
Describe Injury / Diagnosis                              ______________________________________ Date of accident                      _____________

Place of Accident                       _________________________If injury, please detail the circumstances of the accident

________________________________________________________________________________________________________________

________________________________________________________________________________________________________________

if the patient was referred to you by another doctor, please provide the referring doctor’s name and addres

                                                                    ______________________________________________________________________________

Details of Treatment                    ______________________________________________________________________________________

________________________________________________________________________________________________________________

Prognosis / Future Treatment Plan                                     __________________________________________________________________

Has the patient ever seen a doctor for this or any similar condition in the past?   

If Yes, Please give details                                        _______________________________________________________________________

was the condition due to or associated with the following (please tick mark the right answer)? 

Full Name of Insured Patient:                           _____________________________________CNIC          ____________________________

Name of Hospital where Admitted                                     ___________________________________________________________________ 

Hospital Address                __________________________________________________________________________________________ 

Hospital Admission No                      ______________________________________________  Patient No             _____________________ 

Date of Admission                  ___________________________________Date of Discharge                           _________________________
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Insured Person information ہ  � ��ت� �

Claim Information د�ى � ��ت

�� �رڈ �

INSTRUCTIONS: 

The claim form has to be filled up by the attending physician / hospital where the participant patient was admitted for treatment.
�ا�ت

� �رم � ��ى د� وا� ڈا� /�ل � ذر� � �� �� �ں �� � �ج � � دا� � � �۔

Head Office: 3rd and 4th Floor, Adamjee House, I.I.Chundrigar Road, Karachi - 74000.
+92 (21) 111-11-5433 +92 (21) 38677344 EXT: 344 www.adamjeelife.com+92 (21) 38630011

� �ہ �� � �را �م

�ل � �م �ں دا� � � �
�ل � �

�ل دا� � � � ��

دا� � �ر� ڈ�رج � �ر�

�ٹ/� �ن ��۔ �د� � �ر�

�د� � �

� � ، � �ا� �م ر� �� وا� ڈا� � �م اور � �ا� �� 

    ا� �� � � دو�ے ڈا� � آ� �س ر�

�ج � �ت

� / � � �ج � ��
� �� � �� � � اس � اس � � �� � � ڈا� � د� �؟

ا� �ں، � �ت ��

Yes / �ں

No / �

� �� درج ذ� � و� � � � اس � وا� � (�اہ �م � �اب � �ن ��)؟

Self Inflicted Injury / Attempted Suicide Psychiatric Illness / Mental Defect

Voilation of Law Under Influence of Alcohol

�د � � �ٹ / �د� � �� �� �رى / د�� �ا�

��ن � �ف ورزى �اب � ز� ا�

Total medical expenditure at the hospital                                 _______________________________________________________________ل � � � ا�ا�ت�

Declaration �
�
 ا�ار��

I hereby declare that the information provided by me are true and to the best of my knowledge and belief. 

� ا�ار  �� �ں � �ے ذر� �ا� �دہ ��ت در�  � اور �ے �� � اور � � �� �۔

Physician’s Name              ___________________________________________________________________________________________ 

Name of Hospital / clinic                         ________________________________________________________________________________  

Date:               ______________________   Seal & Signature                  _____________________________

 ڈا� � �م

�ل/     � � �م

�ر� � اور د�

Note : Please attach copies of the itemized hospital bill. The claim form will be considered incomplete if the bills are not attached 

��ڈ �ل � � � ��ں � ��۔ � � � �� � �رت � � �رم � �� � �� �۔
� �
�ٹ: �اہ �م آ�


