
OPD Claim Form
n d y sr fr d A.S m%; sld r úh oï y sñ lñ b ,ä ï m;%h

1. Company Name : ………………………………………………………………..
w d h;kfha ku

2. Policy Number : ………………………………………………………………..
T mamq w xlh

3. Member Number : ………………………………………………………………...
id ud csl w xlh

4. Name of Insured : …………………………………………………………………
rlaIs;hd f.a ku

5. Name of dependents : 1. ………………………………………………………..
hefmkakkaf.a kï 2. ………………………………………………………..

3. ………………………………………………………..
4. ……………………………………………………….

6. Nature of Illness : ……………………………………………………………………..
frd a.fha iaj Nd j h

7. Bill amounts : 1. ………………………………
ì,am;a j ákd lu 2. ……………………………...

3. ………………………………
4. ………………………………
5. ………………………………
Total

tl;=j ………………………………

8. Signature : ……………………………………
w ;aik

9. Date : …………………………………...
o skh

Please attach only 5 bills.
t la y sñlï fmd aruhlg ì ,a m; a 5 la muKla w uq Kkak'


