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CRITICAL ILLNESS CLAIM FORM
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This form must be filled out by the policyholder
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Policy Number

Policy Start date
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Name of Organization (Applicable for Group and Credit Shield Insurance ©

Policyholder Name ®

Date of birth Permanent address ©
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To be completed by respective specialized physician or,any physician who is well aware of insured’s iliness and involved in the

treatment process.
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Are you the attending Phycsician of the insured? Yes No
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If yes, please indicate since knowing
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Diagnosed illness Date of diagnosis
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Disease name
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When you consulted as soon as the first symptoms occur? Yes No
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If yes, please indicate the date of examination
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Has the insured previously suffered from a similar disease? Yes No
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If yes, please give all the details
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Initial investigation (Please enclose) Yes No
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If no, please write note
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Medical Report (Please enclosed) Yes No
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If no, please write note
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Treatment details: (If any)
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Surgical Yes No
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If yes, please write down surgical type
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Physician Name Date
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treatments other than surgery
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Physician Name Date
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Nature of treatment, duration and result
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Overall comments of Physician
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Signature of the Employee/claimant Signature of the Dept./Div. Head Signature of the Authorized Person
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Only 1*is applicable for Individual insurance . N.B.: Astha Life reserved the right to verify or ask any documents relevant with the claim.
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