
(Health Information Manaement Services) 
 (Application form for Completion of Insurance Claim Form) 

(Form-A)  - 
__________________________________________  Date/ 
__________________________________________               ( Patient's /Deceased's M.R #) 



 / 
__________________________________________ : (Patient's/Deceased's Name)  /   

__________________________________________   (Date of Admission) 
__________________________________________  Date of Discharge) 
__________________________________________  Full Name of Applicant) 
__________________________________________  (Relationship with the patient/Deceased)  / 
__________________________________________  (Contact #) 
__________________________________________  (Insurance) 
__________________________________________  (Ward) 

__________________ (Private)  ________(Company)  (Type) 

_______________________________________________

(Applicant's Signature  

(Please Note) 
(only Patient/ immediate family member is authorized to apply for the claim form)  /   

-    / 





  
(Copy of N.I.C of patient/deceased and applicant, Copy of original death certificate  msuat be submitted along with the  fees  rupees 300)

The original N.I.C of patient/Deceased and applicant will have to be produced for  /     
verifcation)

( Information given above will be considered final and authentic) 
(No change will be accepted after the submission of the application) 

(Claim form will be completed after 3 to 7 days) 

(For Office Use) 
______________(cash slip #)  (Form Received by)  (Application received by) 

 ________________(Amount)  _______________________(Signature)  __________________(Signature) 
___________________________ Date/  _______________________Date/ 

(Receipt) 
   



____________________  ______________________________  
(please collect the claim form applied for M.R # _______ on _______.Please bring this slip for collection of  form)

_____________________________________: ( Patient's /Deceased's Name)  /   

__________________Date/  _____________ (signature)   __________________ (Application Received By) 
 -  # 

Liaquat National Hospital, Health Information Management Services Department, Contact # 021-34412089


