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HOSPITALIZATION INSURANCE CLAIM FORM

Part A: midwia $$ 5731 (To be completed by claimant)
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Part B: fofeetiz fRcifers ereim 9% 2= (To be completed by attending physician)
R I: BEME

Name of Patient Age
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Name of Hospital and Address
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Registration Number Word Number Bed Number
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Date of Admission Time of Admission
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Please describe the ailments why the patient was admitted
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How long he has been suffering from the disease?
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Do you find the patient had suffered from the disease before this time as well?
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Has he been suffering from any other chronic disease?
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Name of Diseases Duration (Specify days, months, years)
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If hospitalized due to accident, give details of the injury?
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Has he ever had any surgical treatment before? If so, when and why?
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Does the patient cured at the time of discharge?
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hereby declare that the above information is accurate and true to the best of my
knowledge. If National Life Insurance PLC needs further information regarding this treatment and I will co-operate
accordingly.
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Signature with date of attending Physician Name & Official Seal
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(In absence of Departmental Head (Professor/Consultant), RP/RS/Duty Doctor can fill up the form which is
highly appreciated).



