( MEDICAL AID CLAIM FORM |

0)2%e)¢)sTd] Prahhu Insurance Limited
INSURANCE

pro’recﬁixﬁ youy future.

Tinkune, Kathmandu, Nepal | Ph: 977-1-5199261, 5199220, 5199055 | Fax: 977-1-5199247
E-mail: info@prabhuinsurance.coin | Website: www.prabhuinsurance.com

Medical Aid Scheme for the Employvees of

L IEINGG o s v i N e e T AN b s e MmO B B B e R N DA e S B A T S A R
This form is issued without admission of liability and should be completed and returned to Prabhu Insurance Limited
Kathmandnu as soon as possible and in any event within 60 days of the commencement of the illness or the

date of the accident.
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. Member :
5 L o 1 Date of Birth

Home Address

Office Address

2. IfInjured in an Accident :

5
J Date and time of Accident

Where did it occur

Details of cause

* 3. It an Ilness :

Details of illnes 1oveenennnnn... R S S = e e b e ot SO
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4, Medical Atiendants
Mamd-and Addrens of PrIvate Dot O s s s b s s o s T e iy s e B S A R erahs

Atteiding Member s

Name and Address Sfall SUtTeons w i mmmmn i s s S s e R R SRS AV
Araeestietist, Secialists, PRNalOUISIE oo memrmssss s e A S T i b At b st bt s s
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5. Details of Claim
Please fill up the items under which the beneflits are claimed in respect of the above illness/accident giving
ampont claimed and enclosing original receipt, bills, prescriptions and have the certificate completed by the
l doctor giving the medical attentions in respect of which a claim is made,
A. HOSPITALISATION
Benefit No.  Description of treatment recetved Cost of treatment
i Room charges, Board and Nursing Attendance RS covsrssassanmimssersinssnrssnsons
21) Fees of Surgeon & Anaesthetist R Ty
1) Operation Theatre charges, use of surgical appliances,
Oxygen, Anesthesia, Blood Translusion T
3, Consultants and specialists fees including services of specialist lor

use of diagnnostic material fees including services of specialist for
pathological tests, Physiotherapy, Phototherapy, heat treatment,

deep-therapy, radiological and radium examination and treatment,

WY e R
all types of electrical treatment & physical masage.
4. Fees of Medical practitipners &
5 Medicines, Drugs & lnj%cLions T — ———_—"
B. DOMICILIARY TREATMENT
1. Fees of Medical Practioners Rs.
2. Consultant and specialists Fees including service of specialist
for use of diagnostic materals as in Benefit No. 3 above R«
3. Nursing Charges 5 BE sl oiizos
4, Medicines, Drugs & lnjections R P e

I declare that I have/my dependent has sufferes the above described injuries/illness and that to the best of my
knowledge and belief the foregoing particulars are in every respect true, [ also declare there is no other
insuranceor others source to cover the items claimed.
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MEDICAL CERTIFICATE TO BE COMPLETED BY MEMBER'S DOCTO
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I Full particulars of injury/iliness.
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