To ensure priority processing, please complete all sections in CAPITAL letters. Please tick M in the relevant boxes.

CLAIM FORM FOR HEALTH INSURANCE POLICIES ~ g3ff | ROYAL SUNDARAM INSURANCE
OTHER THAN TRAVEL AND PERSONAL ACCIDENT b

The issue of this form is not to be taken as an admission of liability.
(Guidance for filling claim form - Part A is available on our website: www.royalsundaram.in)

Please note that accepting claim intimation does not indicate claim admissibility. Claim will be processed as per policy terms and conditions. Also, please note that
claims arising from “Excluded hospitals” will not be approved, as per policy terms and conditions. Please refer our website www.royalsundaram.in for list of

Excluded hospitals. PART A

DETAILS OF PRIMARY INSURED (PROPOSER) (TO BE FILLED IN BY THE INSURED)

| b) Sl. No./ | | | |
Certificate No.

a) Policy No. | |

¢) Membership No./
TPA ID No.

d) Name |

e) Address |

City |

Land Line
(with STD Code)

[ 11| wasewwne | | | | |

Pin Code |

Claims status will be shared on
WhatsApp no wherever possible

VI

PLEASE PRO MAIL ID ONLY AS CLAIMS CORRESPONDENCE WILL BE DONE TO THIS EMAIL ID.

E

=
o Z
2 &
=9
=

g) Email ID |

|
||

||

||

||

||

||

f) Mobile No.| | |
EASE P!

||

||

DE ACTIVE

V NOILLDIS

Alternate

I I O T
I O T R I I O A O

j) Occupation [ Doctor [ |Service [ |Self Employed [ |Homemaker [ |Student [ |Retired [ | Other (Please Specify)

oAbt N I 0 I
| |
|
|

Email ID
h) CKYC Number |

1) Designation |

m) Work Address |

City | State |

Land Line
(with STD Code)

Pin Code |

DECLARATION OF OTHER HEALTH INSURANCE POLICES

Currently covered by any other Mediclaim / Health Insurance/ Top -Up policy [ ve [N |
(Pls include policies held with Royal Sundaram also) es °

If yes please specify the details Policy 1 Policy 2 Policy 3

Company Name

Policy Number

Type of policy (Group/Individual/
Top-up/Fixed Benefit)

Policy Period

Sum Insured

d NOILLOdS

Date of commencement of
first insurance without break

Details of claims made in the above policies (Not required for policies held with Royal Sundaram)

Hospitalized for

Date of Admission

Date of Discharge

Amount Claimed (Rs)

Amount Settled (Rs)




DETAILS OF INSURED PERSON HOSPITALIZED

%) Name R A A v e

b) Gender [TMale [ ]Female <) Agelj:‘Years I:I:‘Months d) Date of Birth| | | | | | | | |

