FOR ADVANCE CLAIM INTIMATION FORM

	Corporate name
	

	Name of Employee
	

	Employee No
	

	Name of Patient
	

	Relationship
	

	Contact Details of Employee
	

	Email Id of Employee (Office)
	

	Insurance Id No
	

	Name of Hospital
	

	Address of Hospital
	

	Reason for Hospitalization
	

	Date of Admission
	

	Date of Discharge
	

	Claim Amount
	

	Name of Treating Doctor
	


