
Medical Expense Reimbursement Form
Please complete this form to request reimbursement for eligible medical expenses.

Personal Information
Full Name
Enter your full name

Employee/Member ID
Enter your ID

Date of Birth

Contact Number
Enter contact number

Email Address
Enter email

Patient Information
Patient Name
If different from above

Relationship to Member
Self, Spouse, Child, etc.

Expense Details
Date of Service

Provider Name
Doctor, Clinic, Hospital Name

Type of Service
Consultation, Medication, etc.

Amount Claimed
0.00

Description
Provide brief description of the expense

Bank Account Information



Bank Name
Name of your bank

Account Number

IFSC/SWIFT Code
For direct transfer

Supporting Documents
Attach scanned copies of receipts/invoices and prescriptions:

No file selectedChoose File

Declaration
I certify that the information provided is true and the expenses were incurred as described.

Signature
Signature
Type full name

Date

Important Notes

Submit all required supporting documents to avoid delays in processing.
Ensure all details are complete and accurate before submission.
This form is for eligible medical expenses only; please refer to your policy for coverage details.
Retain a copy of this form and your documents for your records.
Processing times may vary depending on document completeness and policy terms.

© 2024 Health Insurance Company. All rights reserved.
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