
Critical Illness Claims Form : Heart Related Conditions

FORM TO BE FILLED BY LIFE ASSURED 

Name of Life Assured:_____________________________________________ 

Policy Number :________________________ 

Date of Birth : _____________________  

Address : _____________________ _____________________ 

:___________________________________________ 

A). When did you first have symptoms of heart Disease? 

______________________________________________________________ 

B) What was the nature of the symptoms and how long did they last?

_______________________________________________________________ 

_______________________________________________________________ 

_______________________________________________________________ 

C) When did you first consult a doctor for these symptoms?

_______________________________________________________________ 

D) Please provide details of all consultations and investigations done. (For eg. Dates of
ECG/Echo/CTMT/Coronary Angiography/Cardiac Enzyme Test/Thallium Scan etc)

__________________________________________________________________ 

__________________________________________________________________ 

___________________________________________________________________ 

E) Do you have a history of diabetes, hypertension, angina, vascular disease, dyslipidaemia
or any other disease? Yes / No
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If Yes, please provide the following details: 

Condition:______________________________________________________ 

Exact date of Diagnnosis:__________________________________________ 

Duration:________________________________________________________ 

Treatment taken for the same:_______________________________________ 

F). What was the exact diagnosis of your heart condition as informed by the consulting 
Doctor? 

__________________________________________________________________ 

G) What was the treatment given? Was any surgery done? (For eg. Angioplasty / Heart
Valve replacement / CABG / Open Heart Surgery etc). Please provide details with exact
dates:

______________________________________________________________________ 

_______________________________________________________________________ 

 _______________________________________________________________________ 

H). Do you smoke or consume tobacco? Yes / No 

____________________________________________________________________ 

I). Please complete the following details with respect to the treatment taken by you: 

Name of Hospital/s:___________________________________________________ 

Address:____________________________________________________________ 

Telephone Numbers:____________________________________________________ 

Date/s of Treatment /Admission (if any):______________________________________ 

Name of Medical Consultant/s:_____________________________________________ 

Address:_______________________________________________________________ 

Tel No/s:_______________________________________________________________ 

Date of Consultation:_____________________________________________________ 
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J). Please provide any more information pertaining to your health history which may be of 
assistance to us in processing of your claim. 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 

I, ___________________________________________declare that the statements made 
above are true and complete. I authorize the medical attendant, hospital; physician who 
has/have treated or examined me for any ailment or illness to divulge any information 
regarding my health as known to them either in the past or present to Star Union Daiichi Life 
Insurance Company and its officers. 

Signature of Life Assured:__________________________________ 

Date and Place:__________________________________________ 
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