
  POLICY DETAILS (To be filled in block letters)

a) Proposer Name:

b) Patient Name:

c) Universal Sompo Health Serve Card No:

d) Employee No: 

e) Corporate Name (if applicable):

g) Contact No: 

h) Mobile No:

i) Email ID

j) Contact Details of Attending Relative:

a) Hospital Name:

b) Hospital Address: 

h) Date of Admission: D D M M Y Y Y Y

i) Date of Discharge: D D M M Y Y Y Y

j) Claim Intimation: Cashless Reimbursement

k) Estimated Amount:

l) Ailment:

Date: _____________________ 

Place: ____________________

Authorized Signatory:

c) City: d) State:

e) Pin Code:

g) Email ID:

f) Contact No:
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Registered Office: Universal Sompo General Insurance Co Ltd,103, First Floor, Ackruti Star, MIDC Central Road, Andheri (East) , Mumbai-400093

Health Claims Management: Universal Sompo General Insurance Co Ltd, 1st Floor, Plot No.- C 56 A/13, Sector - 62, Noida, Uttar Pradesh -201309

Toll Free Helpline No: 1800 200 4030; Email ID: healthserve@universalsompo.com

Website: www.universalsompo.com; CIN# U66010MH2007PLC166770

INTIMATION FORM
(TO BE FILLED IN BY THE INSURED)
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HOSPITALIZATION DETAILS

f) Policy No: 