°) gﬁﬁ;‘;;fg;ﬁ:e% [] self []Spouse [ ] Child [] Father [[]Mother [ ] Other (Please Specify)
sl I I I I O O I A A O O
N e I A O I
I I A O O
Pi“COde| | | | | | | (withlé’igd(:]:dneﬁ | | | | | | | | | | | |§
]
g) Occupation [ Doctor [ ]Service [ |Self Employed [ |Homemaker | |Student [ |Retired [ | Other (Please Specify) g
i I I I O O
S U T I I A A O
pworkddress | | | | [ [ [ L]
N e I A O I
. I I A O O
PinCode| | | | | | | s A
DETAILS OF HOSPITALIZATION
emesrdaes | ||| | | )L
h dmitted
e L L e
I I A O O
pincode| | | | | | | vamava || L L]
b) Room Category [ |Day care [ |Single occupancy [ |3 or more beds per room [ | Any other category, Pls specify
occupied »
Q) zliospitalization []Injury [ JIllness [ | Maternity d) Date of Injury/Date Disease first detected| | | | | | | | | 5
ue to o
Z
) pimion L2 [V [V v [y mme[n[r]: [sm] O Do [o[o]s[m[v [V ]v]mme[u]r]:[m]m] =
8) rlrllla?eiirc;i’ta;, 1 Date of Delivery| | | | | | | | |2Gravida Status
h) {gfi\lzrelj;rl}l’/se []Selfinflicted [ ] Road Traffic Accident [ | Substance Abuse/Alcohol Consumption
1. If Medico legal | | Yes [ |No 2. Reported to police | |Yes [ |No 3.MLC Report & Police FIR attached [ | Yes [ |No
i) System of Medicine |
DETAILS OF CLAIM
a) Details of the treatment expenses claimed |
1. Pre-hospitalization Expenses RS.I:I:l:l:l:I 2. Hospitalization Expenses Rs. El:l:l:l:l
3. Post-hospitalization Expenses ml:l:l:l:l:l 4. Health-Check up Cost Rs. El:l:l:l:l
5. Ambulance Charges Rs. D:D:D 6. Others Rs. El:l:l:l:l
Total amount claimed  Rs. |:|:|:|:|:| @
aQ
b) Claim for Domiciliary Hospitalization [ | Yes [ | No (If yes, please provide summary of bills in separate sheet) g
¢) Details of Lump sum / cash benefit claimed: E,

1. Hospital Daily Cash Rs. D:D:D 2. Surgical Cash Rs. D:D:D
3. Critical Illness Benefit Rs. ED:ED 4. Convalescence Rs. El:l:l:l:l

5. Pre/Post hospitalization
Lump sum benefit: Rs. I:l:l:l:l:l 6.Others_________ Rs. El:l:l:l:l
Total amount claimed Rs. I:l:l:l:l:l




Check list of claim documents to be submitted (In original)* - Please tick relevant box

(For Hospital Cash benefit, photocopies of claim documents are acceptable)

ODooogo

O

Claim Form Duly signed [] Death Summary (Wherever applicable)

Advance payment Receipt (Mandatory) || Hospital Main Bill

Pharmacy Bill [ ] Hospital Break-up Bill

Final Bill Payment Receipt (Mandatory) [ | Hospital Discharge Summary
Doctor's request for investigation

Doctor’s prescription for medicines purchased outside the hospital and
investigation done outside hospital

Cancelled Cheque leaf of the bank account held in the name of the
primary insured (Mandatory)

*Please retain copy of complete set of claim documents for your records

DETAILS OF BILLS ENCLOSED

Investigation Reports (Including CT/MRI/USG/HPE/ECG)

Test report and prescription relating to first
consultation for the illness

FIR/MLC in case of accident injury and English
translation of the same if it is in any other language

Pan Card Copy

Other ID proof if any

odoo o go

Settlement certificate from other insurer, if applicable

%]
. [s2}
S1. No Bill No Date Issued by Towards Amount (Rs) q
1 Hospital Main Bill S
]
2 Pre-hospitalization Bills: (Nos )
3 Post-hospitalization Bills: (Nos )
4 Pharmacy Bills: (Nos )
5
Hospital Main Bill Payment Receipts only
Receipt No Date Amount Please Tick Relevant Box
| | | | | | | [ JAdvance Receipt [ | Final Receipt
[ JAdvance Receipt [ | Final Receipt
[ JAdvance Receipt [ | Final Receipt
[ ]Advance Receipt [ | Final Receipt
Note : Please attach separate sheet if necessary |
PLEASE PROVIDE YOUR BANK DETAILS: (PLEASE ATTACH CANCELLED CHEQUE LEAF OF BANK ACCOUNT IN THE NAME OF PRIMARY |
INSURED WITHOUT FAIL)
2]
accouneNumber| | | | | | [ [ ] ][] ] g
S
by BankNameand pranch | | | | | [ [ [ L)
omwsceode | | | | [ [ | | []]]
DECLARATION BY THE INSURED
I hereby declare that the information furnished in this claim form is true & correct to the best of my knowledge and belief. If I have made any false or untrue statement, suppression or |
concealment of any material fact with respect to questions asked in relation to this claim, my right to claim reimbursement shall be forfeited. I also consent & authorize TPA / insurance company, o
to seek necessary medical information/documents from any hospital/Medical Practitioner who has attended on the person against whom this claim is made. I hereby declare thatI have included £
all the bills/receipts for the purpose of this claim & that I will not be making any supplementary claim except the pre/post-hospitalization claim, if any. g
f >
Signature of primary
Date | | | | | | | | | Place | insured /proposer T

