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OPERATION THEATRE
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Date 10 Oal 2024

To,
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Dear Partner,
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With reference tyour rogue st (12600 24651 for final cashliss pre-authanzation, we hore by authorize INR 84250 agalnst firvaal bl gt 1NV BA250 e
datale of the pro-auhonzitot ate a8 olloaws’
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Insurance Conmpany Natonal Insurance Co; Ltd
Memiber 10 40523334925
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Treatmeint Detatls
1z 1wl Dia 5 Leomyoma of uterds, unspes fied
Expeicted Dintg OF Adininsion 07 Ot 2024
Treratirey Do tor HAVEENA
Procedire | Treatmnt Planisd Abdaminal hysterectomy
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Authorzation Details
# Slilun Received Daty Cuomulativ o Amount Cumilative Authiea e
1 Pro-Apth P qed 07 Qel 2024 1410 120000 42000
Pre-Xuth FProsmns. sy # .
: Ll e L 10 Oul 2024 16,10 84260 4750

Total Authonzed amount Rs 84250 (Fighty Four Thousand Two Hundred and Fifty).
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final
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P i + Top Up claims will be processed and additional amaunts will be approved along with base



Hospital Agreed Tariif :

I. Package Case
Agreed Paclage Rate 84250 (2 Package(s) Apphed,

Packane thapges exclude cost tdwards implantsico-morbidity/extendad stay

Il. Non Package Case

Room Type Room Rent Nursing
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Consultation Vie Charges! Surgeon's fee! O/ Anacsthetist © As pur customary and reasorable chares

Authorizalion Summary

Tolat bt aimennt (INK) 47
Othar Daductions INR)

Deductivles (INIR)

Totat Authorized Amount{INR) 4250

Amount to be paid by Insured (INR) for

“Deduction Dotails

Bill Amount Deducted Admissible
S.no Description (INR) T Amount Amount Deduction Roason
J (INR) (INR)

No Non-Medical Expences
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(ineluding addil ] srges due oo apting hgher raom rent than el aibility choosing separate line f tier oo ned e gesd conuidered in
Package ) - ) N
5, Intha event of unauthonzed racovery of any additional amount from e asneed i eacens of A CHLRIALH ‘w (| :Hu L(«’ ,—“1‘ \rmqlll.l:;.[-m“ N
) ¢ w Fielder foom tha nelaor ] i Spats 3
cormpany reseryes the right to recover thix same.or gel the sami refunded to the poliey holder fenm work prespednr and/or take necessary ac a
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6, Where sreatment ¢ provedure to ba aarne [ oul by a DoctarSurgeon of insured's choicw (notermpansliodg ¢ tre Hospital) notwork provider may give

trealment after ablaining specific cansent of the policyholder.
2. Differential cost borne by the policyholder may be reimbursed by Insurer subject to terms ard conditons of the policy.

DOCUMENTS TO BE PROVIDED BY THE HOSPITAL IN SUPRPORT OF THE CLAIM

Delailed discharge suminary and all bills from the Hospital

Cash memus fiom the Hospitals / Chemists supported by proper prescriptions

Diagnostic Tes! Reports and Receipts supporied by note from the aliendlmg Medlical Pra;lll»oner /
Surmeon's Certificate slating nature of operation performed and Surgeon's Bill and Receipt.
Gertficates from attending Medical Practitoner / Surgeon giving patent's condiion and advice onarciare
Please send cashless documenls to address mentioned in last page of letter. (Benoath signature) )
Final hospital bills should be ssued in the name of Natignal Insurance Co, Lid, as a payer far payment of o

Surgeon recommending sueh diagneste tests.

washless v, Tins s a mandalory
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requirgmen for claim seltioment,
Cashless Checklist

1. Photo 113 Card
2 Addrrss ol
Diechange Sampeidry (Rlanmndaty)
4 Fval Bab(Mondatary

Also note that

A BRSNS G not e payable:

b I(:J”E";F..H.-L“m‘::: mw\;:[l[ig{'nlllnjws;}f d):;'mnm;nc (esls -etr. which are nal related 1o the condiion for vbch admisaon s ouaht

o Eepenses relaled lo medicines/drugs incurred post discharge 7

o Ewponses riol covorad 1 not payable as per health nsurance poliey tarms and conditions .
o “The following documents must e subrmitted in full within 7 days from date of discharge 1 enable seliement ol G,

o Sellement of claim, failing which Autherization(s) issued for this hospitalization weald be Ueat d as v
Original cashless claim form in IRDAI format
Original bill in IRDA format, duly signed by the patient / representative
Original discharge summary in IRDA format, duly signed by the patient / representative
Break-up of the bill amount being claimed, including pharmacy, investigations, etc.
All onginal investigation reports and X ray films ot
Onginal letter/s of clanficaton provided durning the authorization
QOriginal sticker for all the implants & high value consumables
Atlested copy of the receipl for the amount setlled by the patient / representalive.
Attested copy of the QT nates for surgical cases
Sell-attested copy of photo i card of the patient 1s mandatory; any one of these documents will be arcepted - (a) Driving Licence (b) PAN Card
(e)Voler ID Card (d) SchooliCollege |d card for sludents (e) Passport (f) 1D card issued by presont employe .
o [fthe bill amount exceeds INR 1 lakh, it is mandatory lo collect the address proof of the Pamary Benaficiary any of these documents will be

accepled - (a)Drving Licence (b) Passport (¢) Voter 1D Card (d) Aadhar Card
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