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GENERAL

RELIANCE . ESrrINyel=

Dated: 20-Scp-2024

AL Number : 102240070080-01

Medway Medical Centre Kodambakkam, Chennai 600 0024 (Opp: Sckarz Stores)

Medway Hespitals No: 2 United India Colony 1st Cross Strect, i ;
Mgd\‘:\vraz Hosgitals No: 2 United India Calony 1st Cross Street, Kodambakkam. Chennai 600 0024 (Opp: Sekarz Stores),

CHENNAI, CHENNAI
TAMIL NADU
600024
91-9789885946

Dear Sir/Madam,
Subject: Cashless authorization letter to the hospital for the treatment and guarantee of payment.
Thirty Thousand Nine Hundred Fifty Five ) only for Admission/ Pre-Authorization

We hereby authorizc and guarantec for payment up to Rs. 30955.00, (
request note sent by you with the following information:

Name of the patient:  |S VIJAYALAKSHMI

Class N qin Sharing Ac Per Day Limit: Yi50.00

Accommodation:

For ~  provisional|sp gREAST Date of Acmission: | 19-Sep-2024

diagnosis:

Previous  Authorized Hospital Package

Limit: Fe-35000.00 Applicable: Yes

Additional — SUM|ps 045,00 Package Limit: 83091.90

Sanctioned:

Co-Payment Amount: |Rs. 0.00

Total _ Sanctioned Hs. 30055.00

Armount:
5 Total Admissible Compulsory ‘ , Approved

Claimed Amount Non Payable B A Deductible Co-payment Discount K AR
35433.00 4478.00 30955.00 0.00 0.00 0,00 30655 00

Rerrarks: Based upon the claimcase. 1) Kindly furnish the detalled course of hospitalization along with the discharge summary & the break-up of the final bill before discharge of the
patient. 2) Murnish the investigation reports. 3) ease qucte this AL nurber in your reply. 4) Final claim Settlerrent will be as per MOU & olicy T&C

al bill is esimated o be higher than the guarantee of payment, a request lelter for additional amount neads to be sent to RGICL 2) If no
ot the excess amaount direclly from the beneficiary at the time of admisson/ prior to discharge from the hospital, as per hospital rules and
final bill with details of units of each service (authenlicated by patients gnalure). 4) Please eollect the dischame aimmiry and

Important Indructions to t bspitals 1) If the hosit
further guarmntee is available, the hosital mug colle
regulations 3) Please collect the hospital bill summary wih

roparts of all invesigations (onginal}, &) Please collect an undertakng from the insured / patient for submitting hig'her documents lo RGICL Ltd in onginal 6] 1) Charges for tho foloiang
miscellancous soraces and relaled allied services mug be collected directly from the patient's) Regigration / admisson charges i) Ambulance charges (unless auntons ) At Rt 3t
pass chargus. iv) Spedial nursng charges not authonzed by the atending doctor v) Service charges nol forming @ part of the: bed charges i guoetl Wi miaitenaie chates i bng
vi)Charges for extra bed for altendant ele viljBed retaining charges wiijCharges for TV, Laundry efe ix) Telephone/i ax charges x) Food and Beverages fur attendintsand st Gl

etc %il) Purchase of medicines not refaled to the treatment xit) Stationery, Xerox or certifying charges

External Remarks :

Rs.4478 /- deducted towards non-medical cxpenses and Non payables. Please collect the same from member. Claim will be scttled as per agreed
MOU/ Tariff. =

For any assistance, please contact us al the address/omail mentioned below:
Please quote Pre-Auth No.: 102240070080-01 in all your future correspondence.

Yours Sincerely,
Team RCare Health
Reliance General Insurance Co. Ltd.

Important Note: This authonzition is valid for Ademsson within 15 days from the Date of Admisson mentioncd or expiry feancellation of the Insurance policy whichover 1s carier This
Authorization beeomes null and void if the paticl is discharged befote the date of thisletler issuance. Copayment Amount has to be collected from Insured. Claim Procesang /£ Settlement
will be as per agreed ratas in MOU Tantt Thisisan clostronically generated doeument and this requires no scal / stamp Al payments to Hospitals are aubjedt to deduction of tax at source As
per prevailing mie tnles oweril TDS cerificale had beon provided to the payer, under section 1941 as per Cireular No 8/2009. Dated 24-11-2009 from Income Tax Dept.

Contact Details:

Reliance General Insurance, Email: raicl.rearehealth@relianceada.com
RCare Health, Chat@Website: hitps://www.reliancegeneral.co.n/Insurance
No. 1-89/3/13/40 to 42/KS/301, 3rd fioor, Home.aspx>>Chal

Krishe Block, Krishe Sapphire, Madhapur,
Hyderabad-Telangana-500081