ﬁ ROYAL SUNDARAM INSURANCE

Sundaram Finance Group

Royal Sundaram General Insurance Co. Limited
(Formerly known as Royal Sundaram Alliance Insurance Company Limited)
Corporate Office: Vishranthi Melaram Towers, No. 2 / 319, Rajiv Gandhi Salai (OMR), Karapakkam, Chennai - 600097.
IRDAI Registration No.102 | CIN: U67200TN2000PLC045611

© 18604250000 | [<] customer.services@royalsundaram.in | % www.royalsundaram.in

PR19216/NOV19



To ensure priority processing, please complete all sections in CAPITAL letters. Please tick M in the relevant boxes.

CLAIM FORM - PART B S.F

TO BE FILLED IN BY THE HOSPITAL
The issue of this Form is not to be taken as an admission of liability
(Guidance for filling claim form- Part B is available on our website: www.royalsundaram.in)

DETAILS OF HOSPITAL

ROYAL SUNDARAM INSURANCE

Sundaram Finance Group

Dot L]

b) Hospital ID ’

(For Office use only)
¢) Type of Hospital [ | Network [ | Non Network (If non network fill section D)

d) Name of the ’
treating Doctor

) Qualification

with State Code

[ L]

I v
f) Registration No.’ | | | | | | | | | | ||

L

g) Phone

V NOILDIS

DETAILS OF THE PATIENT ADMITTED

ekt I Y Y Y o o

pregiswadon | | | | [ [ [ L]

Number

c) Gender [IMale [ ]Female d) Age|:|:| Years D:‘ Months

) i?;g;on [[]Emergency [ |Planned [ |DayCare [ | Maternity

S 0 I I I I 6 S R A R

SR Ve N N 1 S I R I

i) If Maternity

1.DateofDelivery| | | | | | | | |2.GravidaStatus

e) Date of Birth |

j) Status at time of

discharge [ ] Discharge to home | | Discharge to another hospital | | Deceased

d NOILLO4S

DETAILS OF AILMENT DIAGNOSED

ICD 10 Codes Description

1. Primary Diagnosis

Duration

2. Additional Diagnosis

L]
L]
3. Co-morbidities ||
4. Co-morbidities ||

1. Procedure(1)

2. Procedure(2)

3. Procedure(3)

1]
1]
1]
1]

4. Details of any other Procedure

a) Whether preauthorisation obtained [1Yes [ |No.1f yes, Preauthorisation No.

b) If Authorisation by network hospital not obtained, please give reason

c) Hospitalization due to Injury [[]Yes [ |No IfYes, give cause

1.[ ] Self-inflicted | | Road Traffic Accident [_| Substance abuse/alcohol consumption

2. If Injury due to Substance abuse/alcohol consumption, Test Conducted to establish this: [ | Yes [ | No

If Yes, details of tests conducted

3.1f Medico legal [ |Yes [ |No  4.Reported to Police [ ]Yes [ |No 5.FIRNO.’ | | | | | | | | | ‘

6. If not reported to police, give reason

O NOILOIS




d) When did the patient start suffering Date of first consultation | | | | | | | | |
with the complaint? (prior to hospitalisation)

e) Please give previous medical history of the patient

f) Is the patient suffering from any of the following diseases. If "yes" Please mention the duration below.

