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0'{ HEALTH INSURANCE TPA OF INDIA LTD.

Pre-Authorization Approval Letter

Claim Number:2412002 14696 (Please quote this number for all further correspondence)

Date: 0171072024 o , e o

MEDWAY HOSPITALS- MOGAPPAIR [nsurer : The New India Assurance Company Lid
WEST Proposer Name : MRS.S KALAISELVI

NO. PC 7& PC 7TA. 4 TH BLOCK, Patient’s Member ULID S 1220000011501201

BUHARATIIL SALAL NOLAMBUR, Relation with Proposer 2 Sell

MOGAPPAIR WEST (CHENNAT- 600037 »

Ambattur

Tiruvallur

TAMIL NADU-60O037 e W

Dear Sir /Madum .

This has reference to the pre-authorization request submit ted by you on 01/10/2024, We hereby authorize cashless lucility as
per details mentioned below: . .

Patient Name MRS.S KALAISELVI | Age:d7 _|Gender : Female

D ddisenitions 71010034242800000329 ,i&l’??@&‘_!'3%”:‘9[@“15&0”___ L omzoz4

Policy Period 1027072024 1o 01/07/2025 [ixpected Date of Discharge SO1L10/2024

Room category : Single Room Charges - A/C Estimated length ol stay 22 Dayis)

Provisional Diagnosis s cholelithiasis Proposed line ol treatment cMedieal e
Authorization Details:- ) T T R W N

Date Reterence number Amount Status

30/09/2024 220021406960 10201 Rs 45000.00 Approved

OL 102024 12412002 14696013301 ] | Rs 37500.00 B Approved

Total Authorized amount:- Rs 82500.00 ( Rupees Eighty Two Thoasand Five Hundred Only )

Authorization Remarks ;

DFinal settdement will be done strictly as per agreed hospital tarifT irrespective ol authortzation issued,
20 This is Full & final authorization tor ..., ... (Name ol Procedure / discase) (%o of” 513 as per policy & .

approved as per the ppn package

Caorporate ollive and Centrat 14 acessing Centre zHealth Insuranee 1PA af India Lad, 2nd Floor,
Mitjestic Omnta Building, A= H0.8eetor 4 Noida, Uttar Prade sho 201301
Foll Free= IROOTO2 3600/ 1800 180 3600 FAX. 01 1- 190 13309 Wobsiie wans ipaenan
CIN - URSTONDE 2013P1LC23658 1, 11D Registration No-ho




