
Print PRE-AUTHORISATION REQUEST FORM
611124, 12:30 PM

Dr. YSR Aarogyasri Health Care Trust

Dr' YSR Aarogyasri Health Care Trust

D.No. 241, MGM C"piti"ar[JinS,Ne;; NRt Junction' Beside Little village Restaurant'

Beside Lit.e Viltage RJ;;;;;i,ihinnat<aXani,tr,tangaiagrri, Guntur District,Pin:522508'

Phone No:0863 - 2222802 I 2259861 '

Date : 01tO61202411:20:56

The network hospitar sANJrvr rNSTrrurE oF oRTHopAEDrcs AND supERSpEcrALraES pw.LTD code sto-KKD which has

admitted Mr/Ms KARRr ANJAMMA (the ;;i;;;0 on 
-zttostzi.oii- os;zt12 having HearthMhite/TAP/RAP card no'

yAp043601500354/01 and belonging to district riiinlol suffering t , unsr- AND DJ Srei'rr having given consent for Dj stent

-one side (sg.3.6) ,ursr (Sg.3.4) zurge.y/therapy i, nereuv nuinoirsED to undertake the procedure/treatment subject to the

maximum package ,rt" ot iz)as Lni 
""ni 

the bills ior the claim after the discharge'

Authorised Signatory

(PanelDoctor)

Panel Doctor

Name : Panel doctor (Dr' YSR Aarogyasri
Health Care Trust)
Date: 27-MaY'2024 O8:4 Plt

Seal:

Claim No. : APTRUST tKKDtzOz l 1 16228907 101

httDS://app.VsraaroqVasri.ap.qov.in/ASRI/preAuthAction.do?actionVal=PrintPreAuth&Caseld=AP8946926&printFlo=Y
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