Say Yes/No Duration in Year Duration in Month

1. Bronchial Asthma

2. Chronic Obstructive Pulmonary disease

3.  Hypertension

4.  Diabetes

5. Heart ailment

6. Arthritis of any kind

7.  Cerebro vascular attack

8.  Seizure disorder

9. Renal/Kidney Disorder

10. Congenital conditions

11. Developmental anomalies

12.  Any other

g) Is the ailment a complication / sequel
of a pre-existing disease or condition?
If Yes , please give details

h) History of alcoholism [[JYes [|No
If yes : No of years
Quantity consumed per day

i) History of Smoking/ Tobacco chewing []Yes []No
If yes : No of years

Units consumed per day - |

ADDITIONAL DETAILS IN CASE OF NON-NETWORK HOSPITAL

et L

b) Hospital ’ |
Registration No

vt I I N O I ™
Registered with 5
S T 2 O I O I A -~
z
d) Hospital PAN ’ | | | | | | | | | ‘ e) Number of Inpatient beds ’ | | | | | ‘ o
f) Fac%llitéels 1.OT [ |Yes [ [No 2.ICU [ |Yes [ |[No 3.Round the clock Doctor/Nurses [ |Yes [ |No
available
in the hospital: 4. Maintains daily record of patients | |Yes [ |No
5. Others |
DECLARATION BY THE HOSPITAL (PLEASE READ VERY CAREFULLY)
We hereby declare that the information furnished in this Claim Form is true & correct to the best of our knowledge and belief. If we have made any false or untrue statement,
suppression or concealment of any material fact, insured’s right to claim under this policy shall be for feited. o
tm
s
i 1
Date | | | | | | | | | Place| Signature and Sea -

of the Hospital Authority

Royal Sundaram General Insurance Co. Limited
(Formerly known as Royal Sundaram Alliance Insurance Company Limited)
Corporate Office: Vishranthi Melaram Towers, No. 2 / 319, Rajiv Gandhi Salai (OMR), Karapakkam, Chennai - 600097.
IRDAI Registration No.102 | CIN: U67200TN2000PLC045611

© 18604250000 | [<] customer.services@royalsundaram.in | ﬁ www.royalsundaram.in

PR19216/NOV19



s’f ROYAL SUNDARAM INSURANCE

Sundaram Finance Group

Authorization Letter (Mandatory)

Date:

From:

To:

The Manager/ Medical Superintendent,
Medical Records

Dear Sir

Reg : Authorization Letter.

Name of the Patient:

IP Number (First admission) in Hospital

IP Number (Second admission) in Hospital

IP Number (Third admission) in Hospital

I consent and authorize M/s Royal Sundaram General Insurance Co. Limited and their Authorized Service Providers to
seek medical information from your hospital and share copies of indoor case sheets and such other relevant medical
records and/or meet/obtain statement from the Medical Practitioner who has at any time attended on the patient for the

hospitalization dated................ccc.cceenen. B0 it

Thanking you,

Yours sincerely,

Signature of the Proposer Signature of the Patient

PR19216/JAN21



e 3 LA A4 R
Important Instructions:
A) Fralds marked with ™ are mandatony fefds,

B} Tigk "< wharnvar appiicabie

) Plessa fill the farm in English and s BLOCK letters
0} Please fill the data m DD-MM-YYYY format,

E} For pariicular section undate, pleasa fick (<) n the box
seclion number and stk aff B seclions nol reauined
ey b Lposted,

First Marms

[[] F= Famale

F Pleasa read sechon wise detaied gudelines | instruclione a1 the end,

G} List of State £ U.T code as per Indian Mobor Vehicle Acl, 1588 is available at the end
H List of bwo charactes 150 3166 cauniry codas is svallabie o 1he end,

I} KY'G numibar of applicant is mandetory for update applcation.

