OPD Claim Form
ndysr frdA.S m%;sldr úhoï ysñlñ b,a¨ï m;%h
1. Company Name

:
………………………………………………………………..
wdh;kfha ku

2. Policy Number

:
………………………………………………………………..


Tmamq wxlh

3. Member Number
:
………………………………………………………………...
idudcsl wxlh
4. Name of Insured
:
…………………………………………………………………
rlaIs;hdf.a ku

5. Name of dependents
:
1.
………………………………………………………..
hefmkakkaf.a kï

2.
………………………………………………………..




3.
………………………………………………………..




4.
……………………………………………………….
6. Nature of Illness
:
……………………………………………………………………..
frda.fha iajNdjh

7. Bill amounts

:
1.
………………………………
ì,am;a
 jákdlu

2.
……………………………...





3.
………………………………





4.
………………………………





5.
………………………………





Total 
tl;=j
………………………………

8. Signature

:
……………………………………

w;aik

9. Date


:
…………………………………...
oskh

Please attach only 5 bills.
tla ysñlï fmdaruhlg ì,a m;a 5 la  muKla wuqKkak' 

