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{HEALTH CLAIM FORM (Individual Insurance)}
TR I VIR 479 4157 F%°9 (Please select the type of Claim from below):
[0 ZF-TATD (In-patient) = [1 A ©fS (Hospitalization) [1 WgI&i® (Maternity)

Glad et ol
Akij Takaful Life Insurance PLC

<51 799 (Policy number)

T T (Name of the patient)

ieiiacea A0 T4 (Relation with Policyholder) [ et (self) [1=ift/& (spouse) [ %@ (Son) (1=t (Daughter)

AT @RIZA TqD (Policyholder’s | Re® (1%A 759 (Alternate Mobile No):
Mobile No)

At alizrea IR @RS (Policy holder’s

email ID)

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

AAeE/fFEET N (Name
of Hospital/Clinic)

7t (Area)

©f$q ©if? (Date of Admission)

fEomiteta ©Iffd (Date of Discharge)

<M I=a @ =Nl (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)

MBI 496 (Surgical Expense)

wiqae AR fF (Ancillary Services fee)

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

&= (Discount)

G115 wife® #Afame (Total Claim Amount)




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 orra e FAR @ TrriEERe [RYeul e s wpiE 7= qRk 79 g Wi S SEge ALTF JIPE HEhiTe AT FFS AL
FRTAR I e fafoR | 9% ST T S o R crent =69

(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)

RRWER ¥4 Sffd 8 A AR {Signature of the claimant
(with date & seal)}

Riems: wifee oo wigw Tegpest Pieet mike A ame i AR 1R It fEresmn Ta1 SRR weaw |

(N.B.: Akij Takaful Life Insurance PLC reserves rights to verify or ask for any documents relevant with the claims)

AR TR ISR TS WA A Ao FEEfe el Aoqe s
(Please attach the following documents along with duly filled up Claim Application Form)

> el ofeT o wfere e fleeTn ceferoris st
(Copy of Prescriptions of respective physician containing Hospitalization advice)

> NS APTEE YA R R WROAIEC [ / TM @ Qe S9g, 63y, A ¥, ons, &, A, cwee e
STEBIES WRBT @R SR [{p3feris st ©ibiee [Rer aftely st
(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.)

> Teonre AR, 7S owe [t qa s BRFe s o+

(Copies of discharge certificate, all investigation reports and other treatment records.)

> AR I reimbursement GF TP ST (AF TG I AW wAt tofF T R fom gk wWRGARETT It @ ©iew Re 7w
T | TR, A @A O Heag IR @32 Wi Feeifen T defie o e I seRRiEte 3t frem vt et 3t Raft @i w=
@E RFe AFT o o @@ aqmifte TwEE Tog SR vk ot | 9 wfiom FoRk It 3-Fike a fw o o
e REECK b ol
(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.)
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(Akij Takaful Life Insurance PLC reserves rights to verify or ask any documents relevant with the claims.)




