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Cashless - Final Approval

Date : 27-Sep-24
Dear Sir/Madam, Time : 05:36 PM

Greetings from STAR Health!
We are writing with regard to your claim request for the below-mentioned insured patient, for the

treatment of INGUINAL HERNIA:

CIR/2025/111100/0968016
R.SANTHANA GOPALAN

Claim Intimation Number
Name of the Insured

Age / Gender : 82 years 8 months / Male
Product Name : Senior Citizens Red Carpet Health Insurance
Policy Number : 11230039309815
Policy Period : 25-May-24 to 24-May-25
: 26-Sep-24

Date of Admission
28-Sep-24

Date of Discharge
MEDWAY HOSPITAL - CHENNAI - 600037

Name of the Hospital and Location

We acknowledge receipt of the final bill amount - Rs.72000/- for cashless treatment availed
for the insured patient. Based on your latest request and the documents submi tted, we have

approved Rs. 50400/- on 27/~ -Sep-24.

Please find below a summary with details:

irﬁtiéi (Efe—AJthcrisaHon) Approvéd Rs. 50000 | 4
Final F ospllal Bill Rs. 72000
Rs. 72000

Admlssxble Hospltal BIII
Bill items not covered as pcr Pohcy Conditions (Refer Working Sheet)

Amount dedb!e by STAR Health to Hospltal from Admissible Hospltal Blll( Rs. 50400
Refer Section F for details) _ .. ¥ |

Amount Payable by Insured to Hospital from Admissible Hospital Bill (Refer
Rs. 21600 r
Secﬂon D for detalls) | |

—— e

Detailed Breakdown

e ——

|Section| ~ " Description “Amount |

A Flndl Hospital Bill [Rs. 72000

Star Health and Allied Insurance Co.Ltd.
Balaji Comiplex, No. 15, Whites Lane, Whites Road, Royapettah, Chennai - 600014

Cuslomer Care Number - 044 6900 6900 | Corporate Customers - 044 43664666 | Chat - +97 9597652225

IRDAT Legistration No: 126 | CIN: 1 660T0TN2005P1 C056649 | Ph: 044-28288800 | Email info@starhcaltun
Wobsite: wivw.starhealth.in | Toll Free Number: 1800-425-2255/1800-102-4477
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¥ The Healih ingorance Specisilst
Bill items not covered by P Pollcy Conditions - L R
Adm|351ble Hospital Bill | - | | Rs. 72000 |
D ~ Amount Payable by Insured to Hospital from Admissible Hospital Bill
1 - | Nion——;;ayables as shown in the statement -
2. Co-Pay as p-er eoliey eon_ditions - ~ [Rs. 21600
3. |Deductibles/Defined Limit .
k4. Sum Insured/ Sublimit Exceeded N o o
5. R_eec;ery of _Dgee—u_nt—('ﬁpplied on Renewal
6 Balance premium installments to be paid by patient (Wherever e
B Insured has opted for installments |
b. Total I - Rs. 21600
Es Miscellaneous o
il Network Hospital discount - - a -
2. Deviation from agreed package/SOC o - 7_; - :_
Bl Others B N
E Total
ihioHospital GDE)  |Rs.s0400

[’F Amount Payable by ' STAR Health to Hosp:tal (C-D- E)

Amount Payable by STAR Health to Hospital: Rs. 50400 (Indian Rupees Fifty Thousand Four
Hundred Only)

Detau[ed Working Sheet for Expenses not covered as per policy Terms and Conditions
T _ — Expenses not covered a; - _
swa|  Desepton | Silmed | Parbolls TURR | Mabeons | Rome
Hospital Bill 7
1 |a) ANH Package 72000
T Towl | 72000

Star Health and Allied Insurance Co.Ltd.
Balaji Cemplex, No. 15, Whites Lane, Whites Road, Royapettah, Chennai - 600014

Customer Care Number - 044 6900 6300 | Corporate Customers - 044 43664666 | Chat - +91 9597652225

IRDAI Registration No: 129 | CIN: L66010TN2005PLC05664% | Ph: 044-28288800 | Email: info@starhealth.in
Website: www.starhealth.in | Toll Free Number: 1800-425-2255/1800-102-4477



