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We hereby authorise Liva to transfer the claim amount payable if any under this claim to my bank account mentioned below.
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Please recheck the Bank Account details before submission. The employee/Claimant shall be responsible for wrong bank transfers affected due to incorrect Bank details provided by him/her.
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I confirm | am the patient/patient’s spouse or guardian (if patient under 16 years of age) and wish to claim benefits and declare that all the particulars given above are to be correct and
complete. | agree that if | had made or will make false statement or suppression or concealment, of material information relating to the claim my right to claim under the policy shall stand
forefeited. | hereby consent and authorise Liva insurance or its TPA (if any) to seek medical information and obtain documentary evidence from any hospital/clinic/medical
practioner/lab/diagnostic centers/pharmacy, who have attended or extended medical services to the patient. | also agree that the receipt of this claim form/supporting documents etc does
not constitute an agreement by Liva insurance of the claim and Liva insurance reserves the right to process or reject or require additonal information in respect of the claim. | am also aware
of the policy terms, conditions and exclusion.
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