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Cashless Authorisation Letter

Authorisation is Valid for Admission from 28/08/2024 To  04/09/2024 yg"?.
in(iz
Claim Number:  MDISS10710 Date : 29/08/2024
To, IC Name : * National Insurance Company Limited
The Medi irec - y
hc Medical Dircetor, Name of TPA : MDiIndia Health Insurance Pvi, Ltd.
Medway Hospitals P N Hidiai Banl i .
. ropo ame 4 anks Associa ank
West Block No: 4, Pc7, Bharathi Salai, Mogappair West, Bl e Ind.lan Fm (IS Aqq‘ncntmn e
Nolambur Mogappair West Patient’s Member E zljl‘;{len-{‘lnl]\;%lﬁﬁhhfs’el'umﬂ] M
Phone : 044-2653001 | MD ID No : MDIS-0039734149
Fax Relation with Propose : Self
Rohini ID : 8900080475298 EMP No : 223418 EMP Name :  Saravana Muthu Perumal M

Dear Sir/Madam,
This has reference to the Pre-Authorization request submitted on 28/08/2024 | We hereby authorize Cashless facility as per details
mentioned below:

Patient Name ¢ Saravana Muthu Perumal M Age: 28 Gender:  Male
Policy Number  : 251 100/50/23/10000172 Expected Date of Admission : 28/08/2024
Policy Period : 01/10/2023 To 30/09/2024 Expected Date of Discharge 1 29/08/2024
Room Category  : SINGLE AC Estimated Length of Stay 2

Eligible Room Category as per T&C of Policy Contract :

Provisional Diagnosis ~ : FISTULA IN ANI/ FISSURE IN ANO Proposed Line of Treatment : Surgical
Authorization Details :
Date & Time Reference Number Amount Status
28/08/2024  5:28:59PM MDISR10710 45,500.00 INITIAL AL
29/08/2024  3:17:48PM MDI8810710 15,600.00 FINAL AUTHORISATION

Total Authorized Amount:- Rs. Sixty One Thousand One ITundred Only.

Authorisation Remarks :

Please note that GIPSA PPN Network - Declaration Form  duly filed and sighed by the patient or patient attender, along  with
Authorized signatory and hospital seal is mandatory and should be attached in the Claim file.

Nole: Kindly ensure that all bills/reccipts, for purchase of medicines/consumables upon which a claim is made, should bear a valid
GST No. of the issuer of such bills, receipts ete. at the time of ¢laim submission

Implant invoice of the Supplicr / Seller of the implants should be mandatorily available in the claim file for seltlement of the
claims. Please note that letter provided by the hospital expressing their inability to submit Individual implant invoices / bulk
invoices of the Supplier / Seller of the implants as per their internal hospital policy CANNOT BE ENTERTAINED.

Implant Handling charges are not payable

Hospital Agreed Tariff -

I) Package Case : IDNon Package Casc :
Agreed Package Rate 61,100.00 i) Room Rent/day y 0.00

i) 1CU Rent/day 2 0.00
iii) Nursing Charges/Day - 0.00
iv) Consultant Visit Charges/Day : 0.00
v) Surgeen’s fec/OT/Anaesthetist : 0
vi) Others (specify) : 0

Authorization Summary :

Total Bill Amount 5 61,100.00 (INR)

Other Deductions ¥ 0.00 (INR)

Discount 2 0.00  (INR)

Co-Pay - 0.00 (INR)

tHead Office: S.NO.46/1.E-Space, A2 Building, 3rd Floor, Pune Nagar Rd., Vadgaonsheri, Pune - 411014 (India)
Cashless Tollfree No : 1800-209-7800 Cashless Fax No :020-25300030
Email : authorisationte mdindia.com | www.mdindiaonline.com



