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OPERATRION THEATRE
Date OT No.
Surgeon Start Time
[ | Asst. Surgeon End Time
Il Asst. Surgeon : Dis. Pack
Il Asst. Surgeon : Diathermy
Anaesthetist C-Arm
OT Nurse Arthroscopy -
Name of Surgery : Laproscopy
Sevoflurane / Isoflurane :
Inj. Fentanyl :
Others
MONITOR INFUSION PUMP
Date Start Date Disconnect Date Start Date Disconnect
>
OXYGEN SYRINGE PUMP
Date Start Date Disconnect Date Start Date Disconnect
ALPHA BED/SCD PUMP VENTILATOR
Date Start Date Disconnect Date Start Date Disconnect




OPERATION THEATRE

Date OT. No.
Surgeon Start Time
| Asst. Surgeon End Time
Il Asst. Surgeon Dis. Pack
Il Asst. Surgeon Diathermy
Anaesthetist C-Arm
OT Nurse Arthroscopy
Name of Surgery : Laproscopy
Sevoflurane / Isoflurane
Inj. Fentanyl
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Plot No.A-442,Road No-28.M.LD.C Industrial Area.Wagale Estate.Ram Nagar, Vitthal Rukhumani Mandir, Thane-4000604 Tel-(

PARAMOUNT HEALTH SERVICE & INSURANCE TPA PRIVATE LIMITED

Paramsial Heaitn

(IRDA License No.006) Validity: From 21-03-2023 to 20-03-2026

022)-06620808, I'ax No-0b34273, Lmatl

contact.phsf@ paramounttpa.com.
Branch Code = 072

Cashless Authorization Letter
Part-D

Date: 10/09/2024 03:43: 10 M

Claim Number: 6962783 (Please quote this number for all further correspondence)

Authorization is valid for admission up to 22/09/2024.

MEDWAY HOPSITALS
Pc7, Pc7a, Block No-4,

Rohini Id : 8900080475208

Bharathi Salai Mogappair West
Nolambur,Chennai, Tamil Nadu-600037

Name ol Insurance € ompany : The New Ind:d /\H\llhlnu. (6] ompany | A

Name of TPA ; Paramount | |Cd|lh Suwms &. ]nsun ance TPA P\t l.ud,

Pmp( er Numc NOUVF ALHA{\RIS
'VIUHAMMA[J ZAEEM BASIHEER

Patient's \/ILmbc:l

he Patient : 42334633

1D/TPA/surer 1D of

Relation With Proposer : Son

C‘ommmi}\'amc: DELOITTI SHHARED SERVICES INDIA LLP

Dear Sir /Madam,

“This hus reference to the last documents received for pre-authorization request on 10/

below:

09/2024 01:55:37 PM. We hereby authorize cashless facility as per detals mentioned

Policy \Lunbu

Policy Puiud

(Category as per

Provisional Diagnosis : anchmhn\

Patient Name : MU} IAMMAD /Al I \1 BASIHEE R
Q‘*’)()UU” H '”u/ﬂi ‘0 )l)ﬂ()\(‘
11/ UZ;EU"4-10 U’”"UES

Room category : SINGLE ROOM
T&C of 1’0|1C} Contrict

Claim Remarks:

Authorization Detarls -

Age: | Gender : MALE

Lxpected Date ul'/\dnﬁssion : (J?fﬂ‘)/?(‘l’-ﬁ

Listimated Length OF Stay:3

Proposed line off llcmmnl Hmmhmhlh

Claim No Policy No Date & Time Reference number Amount Status TAT
6962783 K90000/34/23/0.1/00000563 09/09/2024 12:42 3447306 25000 Authorized 04l
0902783 $90000/3:4/23/0:1/00000563 10/09/2024 03:43 5450544 20908 Authorized 1:47

Total Authorized amount:- Rs 45908 (FORTY FIVE THOUSAND NINE HUNDRED AND EIGHT)

Authorization Remarks:

IRRESPECTIVE OF AL AMOUNT ISSUED.

