URER Fearor 9T AT I G B/
CLAIM FORM FOR FAMILY PLANNING INSURANCE SCHEME

feoqfrai : Notes: 1) TRRR H gRI-| (T TR A Wefdr) & il arar oo B F o0 S B BT AT T4 &,
1) This form is required to be completed for lodging claim under Section - | (Related to sterilization operation)
of the policy.
2) T B P SRIET AR 6 AT I e T & o ST TR PRATE 2 TF IR SRR DA Dl ACE T AT,

2) This form is issued without admission of liability and must be completed and returned to the insurance
company for processing the claim.

3) P ft a1 99 T@ ER TE A 91 Tl & I 96 6 SN T FANH ¥ I9T WIHR N Teq fefgae Farferdt van
S /dieman g yEIfd T foar T a,

3) No claim can be admitted unless certified by the District Quality Assurance Committee constituted by the
State Government for the purpose / CMO.

Fo A. (39AR-T HU gRT R sem) giferft .
Claim No (to be allotted by the insurer): Policy No:
1. TSR @ fdaxur: / Details of the Claimant: )
o7 AW T 99 ¢ 7Y,
Name in Full: Present Age: Years,
FEEt "heR ¥ et & | Rear

Relationship with the acceptor of Sterilsation:

ey T &7 uar: ]
DA . ’

Residential Address:

Telephone No.:

2. THYE} 3R FRA et WY @7 f4a%01: / Details of the person undergone sterilization operation:

T AT 39 T,
Name in Fuil: Age: Years,
3TN / 3T :

Son / daughter of:

Shra=rarelt &1 T Sha=rareft &Y 39 T,
Name of the Spouse: Age of Spouse: Years,

REINEIE AR GIE

et .
Residential Address:
Telephone No.:
3. Tt e a1 9 (PR ¥ RS & O aEr S aN)
Permanent Business or Occupation: (If more than one state all)
4. siRenfya anfya T=&] 1 ¥A1: /Details of unmarried dependent children:
w9 4./ 4% /Name 9q/ for/ w1 sifyarfea &/ R afafea ¥,
Sr. No. Age Sex | Whether Unmarried a7 e &/

If unmarried,
whether dependent

R[N =




5. (31) THES TR N arir:

{a) Date of Sterilization Operation:

(9) Wt sfaver @1 gBR:/ (b) Nature of Sterilization Operation:

i) SYSEert: ii) e iii) ShRId ;
i) Tubectomy: il) Vasectomy: iii) Laproscopy:
iv) TTE & a7 TR v) RiRas & a1 SRee:
iv) MTP followed by Sterilization: v) Caesarian followed by Tubectomy:

vi) DI 3T TGS TR (FoIT TE )

vi} Any other Sterilization operation (please specify)

6. (1) W rUAT BT A IR gar Siah e fFaT T .

{a) Name & address of the hospital where the operation was conducted:

(F) TR B 1Y STrer HTIM, Ty ity 3 ‘

(b) Name, address & qualification of the doctor who conducted the operation:

A TR 6 T

Date of Sterilization Operation:

(|) =@ 6 wBfT: /(c) Nature of claim:
i) TS 6t Roerar, R aRom fig] 51 6t ok 723 F w9 F T4

i) Failure of sterilization not leading to child birth:

i) A A Roeran, R aRom frg] 51 6t ok 9597 F v A A

ii} Failure of sterilization leading to child birth:

iii) THEL & BRo Frfelia S (Wfeear & we BRO B SeerE W) :

iii) Medical complication due to sterilization (state exact nature of complication):

a) Date/s:

¥) e & favur:

b) Details of complication:

H) e /Fareey war g
¢} Doctor/health facility:

iv) THIR IRM & IS 9Y:

iv) Death following sterilization:

a1) Fff 8 6 g’ T
a) Date of Admission: Time:
g) et W 6 anr 97 ;
b) Date of Discharge: Time:
q) 7g hH IR T
C) Date of Death: Time:

