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Akij Takaful Life Insurance PLC
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{HEALTH CLAIM FORM (Group Insurance)}
TeeR IR Wi 479 7467 F%9 (Please select the type of Claim from below):
[ RIS (Outpatient) === [] FIKF (General) [ 5F (Optical) (1w (Dental)
[0 3] (AT (In-patient) =[] S ©fS (Hospitalization) [1 Nrgweiae (Maternity)

A N (Name of Organization)

aee wiEfE/crEe @iz (Employee
ID/ Member ID)

@CEF AN (Name of the employee)

G T (Name of the patient)

JAieizcea M 7A=9F (Relation with Policyholder) O = (self) [Cl=d/@ (Spouse) e (Daughter) [l %@ (Son)

ATeTFT @RIZEA TWA (Policyholder’s | Re% (M31%A 797 (Alternate Mobile No):
Mobile No)

N AT T WS (Policy holder’s

email ID)

FuAreIte ofeq awe Tt $9 (Mention details of Hospitalization)

oo /fFATEE A (Name
of Hospital/Clinic)

G=Tet (Area)

©f¥7 wiff (Date of Admission)

fEmiteta wiffd (Date of Discharge)

fofeestt [T @ M (Breakup of Treatment Expenses)

Ao 99 AT (Hospital sAfFset (B1<t) {Amounts (Taka)}

Accommodation Charge)

*far fF (Consultation fee)

cfSwrer TetSrMT «F 45 (Medical

Investigation Expense)

€74 (Medicines)

@B 46 (Surgical Expense)

A AR % (Ancillary Services fee)

O *F6 (I AE) {Other Expenses (if
any)}

fe=1eS (Discount)

I Wi« MY (Total Claim Amount)




AAPTRITIER T WIFISH 7RFS O (Policyholder’s Bank accounts related Information)

JILFF NN (Name of the bank):

R I (Name of branch):

fM=F T (Account name):

7 779 (A/C number):

MR T9H (Routing number):

iy gt derm AR @ Sreiinie Rfouf wmg wi e sl g3k oy g Wil wifre s wkE TpeEn Preefi-re e e TR
TERRIR PG AT TR | G ST L Sgfeil T R crewt =)

(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)

aERR 7w (Signature of the employee) oI (Date)

wiRmEE wrEg ofid e A R | Refly dqem wrw ofit e fm R | wawifve IR W oI ¢ et o
{Signature of the claimant | (Signature of the Dept .Head with date & Seal) | (Signature of the Authorized Person
(with date & seal)} with date & Seal)

Rgms: wifee SIE AXF PR Piaaf Wik A AFHER @ AR 61 I vt 79 SfEeR AT Iw |
(N.B.: Akij Takaful Life Insurance PLC Life reserves rights to verify or ask for any documents relevant with the claims)
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(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)
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STHIBIER WRBT Gk SR [Fp3feris st eibiee [Rer afely 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.)

> fomte AfbRes, 7 ove el awk sy R @wes 3
(Copies of discharge certificate, all investigation reports and others treatment records.)

> AR I reimbursement GF T TS (AF TG I AREWR wHt toff T Reoww fom gk WRGBNRTT It @F ©iew Rey Aewx
T | TR, A @A O Heag IR @32 Wi Feeifen T defie o e I seRRiEte 3t frem vt et 3t Raft @i w=
@ RFe AF o o @@ aqifte FTREE Tog SR vk ot | 9 wfiom FoRk It 3-Fike af fw o om
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(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.)

wifRrE S w13F T PIae wiRE SR e @ieT R 513 1 R va17 SRR At 3@

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




