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HEALTH TAKAFUL CLAIM FORM
3fefer /Outpatient Sf$FAI / In-patient
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General Optical Dental Hospitalization Maternity
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Organization’s Name : Staff ID/ Number :
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Policyholder’s Name : Policy No./MemberID :
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Name of Patient : Mobile No.:
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Relation with Policyholder: | Self [:] Husband WifeD Son D Daughter Father D MotherD
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Name of Hospital/Clinic : Area
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Date of Admission : Date of Discharge:
fofeetr <67 R (Breakup of Treatment Expenses) B #AfFe / Amount (In Taka)

{9/ 715 /9=« ©TeT (Hospital Accommodation Charge)

IS4 {3/ Consultation fee
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IATCI*TCTA <46 /Surgical Expense

37999 /Medicines

Sgaifers P ¥a6 /Ancillary Services Charge

S[FIy ¥F6 (I ATF) /Other Expenses (if any)

f&11e% / Discount
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W‘FN?I?HTR??WVRMW / Policyholder’s Bank accounts related Information
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Account Name Bank Name & Branch
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Account Number Routing Number
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ST 3o ST #AEE T (TR FRCET (F TR FARF F6] QW TR | 92 TS (@ (I el o7 Wit et orely =03 |

I do hereby certify that the above statements are complete and true to the best of my knowledge. I also do hereby authorize
all attached documents to be provided to Bengal Islami Life Insurance Company Limited. Any copy of this authorization

shall be taken as original.

qr%4/ Signature
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Signature of the Employee/claimant with date & Seal Signature of the Dept./Div. Head with date & Seal Signature of the Authorized Person with date & Seal
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Please attach following documents along with duly filled out this claim Form

S. TETATSICe B SR “Harf wrer fbfeesttsa cepifamsisias st

Copy of Prescriptions of respective physician containing Hospitalization advice
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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.
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Copies of discharge certificate, all investigation reports and others treatment records.
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FICE G [{ER FPCS @ SFER T2 31 - FT (A0F [T AP | TP SR SIf (A0F Sre TR @
AT SIPIGT WYy WA S e |

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
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Bengal Islami Life Insurance Company Limited reserves rights to verify or ask any documents relevant with the claims.




