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PARAMOUNT HEALTH 51 TH SERVICE & INSURANCIE TPA PRIVATE LIV ren
susm o (IRDA License No.006) Validity: From 21-03-2023 to 20-03-2026
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contact.phsia paramountipi.cont.
Brandly ©oed

“ashless Authozation Letter
(Part-12)
Date: 12/10/202:4 06:38:08 PM

Cluim Number: 7031336 (Please quone this number for all further correspondencee)

Authorization is valid for admission up o 12 TH2024.
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Dear Sir /Madam,

This has refercnes to the A 10/3004 05:18:26 DML We hereby authorize cashless Lierlity as per detinls mantone

astdoctments recerved for pre-authorization request on |

below
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Policy Number : 330000750/ 28 TGO0042 & y

2 0 er : JA0EOU/SO24/ 100001240 Laapected Date ol Adimission - 10710 202

olicy Pe ORI 20200707 200 : i -
Policy Penod : OX/07/2024-07/07 2025 B _ | Expected Date ol Discharge 112/10.2024
Roum category © 1w shering room Lstimated Length OF Stay:2
Category as per T&C ol Palicy Contract | E . ) ,
Provisional Diagnosis 1 Lol Chronie ritis Media With Central Perforation Wlti | Proposed line of treatment & Lef Clironie Otitis Media With Central Perfuration With
Mastonditis With 1ns | Mastoditis With Dns

Claim Remarks:

Authorization Dot

Clamm No Policy No Date & Time Reference number Amount Status |
7031356 340100/5072 1 10000120 FIA/2024 12:34 5515536 0000 Authorized
T3S0 010050 244 1000120 121072024 06:38 SSI88R0 15150 Autharized

Total Authorized amount:- Rs 85450 (EIGHTY FIVE THOUSAND FOUR HUNDRED AND FIFTY)

Authorization Remarks: Cluimowill e sevtled as per agreed GarilT in policy terms and condition irrespective of al wimount issoed.
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tea b
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¢ Rates, the authorized TRA Insurance Company
provided under the

cot ol abauthen sed Tugsv ey O

seves g arpht o resavet tie Saine o pet the same relunded 1o the pnhu_\‘lmhicr I

Aol

G W e reament procedure 15 10 be cit it the hospiialh Network Provider may give treatment

pried uut by a doctor/surgean of insured's choice (not empanelied W
alter obtaing specilic consent nl'pnl:u_\]mhlur.
7. Diflerentinl Costs borne by pnlic_\#hnld\:r may be reimbursed by insurers subject to the terms and conditions ol the policy.

DOCUNENTS TOBE PROVIDED BY THE OSPITAL IN SUPPORT OF THE CLAIM

1 Detarled Dischage Sumniary ond all tlls from the hospital, ¥
Aenios from the [lospitals ,Chemists supported by proper preseription.

( ash
£ Muedieal Practuionet

Dignostic Lest Reports and Reeeipts supported by note (rom the aendin

the attending Medical Practitioner / Surgeon recommending cuch diagnostic tests.

1 Surgeon's ¢ crtificate stating nature o [ gperation performed and Surgeon's Bill and Reeeipt.

urgeon giving patient's condition and advice on discharpe.

d Uospital bill (excluding TPA discounty at the tme of cluin stbnission.

/Surgeon recommending queh Dignostic supported by note from

5. Certificates rom attending Medieal Practitioner/
6. Please subnit member paid receipt copy ol the difference in Al amount an

7. Invoice of implants.
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1. Final Bill & Discharge sumimnary is mandatory for validation of authorized amount. In the absence of discharge wmatien ot finil authorization all previous Al amount

will stand null & void.

Insurer reserve the right to demand invoice and /or
denint of entire claim or deduction of such amount during final scttlement OF pussible recov

1. Radiology films and all original {nvestigation report 1o e submitted in the claim file o avoid payment deliy o reeoven) of such amount paid

of non-subinission.
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discharge date for lassle free payent.
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