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{HEALTH CLAIM FORM (Group Insurance)}
TR 0 VIR 479 4157 % (Please select the type of Claim from below):
[] RO (Outpatient) == [] e (General) [ 5§ (Optical) (1w (Dental)
[] 2FTATNS (In-patient) = [] =S ©FS (Hospitalization) (1 Wggeia® (Maternity)

i Berge et
Akij Takaful Life Insurance PLC

AT N (Name of Organization)

G @2/ /T WEE  (Employee ID/

Member ID)

@A AN (Name of the employee)

T T (Name of the patient)

Rieierea A0 T4 (Relation with Policyholder) [ it (self) 1=/ (spouse) [ 4@ (Son) (1=t (Daughter)

AP MR TER  (Policyholder’s | g %7 784 (Alternate Mobile No):
Mobile No)

I aizee IR AR (Policy holder’s

email ID)

AN ofeq f@R9 T2 $F7 (Mention details of Hospitalization)

ereE/fFEET I (Name
of Hospital/Clinic)

7t (Area)

©f$q ©iff (Date of Admission)

fEomiteta ©Iffd (Date of Discharge)

ffeeil I@H @ WA (Breakup of Treatment Expenses)

JAAOE a9 ¥ (Hospital sffgwt (B1Ft) {Amounts (Taka)}

Accommodation Charge)

oI & (Consultation fee)

@t IR «F W6 (Medical

Investigation Expense)

&34 (Medicines)

A 496 (Surgical Expense)

wiqae AR fF (Ancillary Services fee)

T 476 (W ACF) {Other Expenses (if
any)}

&= (Discount)

GI1B wife® #Afame (Total Claim Amount)



এ ভি এল কন্টাক্ট সেন্টার, ১৩/১/ক , পান্থপথ, ঢাকা -১২১৫


AFPIRITET JF WD T oo (Policyholder’s Bank accounts related Information)

PELFF N (Name of the bank):

QI | (Name of branch):

IR A (Account name):

17 %9 (A/C number):

RSB 799 (Routing number):

i qerE deRT IR @ TreitaRe RYfeul wie s e i R 7oy ¢ Wil SiiFe Siege ALE Feas HEE-rs TS Age 1R
TRRAR TR e fdR | @R SqemeTs et St 7 R ot =1

(I hereby certify that the foregoing statements are full and true to the best of my knowledge and I hereby authorize all attached documents
to be provided to Akij Takaful Life Insurance PLC. Any copy of this authorization shall be taken as original)

UG T (Signature of the employee) wifd (Date)

TRMER qrwe (e 8 Fe 72) | Refin dyem w2 (Offd 8 Aw ) | oqifte IfEw e oiffe ¢ et 7z
{Signature of the claimant | {Signature of the Dept. Head (with date & | {Signature of the Authorized Person
(with date & seal)} Seal)} (with date & Seal)}

Reme: wifew oy wizw L= FPaht vike A dmte @i JR IR 31 ek T SR w39
(N.B.: Akij Takaful Life Insurance PLC reserves rights to verify or ask for any documents relevant with the claims)

TAR IR IATLCII TS WA Seamaieas e Fafie ek JAage e
(Please attach the following documents along with duly filled up Claim Application Form)

> PSR SR AR eeTe e HiveTen cavtfereiTT i
(Copy of Prescriptions of respective physician containing Hospitalization advice)

> S AP A9 T R SIRBARES e / hm @ e u)g, 63y, Aa ¥, ons, wfe, A, @oet B
TTEIBIER ARG 2 SItid RPRea st 1 i e efteiey =ieg
(Original and itemized Bills / Receipts of all relevant expenses i.e. hospital accommodation, medicines, consultation fees,
investigations, procedures, surgery, any medical or surgical items along with their requisition slips. Database bills are preferred.)

> e AftRs, s wwe it «ak 9w BT Gems 37
(Copies of discharge certificate, all investigation reports and others treatment records.)

>  EIER I reimbursement GF Y IO (FTF TG It AT 7 ofF T Reow i @ WiGNISE I @ wieq [Re Mag
T | SR, N @A O TR I e WK FHifER T e @ weeR I Rt I frew wa B 3 Refs wi =
Q7o U opiteta wiffd (@i Teefve TR T e vk ot ) o 3fieR FeRk [ 2R a7 o em
T R7© AqFa
(Please collect database or software generated original bill details and itemized or break down bill from hospital where available
for reimbursement. Otherwise, Insurance company will collect it and claim settlement time will be longer. Please avoid overwriting
or writing by self or scratching the bill. Submit your claim within allowable time limit from date of discharge. Photocopy of money
receipt or self-written money receipt will be out of consideration.)

e OIrEe AT TP Pl mike A eriEe @ AR IR A Rt Fa SR W I
(Akij Takaful Life Insurance PLC reserves rights to verify or ask any documents relevant with the claims.)




