Requestor Details

&

InLife

INSULAR HEALTH CARE

The HMO Subsidiary of Insular Life Assurance Company, Ltd.

PROVIDER ACCREDITATION FORM

Requested By:

Mobile No.:

Date of Request:

Email Address:

Provider Details (hospitals / clinics / dental clinics)

Name of Provider:

Contact Person:

Landline No.:

Mobile No.:

Address:
Designation/Position:

Email Address:

Doctor's Details

Name of Doctor:
Hospital/Clinic Affiliation:
Room No.:

Secretary:

Landline No.:

Mobile No.:

Specialization:
Hospital/Clinic Affiliation:
Room No.:

Secretary:

Email Address:
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