was his/her complaint when he/she first saw you?                     

eraKvinicä½y 
Diagnosis     

etIkarvHkat;enHCabMNgénkarEksmösS b¤ rkSav½yEdrrWeT?    Is the surgery for cosmetic purposes or rejuvenation?  )aTYes   eTNo   
 

I (We) confirm and certify that the above details are true and correct. 

´¬eyIg¦sUmGHGagnwgbBa¢ak;faesckþIlMGitxagelIenHBitCaRtwmRtUv . 
 
 
 
 

Signature, name, date, telephone and clinic stamp 
htßelxa eQ μaH kalbriec©T elxTUrsBÞ½ nig RtaKøInik 

 

Any queries relate to the complete form, please contact at 012 766 111  mansMnYrnigkarbMeBjEbbbTenHsUmTak;Tgmkelx 012 766 111 

 



 
Non Infinity Panel Member Medical Details 
r)aykarN_evC¢saRsþminEmnenAkñúgeBTüCaédKUrrbs; Infinity 

1. Patient Name:  

  eQμaHGñkCMgW³ 
2. Pre-existing and/or chronic condition history:  

 RbvtþiénCMgWruaMér: b¤CMgWEdlmanBImunmk³ 
3. Symptoms:  

  eraKsBaØat¥ÚjEt¥³ 
4. Diagnosis:  

  eraKvinicä½y³ 
5. Date & Time of Admission        Date & Time of Discharge 

 kalbriecäT nigem:agcUl              kalbriecäT nigem:agecj 
 
6. ICU: Daily Cost:                      Number of Days             Total cost 

  seRgÁaHbnÞan; tMélRbcaMéf¶        cMnYnéf¶             tMélsrub 

7. Board and room (room, food and general nursing services) 

 GaharnigbnÞb;¬bnÞb;/Gahar nigesvaKilanubdæayikar¦ 
  Daily Cost:                   Number of Days           Total cost  

  tMélRbcaMéf¶            cMnYnéf¶            tMélsrub 

8. Doctor Visitation Daily Fee:           Number of Days         Total cost   

 evC¢bNÐitBüa)al tMélRbcaMéf¶        cMnYnéf¶           tMélsrub 

9. Surgeon Fee:  

  tMélvHkat;³ 
10. Anesthetist Fee:  

 tMéldak;fñaMsNþM³ 
11. X-ray Fee:  

 tMélftkaMrsμ I X 
12. Laboratories Fee:  

 tMélBinitüQam³ 
13. Ultrasound Fee:  

  tMélfteGkUsaRsþ 
14. CT Scan/MRI Fee: 

 tMélft CT Scan/MRI: 
15. Other Fee:  

  tMélepSg² 
 
 
 
 
 
 



16. Cost of Medicines for Hospitalization/treatment  

 tMélfñaMsMrab;karsMrakeBTü b¤Büa)al 
Date 

kalbriecäT 

Name of Medicine 

eQμaHfñaM  

Qty 

cMnYn 

Amount 

tMél 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Sub Total Medicine consume 

srubkareRbI)as;fñaM  
 

 

     
 

Grand Total:  

srubTaMgGs;³ 
 

 
 

 

htßelxa/eQ μaH/kalbriecäT nigelxTUrs½ÞBrbs;evC¢bNÐitBüa)al 
Signature, name, date and cell phone of the attending doctor 

Any queries relate to the complete form, please contact at 012 766 111 mansMnYrnigkarbMeBjEbbbTenHsUmTak;Tgmkelx 012 766 111 
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