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The entitiement eligibility of the patient should also be verified through IP Portal at www.esicin. Referral shall be
governed by the rules and administrative instructions Issued from time to tHme.Referrad Hospitat s instructed to  perform
only those procedure/treatment for which the patient  has  been referred to. In  case any additional procedure |
treatment  /investigation s  essentially required to be carried out, permission for the same is mandatorily required from
the approving authority of the referring hospital. The validity of this referral is upto 7 days from the date of issuance or
as  per the contract Swhichever is later and s subject to fuifilment of other terms and conditions as defined in  the
contract/agreement.
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