Tlospital Agreed TarilL:

I Package Case:
Agreed Package Rate TNA
[1 Non-package Casc:
i. Room Rentday NA CA/WD\/(‘-D o
ii. ICU Renvday TNA
iii. Nursing Charges/day INA
iv. Consultant Visit Charges/day — : NA
v. Surgeon's fee/OT/Anesthetist NA \"’L‘J)
vi. Others (specily) :NA H/Dg/r) I e
| Dydon
Authorization Summary:
Total Bill Amount - §2533
*Other Deductions S3717
Discount 1 2008 { Not to be collected from insured. )
Co-Pay L0
Deductibles 0
Total Authorised Amount <5908
Amount 1o he paid by insured 2 4 b

STANDARD NON MEDICAL KXPENSES ARE DEDUCTED. CLAIM WILL BE SETTLED AS PER AGREED TARIFF

CPOLICY T&C,

(}:HJQ} F&SB%




*Other Deduction Details

| [ Deducted | Admissible -

Srono Deseription | o cUue Wi\
i | Amowt | Amownt | Amount Deduction Reason
L Medieine & Congumables aine | f [ EASY FIX Re. 188/ INTRAFIN R5.323/-, BANDAGE Re. 133 - TEGADERM R 103/-
— 12465 TOL . 1448 e AT s
Chirges UNDERPAD RNL?UF",
‘ | ADMINISTRATION CHARGE KS 700/- DISINFECTANT CHARGE RS 2000+
Wil eons charges 2700 o0 0 | b AR

= | DEDUCTED.

Terms and Conditions of Authorizalion;

ided in Pre- Authorization form, In case misrepresentation/concealment of the facts, any material

1. Cashless Authorization letter issued on the basis of information proy
PD records then cashless autherization shall stand null & void. Atany point of

dilTerence/ deviation/ diserepancy in information is observed in discharge summary/ 1
eliim processing Insurer or TPA reserves right to raise queries for any other document to ascertain admissibility of claim,

20 KYC (Know your customer) details of proposer/cmployce/Beneficiary arc mandatory for claim payout above Rs 1 lakh

1. Network provider shall not collect any additional amount from the individual in excess of Agreed Package Rates excepl costs towards non-admissible amounts
{including additional eharpes due to opting higher room rent than eligibility/ choosing separate line of treatment which is not envisaged/considered in package).

4. Network Provider shall not make any recovery [rom the depo pt for costs towards pon-admissible amounts (including

sit amount collected from the Insured exce
itional charges due Lo opting higher reom rent than cligibility/ choosing separate line of treatment which is not envisaged/considered in package)
ry of any additional amount from the Insured in excess of Agr

add

5. In the event of unauthorized recove
rescrves the right (o recover the same or get the same refunded to the policyholder from
Moll.

6. Where a treatment/procedure is to be carried out by
after obtaining specific consent of policyholder,

7. Dillerential Costs borne by policyholder may be re

ced Package Rates, the authorized TPA / Insurance Company
he Network Provider and/or tuke necessary action, as provided under the
a doctor/surgeon ol insured's choice (not empanelled with the hospital), Network Provider may give treatment

®

imbursed by insurers subject to the terms and conditions of the policy.
DOCUMENTS TO BE PROVIDED BY THE HOSPITAL IN SUPPORT OF THIE CLAIM

Detled Discharge Summary and all Bills from the hospial.
Cash Memos from the Hospitals /Chemists supported by proper preseription.
:l:.:;;:L;Hrn‘lli\iklé:l\li;lIL;Idl:llul:;:1’1')18-;11:1;:;llt:l;:]);;;zlt:d::nn lljie ul.'lcmli!‘u.;‘.\fluﬂdiuul Practitioner /Surgeon recommending such Diagnostic supported by note from
¢ s e such diagnostic tests,
4. Surgeon's Certificate stating nature of operation performed and Surgeon's Bill and Receipt.
5 Cortifientes from attending Medical Practitioner/ Surgeon giving patient's condition and advice on discharge,
6. Please submit member paid receipt copy of the difference in Al amount and 1lospital bill (excluding TPA discount) at the ime of claim submission.

1. Invoice ol implants.
8. Radiology Films.

ferms & conditions (sull—limil:!t:n—puylduducli.bk‘ ete)

Sane of the Froduct - GROUP FLEXT MEDICLAIM-FLOATER and UIN No - PO70811710 Important Policy

+ e note that the amount authorized 1s provisional and is subjeet to change based on the final bill and discharge summary and deduction oUFDS as applicable.

IMPORTANT POINT FOR CASHLESS PAYMEN

1. Tinal Bill & Discharge summary is mandatory for validation of authorized amount. In the absence of discharge itimation or final authorization all previous AL amount
will stand null & void.

3. Insurer reserve the right 1o demand invoice and /or sticker of high value implant & consumables or medicing at the thme of settlement, Non submission may lead to
denial of entire claim or deduction of such amount during final settlement or possible recovery of such amount due Lo non-submission of invoice.

3, Radiology films and all original investigation report to be submitted in the claim file to avoid payment delay or recovery of such amount paid erroneously on account

al hon-submission

Ploaseital ooy peste

W submt the elann (ile within 2 days from patient discharge date for hassle free payment.

Plis s sesten senerated letter hence signature is not required,



