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REQUEST FOR CASHLESS HOSPITALISATION FOR HEALTH INSURANCE POLICY
{TO BE FILLED IN BLOCK LETTERS)

DETAILS OF THE THIRD PARTY ADMINISTRATOR! INSURER/ HOSPITAL:

Name of TP A/Insurance company: PARAMOUNT HEALTH SERVICES & INSURANCE TPA PVT.LTD.
(IRDA LICENCE No .006)
Cashless Request E-mail Id : alrequest @ paramountipa.com

Toll free phone number : 1800-22-66 55
Toll free fax: 022- 66444754 / 66444755 / 66444709

Name of Hospital:
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L Address o aa Na 26, 1ot Mot s oat

.. . CHO. by i ta CoboTiy,

ii. Rohini ID: Tinited India O on o )

ii. E-mail ID: Lt A A

TO BE FILLED BY INSURED/PATIENT

o
Name of the Patiens: @' K (4] ;) rod
i

Gender: = [ Jremae [ Jhird Gender

A ) 8— Years Months

Date of Birth: . fg“ [o_f LQP"': DIVVINAYYYY
Contiact number: %6 (O 0 2—5 4 B

Contact number of attending Relative: —

Insured Card 1D number: JBr U L9 $9 20 ob

Policy number/Name of Corporate: —

Employee [D:

Currently do you have any other medicluim / health insurance: I:] Y@ “No

i Company Name; . — A
ii. Give Details:
Do vow have a family Physician: l I Yes-’l/ I No

Name of the Family Physician:

Contact number | if any:

Current Address of Insured Patient:

Occupation of Insured Patient:

{PLEASE COMPLETE DECLARATION OF THIS FORM)




M:

TO BE FILLED BY TREATING DOCTOR / HOSPITAL

Naine of the treating Doctor: LY oAl cJh () Lc@
' /

Contact Number:

Nature of Iliness / Disease with presenting complaint: e«/O- ’;LE/VQJ/ gl L L 6-‘(1’—9‘7/3
13
7

7

Relevant Critical Findings: Ho . L,rajl@r“cLL-’M weaodkuwd - (/o pneoadee,
{ 4 L . ) - (’

Duration of the present ailment: ) Days T

i. Date ol First consultation: r;}{o t }LLT BORNUY YV

i, Past history of present ailment, if any
Provisiona! diagnosis: A ?‘f"'t"/‘
i ICD 10 code -

Proposed line of treatment:

i Medical Management 7 -
ii. Surgical Management « )
iii. Intensive care « )
iv. Investigation « )
V. Non-allopathic treatment « )
I

If investigation and / or Medical Managemenl, provide details én Lo /1—’“‘/
i. Route of Drug Administration L / Ov’r"{

. . . 2|
Il surgical. name of surgery _ A -
i. ICD 10 PCS code . B
If other reatment. provide details o~
How did injury occar \

In case of accident D«(ﬁ"
i Is it RTA: , I I Yes Nu

ii. Date of Injury \ B
iii. Report 1o Police - l:‘ Yes

U D 2l

iv.  FIRNO.
v, Injury / Disease caused due to substance abusg/alcohol consumption |:| Yes No
vi.  Test condutled to establish this (if yes, attach report l:| Yes No

Incase of Matemity :l G [_——l

i Expected date of Delivery




P.

DETAILS OF PATIENT ADMITTED

Date of admiss:on o / :}’[ ol / 2,

Time of admission { HH:MM)

Is this wn emergency / planned hospimlization event: Emergency E" Planned ‘:]
L.

Mandztory Past History of any chronic illness If yes (Since month/year)

i Diubetes

ii. Heart diseass

L. Hypertension

=
v Hyperlipidemias \
i

[

\

v, Osteoarthritis r/\f /
vi.  Asthma/ COPD/ Bronchitis
vii Cancer
v, Aleohol / Drug abuse
X Any HIV/ or 8TD Related ailment ;
X Any other ailment, give details
AY
Expecied number of Days /stay in hospital ' L{"g— Days
Days in ICU Days

Room Type ‘./LI'A/VL‘- ‘97 -

Per day room rent + nuising and service charges + patients diet

Expected cost of investigation + diagnostic \

ICU charees \

OT charges \

Professional fees Surgeon + Anesthetist Fees + Consultation Charges \
Medicines + Consumables + Cost of Implants (if applicable please specify) \

Other hospital expenses i any

All - inclusive package charges if any applicable

Sum Total expected cost of hospitalization ' E :;[{){ D00 /}




DECLARATION
(Please read very carefully)

We confirm having read understeod and agreed to the Declarations of this form

a.  Name of the irca[ingdoctor:. & LC“.{W"\ Ft'f

b.  Qualification:

c.  Registration number with State code:

- 28, 1st
United Ing;
fgdamhay. ndia

Colony
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"HoRfarsdal s

(Must include Hospital 1D} Paticnt/Insured Name and Sign




Arogya Plus Policy
SS%L;&:?“H: al Insurance
0000000036872800
AKASH RAJ
SBIGB9892006
15/12/2023
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Date

L

|

| ayeneig g o

| Aakash Raj S o
\N\mbg e/ DOB : 15/03/2005
| oy6t0 / Male e

e 3401 4385 #1138

Aadhaar is a proof of identity, not of citizenship. |’
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FOCQE, QFsiener, O BTG,

> Address: S/O: Suresh R, 22/13, RAJA
VEETHI ANNA NEDUMPATHAI,

£ Choolaimedu, Chenna

600094

3401 4395 5118

i, Tamil Nadu,
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N. No. 241/ (0)202/ 1B, Periyar Pathai, [
Anna Nedumpathai Junction,

SRI DURGEI GMMEN choolaimedu, Chennai - 600 094,

Phone : 4286603

' v Mobile : 94442 62375 / 81449 62023
REF N b.@[r‘&@ﬁ‘z% / 2024 Email : madanagopal1954@gmail.com

PT. NAME : Mr. Aakash.,

AGE / SEX: 8Y /M.

