
Surgery Expense Claim Form
A. Claimant Details

Full Name 

Policy/Employee No. 

Phone 

Address 

Email 

B. Patient Information

Full Name 

Relationship Select

Date of Birth 

C. Surgery Details

Date of Surgery 

Hospital/Clinic Name 

Attending Physician/Surgeon 

Type of Surgery 

Admission Date 

Discharge Date 

Brief Description of Surgery / Reason for Surgery 

D. Expense Details

Total Surgery Expense Claimed 

Currency 

Is this claim covered by another insurance? If yes, provide details. 

E. Bank Account Details (for Reimbursement)

Account Name 



Bank Name 

Account Number 

IFSC/SWIFT/BIC Code 

F. Declaration

I hereby declare that 
the information 
provided above is 
true and correct to 
the best of my 
knowledge. I 
authorize the insurer 
to obtain and 
disclose information 
relevant to this 
claim.
            

Signature of Claimant

Date
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