
 
 

CRITICAL ILLNESS / DISABILITY CLAIM INTIMATION FORM 
 
Name of the Life Assured: _________________________________________________ 

 

Policy Number/s: ________________________________________________________ 

 

Name, address and telephone number of the Claimant: __________________________ 

______________________________________________________________________ 

 

Relation to Life Assured: __________________________________________________ 

 

Name of illness (for Critical Illness): _________________________________________ 

 

Cause and nature of disability: _____________________________________________ 

 

Date of occurrence of event: _______________________________________________ 

 
Details of doctors / hospital where diagnosis and treatment was carried out: 
Name of the hospital / 
doctor 

Address and tel. no of the doctor Dates of consultation / 
admission and discharge  

 
 

  

 
 

  

 
 

  

 
 
__________________________________    _________________ 
(Signature/thumb impression of Claimant)     (Date) 
 
In case of thumb impression of the claimant, please provide the name, signature, address & 
phone number of the person filling the form.  
 
______________________________           ____________________ 
                       (Name)               (Signature) 
 
Address & phone number: _________________________________________________ 
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