
Note: CLAIM FILE SHOULD BE SUBMITED WITHIN 10 DAYS ELSE ON LATE SUBMISSION ON CLAIM MAY

BE REJECTED

1. Claim Form

2. Doctor's Medical Certificate

3. Sign on Claim Form of Policy Holder

4. One original cancelled cheque with name printed on cheque or first page of Passbook

5. Total Claim Amount: - Rs.

6. Photo Copy of Policies (One Year or Two Year)

7. Discharge Card / Summary

8. Fitness Certificate

9. Hospital Payment Receipt with Revenue Stamp

10. All Prescriptions attached with related bills signed & stamped by the Doctor on back

11. Lab Reports (if any)

12. Films & Report of X-ray / Sonography

13. Form "C" of Hospital Registration

14. Full set Xerox of claim file for your record

15. Copy of Aadhar Card & Pan Card with Self attested of policy holder & Patient Person

16. Last Three years Income Tax Return



BAJAJ GENERAL INSURANCE LIMITED (Formerly known as Bajaj Allianz General Insurance Co. Ltd.)
Bajaj Insurance House, Airport Road, Yerawada, Pune - 411006. CIN: U66010PN2000PLC015329 
E-mail: careforyou@bajajgeneral.com | Website: www.bajajgeneralinsurance.com

Claim Number (For Office Use Only)



j. CKYC on Nominee / Insured can be added

1. For retail policies/individual customers:

Consent/Declaration to be added in proposal and claim for CKYC no.: 

I/we hereby give my/our consent to the Company to verify and obtain my/our identity/address proof through Central KYC Registry or 

National Securities Depository Limited Portal  for the purpose of undertaking KYC verification.

2. For Juridical  person/non-individual customer:

Consent/Declaration to be added in proposal and claim for CKYC no.: 

I/we hereby give my/our consent to the Company to verify and obtain my/our identity/address proof through Central KYC Registry or 

Goods and Service Tax Portal or Ministry Of Corporate Affairs Portal or National Securities Depository Limited portal for the purpose of 

undertaking KYC. 

4.  For Juridical  person/non-individual customer and Group Policies:

Consent/Declaration to be added in claim form CKYC no.: 

I/we hereby give my/our consent to the Company to verify and obtain my/our identity/address proof through Central KYC Registry or 

UIDAI or through any other modes for the purpose of undertaking KYC

k. I/We authorize Insurance Company/TPA to contact me/us through SMS/Email/WhatsApp for any update on this claim.

Bajaj General Insurance Limited

concealment my right to claim reimbursement of the said expenses shall be absolutely forfeited. I consent and authorize the Bajaj General Insurance or

(Formerly known as Bajaj Allianz General Insurance Co. Ltd.)



3. For Group Policies:

Consent/Declaration to be added in claim form CKYC no.: 

I/we hereby give my/our consent to the Company to verify and obtain my/our identity/address proof through Central KYC Registry for the 

purpose of undertaking KYC

4.  For Juridical  person/non-individual customer and Group Policies:

Consent/Declaration to be added in claim form CKYC no.: 

I/we hereby give my/our consent to the Company to verify and obtain my/our identity/address proof through Central KYC Registry or 

UIDAI or through any other modes for the purpose of undertaking KYC
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