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RADIOLOGY - ECQ/ECHO/X -RAY/USG /CT/MRI/DRP /BIO-DOPPLER
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Final Cashless authorization for hospitalization of Subramanian V G under Pre
Authorization number:24083100161

donotreply@fhpl.net <donotreply@fhpl.net>
Wed 9/4/2024 7:05 PM

To:Medway Mogappair Insurance <medWayinsurance_mog@medwayhospitals.com>

chayanthi.r@globalinsurance.co.in <jayanthi.r@91obalinsurance.co.ln>;yuvaraj.s@fhpl.net <yuvaraj.s@fnpl.net>;
chennaicrm3@fhpl.net <chennaicrmB@fhpl.ne‘p;gopi.eiumalai@fhpi.ne‘c <gopi.elumalai@fhpl.net>;
Saravanan.Subramanian@thryvedigitai.com <Saravanan.Subramanian@thryvedigital.com>

Cashless Final Authorization Letter

Dear Provider Partner,
This has reference to the pre-authorization request submitted on 8/31/2024 10:49:16 AM

Claim Number:24083100161(Please quote this number for all further correspondence)

is earlier

Date: 9/4/2024 7:04:28 PM

Authorization is valid for admission up to 9/5/2024 12:00:00 AM or expiry of the policy date whichever

: MEDWAY HOSPITALS

Name of Hospital
. pC7, PC7A, BLOCK NO: Name of Insurance

4, BHARATHI SALAL Company Ltd
Address MOGAPPAIR WEST, : Family Health Plan
Name of TPA Insurance TPA Limited

NOLAMBUR , Mogappair
, Ambattur Mogappair Proposer Name

- Oriental Insurance Co.

City : Chennai Patient's Name - Subramanian V G
Bisigiet § BHENERL Insurer Id of the Patient : OIC40415281

State : Tamil Nadu Relation with Proposer  : Father

PinCode : 600037

Rohini 1D : 8500080475298
We here by authorize cashless facility as per details mentioned below :

Patient Name : Subramanian V G Age(Years) ' 66

Policy Number - 411900/48/2024/622  Gender : Male

i iod . 12-01-2024 - 11-01-  Expected Date of : 8/29/2024 12:00:00
Palicy'Peria 2025 Admission AM
Expected Date of

Room category - 1CU Difciarge . 9/4/2024 11:59:59 PM
Eligible Room Category . d length of st

as per T&C of Policy ~ + 1CU (Eggjste ng ay .y

Contract

. . . .- . " Proposed line of
Provisional Diagnosis - Urin P ; .
g inary retention P . Medical

Corporate Name LB;WWE Digital Health Wi e

Authorization Details:

Date & Time Reference number ~ |Amount status

31/08/2024 -10:49 24083100161-1 48000.00 Approved




Date & Time
31/08/2024 -11:55

03/09/2024 -15:58

I Reference number

24083100161-2
24083100161-3
24083100161-4

04/09/2024 -19:04

|Ameount
32000.00
56000.00
160312.00

status |
i

Approved '
Approved J

Approved

Authorization Remarks :
Covered for Surgical Management. Total approved amount Rs.160312- NME Deducted Rs.11624 /-

Collect 20% copay RS 40077 Discount Deducted Rs.13528 /- (Discount Do not collect from the
member)

Total Authorized amount:- Rs:160312.00(One Lakhs Sixty Thousand Three Hundred and
Twelve )

Hospital Agreed Tariff:

L.

11.

Package case:

i. Agreed Package Rate
Non-package Case:

i. Room Rent/day

ii. ICU Rent/day

iii. Nursing Charges/day

. e 215—5”,
JoTRe i!f . ‘/fff’f'_f’__
Pyrpe* b5,

gy AL
Hosmrbe 2 _ﬁ/

iv. Consultant Visit Charges/day 0
, . 5—5‘70
v. Surgeon's fee/OT/Anesthetist /
Ji. Others (specify) pope” ’ £#o)
Authorization Summary
Total Bill Amount 1 225541.00
*Other Deductions 1 11624.00
Discount 1 13528.00
Co-Pay : 40077.00
Deductibles : 0.00
Total Authorized Amount : 160312.00
Amount to be paid by insured '
*0ther Deduction Details:
- Bill Deducted|Admissible||Deduction
5.nio(| Description Amount||Amount [[Amount Reason
1 ICU Charges 24000.00 0.00 22080.00
2000.00/-
2 Room Rent 6000.00 2000.00  3680.00 Restricted to
agreed tariff,
2 Nursing Charges 2000.00 0.00 1840.00
4 Consultation 35000.00 0.00 32200.00
6924.00/- Gailant
skin blade 324
Gloves 2748
Under pad 1440
Uro meter 572
- ) ) Bed sheet 45
5 Medicines Supplied By Hospital 50938.00 6924.00 44014.00  Gauze 340 Easy

fix 188 Mask kit
33 Mask kit 250
Diaper 325 Bed
bath wipes 197
Kidney Tray 102
Uro bag 360,




