
                                                                                                                                                                                                                                   

 

 

 

 
 

 
 
 
 

 

 
 
 

 
 

 

 

 

 

Disease / Ailment     Duration (Specify Days / Month / Year) 

Hypertension Yes  No   

Hyperlipidemia Yes  No   
Cancer Yes  No   

Osteoarthritis Yes  No   
Diabetes Yes  No   

Cardiovascular Diseases Yes  No   
Asthma / COPD / Bronchitis Yes  No   

Any Surgery / Hospitalization Yes  No   
Any Other Disease / Disability Yes  No   
Congenital Yes  No  Internal  /  External 

Any HIV or STD/Related Ailments Yes  No   

Alcohol or Drug Abuse Yes  No   
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Patient Name: Health Card No 
Gender: Male Female Age: (Yrs) DOB: Policy No: 
Patient/Attendant Mobile No. 

Sum Insured 

Employee ID 

Currently do you have any other Mediclaim / Health 

Insurance 
(if yes, provide other insurance details) 

Insurance Co. Name 
Yes No 

Policy No: 

Company 

since how long you have this cover 
Do you have Family Physician?         Yes No Name of Family Physician: Mobile 

No:   
Name of the Hospital: City: 

Type of hospitalization:          Emergency Planned Expected Admission Date: Time of Admission 
Expected Length of Stay:             (days)     Name of Treating Doctor: Mobile No:   
Nature of Illness / Disease with Presenting Complaints:   

Relevant Clinical Findings:   
Duration of present Ailment: Date of First Consultation:   
Past History of Present Ailment if any   
Provisional Diagnosis: ICD Code:  

: Proposed Line of Treatment during Hospitalization: Medical Surgical Intensive Investigation Non Allopathic treatment 
If Investigation & /or Medical Management, provide details:   

 

  

Route of Drug Administration: If Surgical, Name of Surgery: 
Type of Anesthesia: Local General Regional Dissociative ICD PCS Code:   
If other treatments provide details: 
In case of Accident / Injury: RTA Intentional Self Injury Date of Accident / Injury:   
How did injury occur:   

Injury / Diseases caused due to Substance Abuse / Alcohol 

Consumptions: Test conducted to establish this: Reported to Police: 
Yes No 

FIR / MLC No:   Yes No No Yes 

In case of Maternity: P G L A LMP Date: FIR / MLC No:   

Mode of Delivery: VD LSCS 

PAST HISTORY OF ANY CHRONIC ILLNESS WITH 
DURATION: 

 



 
 
 

Expense Head Amount (Rs.) Expense Head Amount (Rs.) 

Room Rent per day + Nursing/Service charges + Diet 0 Investigations + Diagnostics 0 

ICU charges per day 0 Medicines / Consumables 0 

Doctor / Consultant visit charges 0 Equipment / Monitor etc 
 

Surgeon charges + Anesthetist 0 Miscellaneous (specify)  

Operation Theatre Charges 0 Implant Charges (If any) 0 

Package Charges    
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Estimate of Expenses: Total Amount Rs. Class of Accommodation:   

Name of the treating Doctor: Qualification: 

MCI Registration No with State Code:   

Signature of Doctor: Stamp / Seal of Hospital   

NAME OF INSURED: SIGNATURE OF INSURED:   
INSURED Email ID: INSURED Mobile No:   

Patient’s /Insured’s Name Contact No: Signature   


