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Cashless - Final Approval

Date : 01-Oct-24
Dear Sir/Madam, Time : 05:34 PM
Greetings from STAR Health!

We are writing with regard to your claim request for the below-mentioned insured patient, for the
treatment of HAEMORRHOIDS AND FISSURE IN ANO:

Claim Intimation Number : CIR/2025/111113/09976/2

Name of the Insured : D.VIGNASH

Age / Gender ; 35 years 3 months / Male

Product Name : Star Comprehensive Insurance Policy
Policy Number ; 11230038425806

Policy Period : 31-May-24 to 30-May-25

Date of Admission 30-Sep-24

Date of Discharge : 01-Oct-24

Name of the Hospital and Location : MEDWAY HOSPITAL - CHENNAI - 600037

We acknowledge receipt of the final bill amount - Rs.74750/- for cashless treatment availed
for the insured patient. Based on your latest request and the documents submitted, we have

approved Rs. 74750/- on 01-Oct-24.

Please find below a summary with details:

IzlthﬁEJre Aulhorlsalron) Approved Rs. ‘IODOO
Flnal Hosprtal Brll Rs. 74750
Rs. 74750

Admrssrble Hosp ital BrH
B[II items not covered as per Policy Condmons (Refer Workrng Sheet)

Amount Payable by STAR Health to Hospital | from Admissible Hosprtal Brll( | RS 747507

Refer Section F for details)
Amount Payable by Insured to Hosprtal | from Admissible Hosprtal Bill (Refer

Section D for details) I =L

Detailed Breakdown

Section 7 Description - . ﬁmDUm
A Final Hospital Bill Rs. 74750
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Amount Payable by STAR Health to Hospital: Rs.

74750 (Indian Rupees Seventy Four Thousand

Seven Hundred and Fifty Only)

Doctor Authorisation Remarks: MAX PAID
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