7. THES AR T W g WeRSat R fBft fd ¥ A o aF swer gz 3

Give details of any disease suffered by acceptor prior to undergoing sterilization operation:




T
8. T I A AR i ey v } ? ovR &, A R
. Are you insured elsewhere? If so, give details:
(1) @t @1 AR iR S e
{(a) Name of the Company and Sum Insured:
(3) SR iRt & affd 3y fheT IM@T F1 F T E:
(b) The amount you are entitled to Claim under above policy:
ﬁwmmﬁamgﬁsﬁq@ﬁmmﬁﬁaﬁwmaaWﬁ%a%nﬁau@wﬁawﬁ%aq@ﬁwsﬁaﬂwwémiawﬁ
e & 6 o Y T or a7 I e R B A 2 §, el cou Y Rywr a1 A &) o @ § A Joe B R AR F Gl Ve § I IR
form s,

| HEREBY DECLARE that the particulars are true to best of my knowledge and warrant the truth of the foregoing particulars in
every respect, and | agree that if | have made, or if shall make any false or untrue statement, suppression or concealment, my
right to compensation shall be absolutely forfeited.

¥ uiferft & il wwEN . F @H F FIET 1 <@ Bl €, Frad g F Foft ) R g $ gf Fuer &g wend §
Jorr 9 uiferdt & aferta g B @1 AR A SR IR TE =M.

I hereby claim a sum of Rs under the policy, which | agree in full settlement of my claim on the

Company under the policy and shall have no further right whatsoever to claim under this policy.

T : Gl
Place: Name:
GINCH FEER ()
a1 S P e
Dated: Signature (in full)

Or Thumb Impression

Tt TeaR=g wadt /doaan grr AfSwar aféfhee/
MEDICAL CERTIFICATE BY THE QUALITY ASSURANCE COMMITTEE / CMO

I e wmar & 5 sfedh /s JuA /uAT
frarft
q i P THIS AR
T § lFex g q FRard 2.
It is certified that Smt/Shri. S/o / w/o
r/o

had undergone sterilization operation on

at Hospital, conducted by Dr.
Qualifications:

/e v Riftsean Raida & oiiw Y 2 3R vagarr 50 fread = ugen/oga § 5 Twdd siforem & oron:
I/We have examined all the medical records and documents and hereby conclude that the sterilization operation is the
antecedent cause of:

(31) THEE aFfReE G Rierar fig 5 B 3R g5 B BrRu FET & () (SIS WO e a)

Failure of sterilization operation not leading to child birth: {__) ( Attach documentary proof)

(7) T fRer &) facweran g 9= B AR o T PR E: () (SEIAST T G @)
AEST B ARG foem & a’a
(b) Failure of sterilization operation leading to child birth: (__} ( Attach documentary proof)
Date of sterilization Date of Detection




(7) Ry Iieerar (=1 egaR oo ) /(e) Medical Complication (please give details as under)
() ST &t ugfy:

(i) Nature of complications:

(iiy omEfdy:
(i} Period:
(i) el SRerTe % SuER &g e ™ @ . . (@ et /i HerT o)

(iii) Expenses incurred for treatment of such complication Rs. . (enclosures- Original Bills / Receipts)

(3) =afFy i 9g (FRor)

(d) Death of Person (Cause):

et 89 & AR T e & g Rt
Date of Admission Time Date of Discharge Time
g $ AN T

Date of death: Time:

/& @olm B o Ieord T T R faaRun Y gF: g Y R &k 3 /AR fsast 6 gt &

I/We have further examined all the particulars stated in the claim form and are in conformity with my/our findings.
&8/ Signature
M /Name
2efiPH . /Telephone No.

geq™ /Designation
et/ SEAL FAIfId) TIAR-T BAcT @ 3R F T arey/

For and on behalf of the Quality Assurance Committee

Her = ®ITod : /Documents enclosed:-




