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4/5/24, 12:50 PM Print PRE-AUTHORISATION REQUEST FORM

Dr. YSR Aarogyasri Health Care Trust

Dr. YSR Aarogyasri Health Care Trust
D.No. 241, MGM Capital Building,Near NRI Junction, Beside Little Village Restaurant,
Beside Little Village Restaurant,Chinnakakani,Mangalagiri, Guntur District,Pin: 522508.
Phone No:0863 - 2222802 / 2259861.

APPROVAL FOR CASHLESS FACILITY

Claim No. . APTRUST/EGI/2024/1/04390378
Date ;. 05/04/2024 12:25:07

The network hospital SANJIVI INSTITUTE OF ORTHOPAEDICS AND SUPERSPECIALITIES PVT.LTD Code SIO-KKD which he
admitted Mr/Ms Yedurupaka Pushpa (the patient) on 27/03/2024 12:02:37 having Health/White/TAP/RAP card n«
WAP042503700302/02 and belonging to district EAST GODAVARI, suffering from SPINAL CANAL STENOSIS having given conset
for Spine - Canal Stenosis (S10.2.15) surgery/therapy is hereby AUTHORISED to undertake the procedure/treatment subject !

the maximum package rate of 40000 and send the bills for the claim after the discharge.
e

Authorised Signatory
(Panel Doctor)

Panel Doctor

Name : Panel doctor (Dr. YSR Aarogyasri
Health Care Trust)
Date: 28-Mar-2024 05:09 PM
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