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9/21/24, 2:32 PM Remedinet Networks: Connecting Healthcare Ecosystem
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AUTHORIZAION LETTER
Date 14/09/2024 11:36AM Fax No. Reg No.
To Medway Hospital, Chennai TN. Policy No./Card No. 333393587875
Payer/TPA ID Card No. 0133010010007520001340

Authorization No. 13H_2257564544033-1 Name of the Patient SUBRAMANIAN.N

Age: 56 Years Sex: Male
Date of Admission 14/09/2024 9:0 AM
Provisional Diagnosis CHEST PPAIN

Authorization

Authorised Limit 109200.00

Authorised Limit (In Words) One Hundred Nine Thousand, Two Hundred Only

Previous Authorised Limit

Remarks CLAIMS WILL BE SETTLED IN ACCORDANCE WITH THE TREATMENT GIVEN /SURGERY DONE....

Instruction to Hospitals:

1. This Authorization letter is issued that the information given in the pre-authorization is correct. Any information hidden/wrongly given
regarding pre-existing disease will make this authorization null and void.

2. This Authorization is binding on the insurance policy terms, limitations and conditions.

3. Disclaimer : The cashless access given to network hospital is merely a facility extended by Payer. Payer does not guarantee the
availability, quality and out come of treatment.
* Denial is in no way to be construed as denial of treatment, only cashless access is denied.

4. If amount exceeds authorization amount Payer approvals has been obtained for enhancement. Payer will be pleased to confirm on
Insurance policy limits and conditions.

This is a Computer Generated Statement So No Signature is Required.

Note : Please quote our Authorization Number in all the correspondence and bills.

hitps:/fclaim.cmchistn.com/PPN/Hospital/Ul/AuthorizationLetter.aspx?refno=YNWCH%2bduqsNi2qp%2bUdJ5hMZvioqgE8AdF &historyid=4zTgmU. .. 1m7nm



