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' ReLIANCE

Dated: 06-Scp-2024

Medway Medical Centre
2

Medway Hospitals No:
Medway Hospitals No:
CHENNAIL CHENNAI
TAMIL NADU

600024
91-9789885946

Dear Sir/Madam,

Supject: Cashless authoriz

We hercby authorize

and guarantce for

GENERAL
INSURANCE

United India Colony 1st Cross Strect,
2 United India Colony 1st Cross Street,

payment

Authorization request note sent by you with the following information:

ation letter to the hospital for the treatment and guarantee of payment.
up to Rs. 14224.00, (Fourtcen Thousand Two Hundred Twenty Four ) only for Admission/ Pre-

Mome of the patient: | MS.P PREYANKA [
|Cass of < 5 N = b
| Accommodation: Sirigle Reom AG Pr et hpe 4000.00
B prousiondl | pe oy FEVER |Deteof Admission.  [05-Sep-2024
|dazoss SIS R —— ¥
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Sanctioned S, S ol |Package Lim
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Tl Sancloned| . 4004 00
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iSSi Compuls !
Qlamed Amount Non Payable TOtamﬁts'ble Dedﬁctit;rey_ Co-payment
16456.00 4231.00 14224.00 0.00 0.00

FRemarks: Based upon the claimfcase. 1
patient. 2) Furnish the investigation reports. 3

Important Ingructions to Hogpitals 1) If the hospital
furthor guaranlee is available,
regulations 3) Please collect U
reports of all invesigations (original). 5) Ploase collec
miscollancaussonvicos and related allied services mus
pass chargoes iv) Spedal nurdng charges not authorized by the attending doctor v)
vi)Charges far extra bed for attendant ct
ete xii) Purchase of medicines not related to the treatment X

External Remarks :

Ihe hogpital mud collect the excess
he hospital bill summary with final bill wilh details of

) Kindly furnish the
) Flease quote this AL nurrber in your reply. 4)

delailed course of hospitalization along with the disch

| bill is cgtimated ta be higher than the guarantec of payment, & reques: let
amount direetly from Lhe beneficiary al the time of agmisson
units of each service (authenticatea by pal ents sgnatume,. &
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Rs 1531/-deducted towards proportionale charges

_please collect the same from membe

¢ vil)Bed reteining charges vill)

{ an underlaling from the insured / patient for submitli

be collesled dircetly from the patient's) Rogigtration / ad|
Service charges not forming a part of the be

Charges for TV, Laundry et ix) Telephone/Fax charges x)
iii) Stationery, Xerox or certifying charges.

as member opted

For any assistance, please contact us at the address/email mentioned below.

Please quote Pre-Auth No.: 102240065826-01 in all your future correspondence.

Yours Sincercly,
Team RCare Health

Reliance General Insurance Co. Ltd.

Important Note: This authonzatiol
. Authorization beeomes null and void if the patient is
will be as per agreed rates in MOL
per prevailing rale unless lower/nil

Contact Details:

Reliance General Insurance,

RCare Health,

No. 1-89/3/B/40 to 42/KS/301, 3rd floor,
Krishe Block, Knshe Sapphire, Madhapur,
Hyderabad-Telangana-500081

n is valid for Admisson within 15 days from
dicharged before the
Jlanff. Thisisan electronically generated document an
TDS cortificate had been provided to

dale of thislelier issuance,

ng hisher documents to RGICL Ltd in ong na. ©)
mission chargesii) Ambulance charges (unless authonzed) i) Attendant / vigtor
d charges in goneral ward, maintenance charges. surcharges
Food and Beverages for attendants and vistors: i) Toileties

1

Todal

Appvoved

12

Advone >

the Date of Admisson mentioned or expiry fcancella
Copayment Amount has to be collected from Insu

d this requiros no soal / da

the payer, under saction 1941 as per Cireular

AL Number : 102240065826-0"

Kodambakkam. Chennai 600 0024 (Opp: Sckarz Stores)
Kodambakkam. Chennai 600 0024 (Opp: Sckarz Stores),
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Approved
Amount

14224.00

arge sunmrary & the break-up of the final bil before discharge of the
Final claim Settlerrent will be as per MOU & Folicy T&C.

higher room calegory on cligibility.Rs 2700/~deducled towards non medical expenses
r Final bill will be settled as per agreed MOU/ Tariff.
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mp All payments to Hospitals are subject to deduction of tax at soiree A8

No 8/2009. Dated 24-11-2009 from Income Tax Dept

Email:

icl.rcarehealthy

elianceada.com

Chat@Website: https://www.reliancegeneral.co.in/insurance
Home, aspx>>Chat

il

—




