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HOSPITAL CERTIFICATE

SIOTETITS YHTOTYS

(TO BE FILLED IN BY THE ATTENDING PHYSICIAN)

IYYR TR RfGS (S 9@
Patient Details:

U] dY9er:

Name of the Patient:

T A1

Age: Please Tick box) Sex: Male Female

Ert% (m?ﬂwaﬂqwa)ﬂr) feir:  yey |:| =it |:|

Address of the Patient:
GIOTIET Y

Telephone No:
GRET BHiP:

Name & Address of the Physician:(As Applicable):
fafsne (Sraex)e - 7 yew (S 38 a7)

Telephone No:
qREHT BHiw:

Name & Address of the Hospital: (As Applicable):
BT 19 G YT (1] 38 1)

Telephone No:

GRE| BHID:
Hospital Inpatient No / MRD No:
TATICTITET BT FHHId /| THINRE! HHiw:
Particulars of Complaints and Symptoms:
TPINT G ol&or igT queiier:
1. Reason for Hospitalization:
BT A3 BIvgre HROT:

2. Date of first diagnosis/surgery: ___ /___/__ (DD/MM/YYYY)
yfear e / efedd ad: (e=/1/3dqq)

3. Dateand time ofadmission: ___ /___ /___ _ _ (DD/MM/YYYY)___ :__ _ (in 24 Hrs format)
SrEe e T 9 g (a4 /Taaa) (8 THTET HHE)

4. Date and time of Discharge: ___ /___ /___  (DD/MM/YYYY)__ __ :__ _ (in 24 Hrs format)
YIET YTl 9 T 9 (g=/m¥/qqqq) (3 THT=T W)

5. Exact diagnosis (es)/condition(s) :
gH Aufar / ferd:

6. Date of first Consultation (prior to hospitalization) _ _ /__ /__ _ _ (DD/IMM/YYYY)
fEear HeeTHHTRIH dIi (S0 HRAl eIvaray) (w=/wr/aaaw)

7. Was the Patient admitted to ICU? Yes |:] No[ ] If “Yes" Please specify below details:
TS S el e el B 7 RIE w7 " P wieier dudiier yRar

B  Date and time of Admissioninto ICU: __ _ /__ i _ _ _ _ (DD/MM/YYYY)__ _ :_ _ (in 24 Hrs format)
Ay He grEer glvandt O 9 9 (ga/#H/qq9q) (38 TTHTET HE)

B  Date & time of Discharge fromICU: __ _ /__ _ /__ _ _ _ (DD/MM/YYYY)__ _ :__ _ (in 24 Hrs format)
ST 7Y A& ySTTE] T G 9 (ga/%¥/qa99q) (3% TTHTET HE)

8. A) With what complaints was the patient admitted for?
T HIVTAT AP SIS ST Bar?
B) Since when was the patient suffering from the said complaint?
BT BT BT ABIET H1H B BIar?
9.  Please give previous medical history of the patient:
AT FAOTHT AT 430319 SR gar

10. Is the ailment a complication of pre-existing disease or condition? If ‘Yes' please give details.
e SreaT T fhaT Rerciear feradur yRom B aMonT anE H? W B Py queiier yRar

11. Is the present ailment attributable to the influence of alcohol or intoxicating drugs?
HEATT SR 9 far w1 sivwwrizar usmare e ong &r?

12. Exact cause of lliness: (if others Please specify)
STSMRIY 31T HIIT: (SIX 0 AW X PYIT S F)

Congenital |:| Accidental Pre—emslmgg DIS&bIlItyI:l Others

ST STYETLT ydaq faweiar EES
13. ICD 10 Code: Details of Procedure/s done:
smafidh 2o Bre: Ferear HrayoTelT queier:

14. Additional Remarks by Attending physician/ Surgeon:
fuftseti (Sraew) / wew Fufvs afaRew 9

15. Nature of identity proof submitted by patient:
TIM SSaET ABWYRAT UHR
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HOSPITAL CERTIFICATE
BIVTTATE YHTOTYZ

16.
[ Sr.no Hospital Details To be filled by Physician/Hospital
ERERIED EELIERICIGRRIES faftrea® (Saex) / wIomern 9Id
Hospital Registration number
a, wrrET gl wmHiE
b No. of inpatient beds in the hospital (including ICU)
: TR Funiaar . e (amadly g9+ snga
No. of fully equipped operation theatres in the hospital
c. AT %ﬁ?%\?\?{%ﬁﬁ%w g 4
d No. of qualified nurses in the Hospital
: womerars A @ uRenRer snaa
No.offully qualified doctorsthe hospital have round the clock
& FICRATE febell DIARIYIE 38 T BRI ey aed

17. Details of Doctor's / Surgeons treated or advised the patient.
FIET SAHYHIR HRUTAT e (Seex) / aer fafhciadrar aueder
Name of the Doctor / Surgeon Contact Details
fafscs (Srace)d / weg fufsusia -ma wud qyeier

Declaration:
ISR

By The Hospital
B DG
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.
T EATE Y T SREr B, T ST s YRasHl miRd) amar s anfer wHsEhEer wer 7 uRyel ang. sara R var wreay EaT SI0nerd STy W,
T SERITT S e yAIfer aRar

Doctor’'s name & Qualification:

Srae A9 9 Irar

Doctor’s Signature: Date:
STl vy GIEECS
Address & Seal:

YT F HigT (Hiel)

(To be attested with Hospital Seal)
(Fronerarear Hiel Wdd HEifed Fa)

Note: All the questions are mandatory.
e U W STaea Aed

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.

g emdifiarsciay@ragy usl TG NFHNGINEG T UGN UGS o 6 i@ guolangeidisifumsnmeanHaionde.
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