d) The QTP based E40YT chock box 15 to be checked for accounts. opanad using
OTP based E-HYC In nonsface o Tace mode

{Mandatory for KY'C updale recuest)
[ Wormat [ ] Minor [ | Aadhaar OTP based a-KY'C {in non-face ioface moda

Middle Mame | argl Masrie

D T=Tranggender

For offica use only Application Typa®
[T ba filed by fnancal imsblution]  KYC Mumger
Acoount: Typa®
[] 1. PERSONAL DETAILS® (pase refur nsiruction A f the end)
Prafix

["] Mame* {Same a8 IO proof)

Maicess Mama

Falher | Spouse Name

Mother Mame

Date of Birth®

Gandor LT e b

PR

Farm 80 irmishad

[] 2. PROOF OF IDENTITY AND ADDRESS* {Pleasa refer instruction B-ad the and)

|, Coifieed capy of OV or squivalent e-documen of OVD or OVD ebained through digital KYT process nesds io be submillad (anyone of e following OVDs)

—

L A- Passport Number
B-\idir 1D Caed

O

C-Driving Lisence

D-MREGA Job Cand

E-Mational Population Ragister Letter
F=Proal of Passession ol Aadhaar
E-KY 0 Authentication

i I miym fym

i
I [ offfine vesificaton of Aadhaar
Address

Lina 1

Lire 2

Ling 3

Disrict*

PinfPost Code®

[Iproto*

Cay { Town { Willege®

State), T Code® 150 3188 Country Code®

[J 3. CURRENT ADDRESS DETAILS (Piease refer instruction B at the end)

[7] Bame as showe menlioned sddress {In auch cases addrasa detalz as below naed nol be pravided)
|. Gartified cogy of OVD or eguivaient e-documant of OVD or OVD obtained through dgtal KYC-process needs to be submitted (aryone of the foliowing OWDs)
A= Passport Number
B-Vater 10 Card

OO

- Drivlng Licanes

]

D-MREGA Job Card

E-Mational Populstion Regster Latter
F - Proof of Possassion of Aadhaar
E-KYC Aulhenticalion

Oifling werilication of Aadhaar

I

Deemad Proof of Atdress - Documand Type code

Addrass
Lna 1*
Lma 2
Line 3 City [ Town | Village®

Distrct” Pin{ Post Code® State) T Code® 150 3166 Country Code®



D 4. CONTACT DETAILS {All communications will be sent to Mobila numbes! Email-iD providad) (Please mefer instruckon € al the and)
Tl (oM Tel. (R Mabils
Emall 1D

[] 5 REMARKS (i any}

= | heraby declare that the dalalls furnished above are bros amd correct o he bast of my knowladgs and bellsl and | undartais
1o inform you of any changas thergin, immediately. Incasa any of the above information i found to be false or untres of
misiaading or mismepresenting, | am aware that | may be held liable for il

» | hereby consent to receiving infarmalion from Cardral KY'C Registry through SMSErmail an e above
regialared numbeanamal address.

Diata Pilace: Sigelune | Thumb impression of Applicart

7. ATTESTATION | FOR OFFICE USE ONLY

Documents Recaived [] cartfied Copies. || E-KYC data received fram UICAI ["] Data received from Offine varification [] Digital KYC Process
] Emmuivalam a-docwiment
KYC VERIFICATION CARRIED OUT BY INSTITUTION DETAILS
Dile Mamp
Emp. Hams Coda
Emp. Code
Emp. Deslgnetion

Ermg, Branch



A Clarification | Guidelines on filling "Personal Detalls' section

1
2

Marme: The: narme should match (he name as menfioned in the Proof of identity submitted failing which lhe appication is liable o be rejeced,
{mna the following is mandatory : Mother's name, Spousse's name, Fathar's nama,

B Clarification | Guidetines on fllling "Current Address detalls’ section

]

= T R T S R

In casa of deamad Pod such as utility bill, the document need nol be uploadad on CKYCR

PoA ko be subsmitked only if the subrmitted Pol does not hava curend address or address as per Pol is imalid or nol in force.
Biate LT Code and Pin / Post Code wil nol ba mandatary for Overseas addresses.

