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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 N0:0863 - 2222802 / 2259861.

APPROVAL FOR CASHLESS FACILITY

AU VAL LA A e ————

Claim No. . APTRUST/KKD/2024/1/6228266
Date : 11/05/2024 15:10:44

The network hospital SANJIVI INSTITUTE OF ORTHOPAEDICS AND SUPERSPECIALITIES PVT.LTD Code SIO-KKD which hz
admitted Mr/Ms ELLINGI DHARMARAO (the patient) on 06/05/2024 10:47:28 having Health/White/TAP/RAP card n
WAP043702500451/03 and belonging to district KAKINADA, suffering from URSL C DJ STENTING having given consent for I
Stent -One Side (S9.3.6) ,ursl (S9.3.4) surgery/therapy is hereby AUTHORISED to undertake the procedure/treatment subject
the maximum package rate of 27285 and send the bills for the claim after the discharge.

Authorised Signatory
(Panel Doctor)

Panel Doctor

Name : Panel doctor (Dr. YSR Aarogyasri
Health Care Trust)
Date: 06-May-2024 06:01 PM

Seal :

httos://aoo.vsraaroqvasri.ao.qov.in/ASRl/preAuthAction.do?actionVaI=PrintPreAuth&CaseId=AP881 9045&printFla=Y
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RADIOLOGY -ECG/ECHO/X-RAY /USG/CT/MRI/DRP /BIO-DOPPLER
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