
 

LIFE INSURANCE CORPORATION OF INDIA 
(Medical Attendant / Cardiologist s Report) 

Claim Form: AD (CABG)-2 

Divisional Office:                                                                                   Branch  Office: 
Re:  CABG Claim under Asha Deep Policy No. ____________________ 

favouring   ____________________________________ 

======================================================== 

(Note: This form should NOT be given to anyone in person but sent directly to the 
Branch Office in self-addressed envelope) 

1) Since how long are you the medical attendant 
of the Life Assured?                                                        __________________________________ 

2) When the assured first consulted you ? 
i) Heart Ailment :  /  / 
ii) Hypertension :  /  / 
iii) Diabetes :   /  / 

3) Particulars of Investigations undergone : 

4) When did the life assured have the first Date :   /  /
symptoms / signs suggestive Symptoms I Signs      _______________ 

of heart disease?                                          _________________________________ 

5) Date of operation for CABG :    /    / 

6) Please state location(s), Location:    __________________________
size & condition of Scar(s) Size:           _________________________ 

Condition:   _________________________ 
7) Please give any additional information 

which will assist us in considering the claim. 
Signature of Medical Attendant/Cardiologist 

Name: 
Tel. No.:
Date: Qualification: 
Address: 

 