In Saction 2, one of |, Il,.and Il is i be selected. In case of onling e-kyc authentication, |l is o be sslected,

In Saction 3, one 1, ||, Il and IV |5 1o be salected, In case of online 8-kyo authentication, || &5 o be selacled.

List of dpeuments for ‘Deemed Proof of Address':

Docurmeni Code  Dwescriplion

01 LLAility bill which is not more than two months old of any sendoce provider {elecircity, telephons, post-paid mobde phona, piped gas, water bil).

02 Propery or Municipal tax recalpl.

03 Pansion or family pengion paymen orders (PPOs) issusd to relired employess by Govarnment Depariments or Pubis: Seclor Undertakings,
|1 they contan the sddress.

04 Leter of alloimant of accommaodation from employer issued by Slale Government or Central Governmend Departmanis, staluiory ar
requigiory bodies, public sector undertakings, scheduled commerdal banks, financial instilulions and lisbed companies and lsave and licence
apreameants with sueh amployers allolling aMicial aceommodation,

FRegulated Entily (RE} shall redact (firzl B digils) af the Asdhaar number from Aadhaar related data and docurmenis such as proal of possession of Aadhaar, while
uploading an CKYCR.

Equivalant e-document™ means an elecronic equivalent of 8. document, issued by the msuing authorty of swih documend with its valid digital signature induding
docurnens asuad to the dighal lecker accoun of the dienl as per rule 8 of the Information Technoiogy (Presanation and Retention af In on by
Irlermedianes Praviding Dipital Locker Faciliies) Rulas, 2016,

'Digital KYC process' has to be carried out as sbpulated in the PML Rules, 2006

C  Clarification | Guidelines on filling "Contact details’ section

1
2

Please manbon lwo- dgil country code and 10 digil mobile numbsr (&9, for Indizn mobile number mention 91.89099399398),
Do ol add 1 in the beginning of Mobile numbar,

O Clarification / Guidelines on filling ‘Related Person details’ section

1

Provide KY'C number of related person, if avalable.

E Clarification on Minor

1
2

Guardian details am opbonal for minors above 10 years of age for opening of bank account anly
Howweyer, in case guardian dedails are available for minor above 10 years of age, the same (or CKYCR number of guardian) is 1o be uploaded,



- State/U.T
Andaman & Nicobar
Andhra Pradesh
ArunachalPragesh
Azsam
Bihar
Chandigarh
Chattisgarh
Dadra and Nagar Haveall
Daman & Diu
D
Goa
Gujarat
Haryany

Adghanissan
Aland telards
Albarea

Boivia, Phrinalionsd St of
Bormee, Snt Eustalius anﬂ_&_bu
Bosnia and Hegegoving
Betswana

Bloaroed Istand

Brazd

Bridsh Indian Ciosan Farciaory
Bruned Dansaalam

Blufgaria

Bliirkna Faso

Bharumdi

Cabe WVerde

Coambadis

Cammrocn

Canada

Cayman kalancs

Cantral African Republic
Chad

Chie

China

Chiisimes Island

Cocos [Kiesalng) Islands
Calombia

Ciomoeng

Cango

Ij;lﬂ'un i Do oevaiid Ropaiiio of

Coak Isiands
Cerita Rich
Cals dhoine |Cole dhoine

Croatia
Cuba
Cainacao IDwrscan

Cach) Ragumbe
Dk

[
Bamimes

List of two. e / UT codes as per I

‘Cade -  State/U.T Code
AN Himachal Pradesh HP
AP Jammu & Kashmir JK
AR Jharkiand JH
AS Karrataka L
BR Kerea KL
CH Lakshadwesp LD
CG Madhya Pradesh P
el Maharashira MH
O Maripur MK
oL Maghsliya L
A Mizoram Mz
&l MNagaland ML
HR Cirissa QR

Damirizan Resublc 0O Lk

Ecuadial EG Liachieneden

Epwpt EG Lithoania

El Saheadar W Lt bourg

Enuestarial Guines GO Meenn:

Ertrea ER ::-ir-.lh ferrme Yigoeisy Peguble

Esinnia EE Madagascar

Ethiopla ET Maiaral

Fallland tsiands {Makinas) FK.

