T7110/24, 3:32 PM Preauth Request Form

I have counselled the patient / guardian [ attendants | relatives about the risks and benefits in the surgery / therapy in his /
herwn language and attached the documents for the same. I have done the video counselling for mendatory cases / high risk
cases #d the same is attached In the video attachments siot.

Counselling remarks 0 YW

Name of Counselling Doctor YAU : /
Date and Time: 10/07/2024 15:32:32

Signature

PART-IV Consent by beneficiary fguardian/attendant.

1/ We hereby declare that I am having EHS Health Card no. PEN124330/01 (Village) 49th Ward (Mandal) Kakinada
(Urban)  District EAST GODAYARI by Govt of AP and Is presently residing at (H.No ) 65-11-2 (\illage) 49th
Ward (Mandal) Kakinada (Urban) District EAST GODAVARI  .[/We have been explained by treating doctors In my own
language the risks and benefits involved in the surgery/therapy and I have given consent for SUB TROCANTERIC FRACTURE
procedure. I/We further state that I am not covered by any other insurance/reimbursement scheme by government.

Signature/Left Thumb impression of patlent : Name of Patlent;Vasadi Bhasakara Rao

Signature/Left Thumb impression of patient relative
{ If patient Is child/if patient Is unfit to sign ) Name of the patient relative :

Relationship with patient : Mobile No of the relative :
PART-V DECLARATION BY AAROGYA MITHRA

The Patient Mr/Ms Vasadi Bhasakara Rao admitted In SANJIVI INSTITUTE OF ORTHOPAEDICS &
SUPERSPECIALITIES PVT.LTD hospital on 04/07/2024 04:30:27 PM Is a card holder with EHS Health Card no:
PEN124330/01 and belonging to  49th Ward village Kakinada (Urban) Mandal EAST GODAVARI District. The
details have been personally verified by me. 1 declare that the patient is on bed In the hospital SANJIVI INSTITUTE OF
ORTHOPAEDICS & SUPERSPECIALITIES PVT.LTD and the preauthaorisation request is genuine and there is no duplication.

Signature of Aarogya Mithra™
MName:MR/MS JMHPHFIEEDI ANILEUMAR Code:SIO-KKD DE[E:US}H?IZ‘?Z‘# 11:10:01 AM

PART-VI DECLARATION BY PRE-AUTHORIZATION(By Panel Doctor)

The network hospital SANJIVI INSTITUTE OF ORTHOPAEDICS & SUPERSPECIALITIES PVT.LTD codeSIO-KKDwhich
has admitted Mr/Ms Vasadl Bhasakara Rao (the patient) on 04/07/2024 04:30:27 PM(dale and time) having EHS Health
Card No PEN124330/01 and belonging to District EAST GODAVARI suffering from Unknown and unspecified cause of
morbidity (Illness, unspecified) having given consent for SUB TROCANTERIC FRACTUREsurgery/therapy Is hereby
authorised by the Panel Doctor to undertake the procedure/treatment subject to maximum package rate of R535900

Authorized Signature
Name:Panel Doctor
Date:05/07/2024 01:25:59 PM

PART-VII DECLARATION BY PRE-AUTHORIZATION(By Trust Committee)

The network hospital SANIIVI INSTITUTE OF ORTHOPAEDICS B SUPERSPECIALITIES PVT.LTD codeSIO-KKDwhich
has admitted Mr/Ms Vasadi Bhasakara Rao (the patient) on 04/07/2024 04:30:27 PM(date and time) having EHS Health
Card No PEN124330/01 and belonging to District EAST GODAVARI suffering from Unknown and unspecified cause of
morbidity (Iliness, unspecified) having given consent for SUB TROCANTERIC FRACTUREsurgery/therapy Is hereby
authorised by the Trust to undertake the procedure/treatment subject to maximum package rate of Rs35900

Authorized Signature
Name:Trust Doctor
https:/iwwaw.ahs.ap.govin/OperationsAP/preauthDetails. do PactionFlag=preauthDatais Enf&printFlag=Y &caseld=AP18133998&patientid=4 112755
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