
Policy Number:                                                   Name of Patient: _______________________________________________________________________

Address:  _________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________  Age:             Years

Identification Mark: _______________________________________________   Contact Number:

1) Date on which you first attended the patient for the illness.

 _____________________________________________________________________________________________________________________________

2) How long do you believe the symptoms had been present when you were first consulted?

 _____________________________________________________________________________________________________________________________

3) Please describe the underlying cause of the patient’s condition.

 _____________________________________________________________________________________________________________________________

4) Give full and exact details of the diagnosis and when was the patient informed of the same. Please give objective findings supporting the diagnosis 
and prognosis (include any results of histopath, current x-rays, E.C.G., MRI or any other special tests with dates).

 _____________________________________________________________________________________________________________________________

 _____________________________________________________________________________________________________________________________

5) Are you the patient’s regular attending physician? If yes, since how long?

 _____________________________________________________________________________________________________________________________

6) What is the patient’s past health history and is there anything in the patient’s family history which would have increased the risk of his condition?

 _____________________________________________________________________________________________________________________________

 _____________________________________________________________________________________________________________________________

7) Please provide details of physicians to whom the patient has been referred for the illness.

 Name, addresses and contact nos. of physician(s) &/or hospital(s) _____________________________________________________________________

 _____________________________________________________________________________________________________________________________

  _____________________________________________________________________________________________________________________________

 Date of consultation and period of confinement(s)                                           ___________________________________________________________

 If there is any further information, which in your opinion will assist us in assessing this claim, please furnish the information below.

 _____________________________________________________________________________________________________________________________

 _____________________________________________________________________________________________________________________________

 Name of the physician: __________________________________________________________  Registration No.: ________________________________

 Address:  _____________________________________________________________________________________________________________________

 _____________________________________________________________________________________________________________________________

 Tel No.:                                                     Mobile No.: 

Declaration: We hereby certify that the above information is true and correct as per the records maintained by me/hospitals. I hereby provide my consent 
to receive call from Aditya Birla Sun Life Insurance Company Limited (ABSLI) or its authorized Service Providers in connection with any matter related to 
this Policy. 

Any confidential information, which in your opinion should be in the possession of the company, should be forwarded to Head Office at the below mentioned 
address

 

Signature & Seal: _________________________________   Date:                                              Place: ___________________________________________
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adityabirlacapital.com

Contact Us:
1-800-270-7000

Aditya Birla Sun Life Insurance Company Limited
(Formerly known as Birla Sun Life Insurance Company Limited)
IRDAI Regn. No.: 109. Regd Office: One Indiabulls Centre, Tower 1, 16th Floor, Jupiter Mill Compound,
841, Senapati Bapat Marg, Elphinstone Road, Mumbai - 400013. |  +91 22 6723 9100
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