
FAMILY HEALTH PLAN INSURANCE TPA LIMITED 
MEDICLAIM ENROLLMENT FORM

(Fill this form in Bold Letters)

1 Name of the Corporate

2 Name of the Employee

3 UHID

4 Date of Birth (DD/MM/YYYY)

5 Gender

6 E mail ID

7 Employee code

8 Place of Employment

PARTICULARS OF DEPENDENTS

S.No Name Relationship Gender Date of Birth

1

2

3

4

5

I hereby declare that the particulars stated above are true to best of my knowledge. 

Signature of the Employee 




