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HOSP_ITAL CAERTIFICATE

15144
(TO BE FILLED IN BY THE ATTENDING PHYSICIAN)
(et oM 4t s 7 3f47)

Patient Details:

@I5TE AfEpE o

Name of the Patient:
AT A 2

Age: (Please Tick box) Sex: Male Female

i (e =1 qers Bes 9w)  fw: O |:| & |:|
Address of the Patient:

it fret

Telephone No:
Ghfewm A 2

Name & Address of the Physician:(As Applicable):
fofeoremai®in am wre e ¢ (awrer wmews) 3

Telephone No:
iR e 2

Name & Address of the Hospital: (As Applicable):
WEWWWW:(MW)S

Telephone No:

Hospital Inpatient No / MRD No: o
fofeesemm @it sfa 7 v awerafe =0 2
Particulars of Complalnts and Symptoms:
FPTHAYZ GIE T2 AT 3
1. Reason for Hospitalization:
Tfeesems oS e w1 2
2. Date of first diagnosis/surgery: ___ /___ /___ _ _ (DD/MM/YYYY)
fofeeat = Frs! = wgIeieET wifdd 3 (feifirz/f )
3. Dateandtimeofadmission: ___ /___ /_ (DD/MM/YYYY)__ . (in 24 Hrs format)
w6 (ErRl Sif e wiE 7=y 3 (Fmfarz/aea) (28 =<1 faiers)
4. Dateandtimeof Discharge: __ /[ (DD/MM/YYYY)__ _ :__ (in 24 Hrs format)
Tofesrema a1 wayEfs @ oy ¢ (frifara/e) (28 vt fasters)
5. Exact diagnosis (es)/condition(s) :
iy BRre A (onz) * AR (P
6. Date of first Consultation (prior to hospitallzatlon) Il 1__ _ _ (DD/IMM/YYYY)
AR fofmes sarmfeads oty (bl &sm@) (Frafsrafaem)
7. Was the Patient admitted to ICU? Yes |:I If “Yes” Please specify below details:
@Sl wiabate ofs e @RF? =W m, aft 29 (SR od R0 Ed A4 FfaE e99 2
B  Date and time of Admissioninto ICU: __ _ /_ [/ (DD/MM/YYYY)__ _ :_ _ (in 24 Hrs format)
BT S A T = 7 (Fe/arefre) (28 whr fapiore)
B  Date & time of Discharge from ICU: .' _ _l__ _ (DD/IMM/YYYY)__ _ :__ _ (in 24 Hrs format)
e ok W (Fmifwrz/aea) (28 w51 faprers)

WEHEET *[T
8. A) With what complaints was the patient admmed for?
@MRFIE 771 = BfeerAme ©f tafm?

B) Since when was the patient suffering from the said complaint?
T TGS @MeEd @fems wa gl wine?

9. Please give previous medical history of the patient:

AT T @R 7T @ eeretre AR wiive 999 3
10. Is the ailment a complication of pre-existing disease or condition? If “Yes' please give details.
TEAH BT <1 9 A FAAIG! #HT (DA @R *[1 I TR #[41 $e (2% (I 7 AW 2 (908 O AR ST 399
11. Is the present ailment attributable to the influence of alcohol or intoxicating drugs?
FEA S5 4T @Iet A1 T 73T 3 @I FHRE o oRme #[1 T e @2
12. Exact cause of lliness: d%lf others Please specify)

HESE 4P A 2 (A Sy (] A ST (9 T 399)
Congenital |:] Accidental E Pre-existing Dlsablllty [:] Others
TS ECERICIEI *&w@ *A 4w
13. ICD 10 Code: Details of Procedure/s done:
=EBfE so T 2 ol Gzl efenE Afqees ¢

14. Additional Remarks by Attending physician/ Surgeon:
s wot e 3t g sfefaes Tome

15. Nature of identity proof submitted by patient:
@I wIiE 4 A6 AaE @
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HOSPITAL CERTIFICATE

GG Lk ]

16.
[ Sr.no Hospital Details To be filled by Physician/Hospital
| wfm e fSfwesema wfaem Bfarers = s o7 wfaz

Hospital Registration number
fofearea #ghaa s

b No. of inpatient beds in the hospital (including ICU)

t Pfverme @ =% sRwa 2 feam Awm (wEbits wmE)
No. of fully equipped operation theatres in the hospital
B e L B
d No. of qualified nurses in the Hospital

: RIS 2 W T A HeE
No.offully qualified doctorsthe hospital have round the clock
BlecimmeTs G 953 4@ wgel 7o bfeo™s 7en

e,

17. Details of Doctor's / Surgeons treated or advised the patient.
e [ et F4 Bieem wRvm a1 @it ssRmRn s

Name of the Doctor / Surgeon Contact Details
fofaseora = wreea am TS HaTE

Declaration:

CHIFe 2

By The Hospital
feesAEmR =@
We hereby declare that the information furnished in this Claim Form is true & correct to the best of our knowledge and belief. We
hereby authenticate the identity of the above person who underwent treatment at this hospital.

oIS B0 B A TR @ WA T W W S 30rS 71 F4 @I o-oae S F91 WHEEE O 5 W AoF | 79
a4l @3 FBlFeeTs Bieen 93¢ T4t @FsdR e wore 5[ T4 =@

Doctor's name & Qualification:

ofderaq wm =wF wEs) 2

Doctor’s Signature: Date:

e e ¢ e L

Address & Seal:

el i BearE

(To be attested with Hospital Seal)
(TBfemmoma St erem @)

Note: All the questions are mandatory.
BT ¢ WHELAMA 223 TS |

Note : The present policy servicing form contains original content in English along with its vernacular translation. In the event of any disagreement arising between the
translated version and the original English version, the English version shall be considered as final and shall prevail.
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