Farcs |skanis FQ Mty

Fii Fd N

Finlard Fl Mals

Franos FR Marshall fshand

Frerch Guana GF Martinkque

Franch Palyrssia PE Mauriitards -

Fremch Saulhem Temfiooes TF Mauirttius

aabon A Moyota

Gambis G Memon

Georgin GE Micrones i, Fedarmed Stxiesaf

Clarmany DE sk, Fngritlis of

Ghara GH Monaoo

Glibrafias ail Mimgodia

el ] GR

Grssnland GL Momtsamral

Granada an Moniech

Guadsloupe GP Mozambigue

Guam =1t r

Guatsmala =1 Meambiz

Guarnsmy fel=] Naury

Guines GH Kespal

Guines-Bisau G Naiheciands

Geiyana 0 New Cladonia

Hati HT

Heand e And MoDonsid lelands  HA Mizaragus

Ak Sam [Vaticsn City Staie] R gt

Handurage m mﬂl

Hungary L] Maonfalk Island

Icaland 18 aitherr Warkas Intands.

Indi IM Manway

Irdonesia le] Cireamy

Iran, llamic Republic of IR Pakistan

Irag : =] Palau

Ires b IE Pualsstine, Stals of

Iske at Man 1] Fanama

larssl L Papua Mew Guings

Iy, T

Jamaics Jut Paru

Japan 1P Philioo

Jermay JE PFlicakn

Jardan 0 Pelard

Knzakhstam K2 Poriugal

Kenya KE Puerio Rico

Kiritati Kl Qater

of

Korea, Repubdc of KR Romena

Kuwah L Rutgsian Fademien

Ky rgyzatan KQ Rwiands

Lo Pacple's Democmatic Republic LA Saint Barihelemy |Saint Barthedemy

Latdta v grm Hedurin Aacsesion nnd Tratan da

(1)

Listranen 18 Saint Killaaeef M avie

Lesptha LS Saint Ly

Libaris LR Saint Martin {French Bart)

. Stafe fUT
Pondichamy
Punjab
Reaslhan
Silckirn
Tamll Madu
Telengana
Trpura
Uttar Pradesh
Uttarakhand
Wesl Bengal
Other
Sapint Pierne-and Miouakon
Bain Vincent and e Gearcdinas
Samaa
Ban Maring
S5m0 Tome and Pringips
Saud| Arabia
Sermgal
Harhla
Saychallas .
Biarm Lagna
& =
Sinl Maanen [Qutch pat)
Elavakia :
Slovenia
Brioiman Istand
Somala
Hradh Adrica

FhE TRPITZ RS2 SFIRRIIRAIRPEFFEEFCRSFIRTERTAMEIRAC ZAEIETIIF3IEEE §555c5§§

o Qaoagin and B Soulh Sardwizh
e

Sounth Sudan

B

G Lanka
Sudan

Suriname

Svaltard and Jan Moyer
Bwaglang

Swaden

Swizariand

Syrim drah Republic
Tatwan presince of china
Tajiistan

Tanzania, Untied Repubdc of
Thaitand

Uinitect States
e Bimtes Minar Duying |slan
Uruguay

Liztapistan
Vanushr
Yeneziela, Botvanan Republe of

Vial Ham

Wirgin Ialands, Brivsh
Wirgin Istand, 1.5

$EF534222328
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