REF.BYDR : Self.
INVESTICATION/ METHOD Results Units BIOLOGICAL REFERENCE INTERVAL-
BLOOD EXAMINATION
SEROLOGY :

DENGUE | IgG, IgM & NSI, TEST

Dengue : IgG - Negative

(Method : Card)
( Specimen : Serum )

DENGUE IgM - Negative

( Method : Card )

DENGUE NSI - Negative
( Method : Card )

( Specimen : SERUM )

W Mcmenedd
B \A\cfr&\l \as;%\jp

Casts ' Signature

Working Hours 8.00 a.m. to 1.00 p.m. - 4.00 p.m. to 9.00 p.m. SUNDAY 8.00 a.m. to 1.00 p.m.






N. No. 241/ (0)202/ 1B, Periyar Pathai, e
Anna Nedumpathai Junction,
SRI DURGEA! GMMEN choolaimedu, Chennai - 600 094, 7 ‘
Phone : 4286603 e N q ;
Laboratory Mobile : 94442 62375 / 81449 62023 sl @ e
_ Email : madanagopal1954@gmail.com
Ser.No : 22/2024 Date :. 16.01.2024

PT. Name: Mr. Aakash.,
AGE / SEX: 18 y/ M.
REF.BYDR : Self.

Specimen Test Name Results Units Reference Range /Method-

URINE EXAMINATION

MACROSCOPIC EXAMINATION

Specific Gravity
Colour - yellowish
Reaction - Acidic
Appearance - Cloudy
C CHEMICAL EXAMINATION
Sugar - Nil
Albumin - Present
Bile Salt- - -
Bile pigment - -
Urobilinogen - -
MICROSCOPICALS EXAMINATION
Puc Cells - 8-10 pus Cells / hpf
R.B.C. - Nil
Epithelilial cells - 3-5 Epithellial cells/hpf
Crystals - Nil
:Cast - Occasional Pus cast seen/hpf..
Acetone
Occult Blood - -
_Others - Nil

. I\
Mg

Signature

Working Hours 8.00 a.m. to 1.00 P.m. - 4.00 p.m. to 9.00 p.m. SUNDAY 8.00 a.m. to 1.00 p.m.






N. No. 241/ (0)202/ 1B, Periyar Pathai, [Fie——0-o/
Anna Nedumpathai Junction,
SRI DURGEI @MMEN choolaimedu, Chennai - 600 094.
Phone : 4286603
Laboratory Mobile : 94442 62375 | 81449 62023
Email : madanagopal1954@gmail.com

REF.NO : 22 /2024 Dated 16.01.2024
PT.NAME : Mr. Aakash.,
AGE / SEX: 18/ M..

.REF.BYDR : Self.

Specimen Test Name Results Units Reference Range /Method-

HAEMATOLOGY BLOOD EXAMINATION

COMPLETE BLOOD COUNT ( CBC)

Total WBC Count 5,190 cells/cumm 4000 - 10,000
DIFFERNTIAL COUNT (DC) EDTA WHOLE BLOOD (Optical( Light Scatter )

Neutrophils 65 % 40-80
Lymphocytes , 26 % 20-40
Eosinophils 00 % 01 - 06.

Monocytes 09 % 2.0-10
Basophils 00 % 0-2
Haemoglobin 15.1 g/dl 13 -17
PCV  (Mean Corpuscular Hemoglobin 44.0 % 40-50
RBC ( Red Blood Count 5.68 million /cumm 42-6.1
E.S.R. ( Westergran Method) 1 hour 08 mm 5-10
Platelet Count 1.96 Lakhs/cumm 1.5-41
MCV (Mean Corpuscular Volume ) 77.4 fl 83-101
MCH {(Mean Corpuscular Hemoglobin ) 26.6  pg 27 -32
MCHC ( Mean Corpuscular Hemoglobin Concentration ) 34.3 % 31.5-345

\g\x&a&\ SN

Signature

Working Hours 8.00 a.m. to 1.00 p.m. - 4.00 p.m. to 9.00 p.m. SUNDAY 8.00 a.m. to 1.00 p.m.






N. No. 241/ (0)202/ 1B, Periyar Pathai, [

Anna Nedumpathai Junction,
SRI DURGEI @MMEN  choolaimedu, Chennai - 600 094,
Phone : 4286603
Laboratory Mobile : 94442 62375/ 81449 62023 |-+

Email : madanagopal1954@gmail.com

REF.NO : 22 /2024 DATED: 16.01.2024
PT. NAME : Mr. Aakash.,

AGE / SEX: 1B8Y/ M

REFBYDR: Self.

-Specimen Test Name Results

Units Reference Range /Method-

BLOOD EXAMINATION

SEROLOGY :
BLOOD WIDAL :
Sal  Typhi (H) - 1 : 20 Negative (1 : 20 Negative }
Sal.  Typhi (0) - 1 : 20 Negative
Para Typhi (A) - 1 : 20 Negative
Para Typhi (B) - 1 : 20 Negative
Platelet Count - 196  Lakhs/cumm (15-4.1)
BLOOD: Maiarial Parasite PV & P.F - Negative

(QBC Method)

\s\m\%;%%?

Signature

Working Hours 8.00 a.m. to 1.00 p.m. - 4.00 pP-m. to 9.00 p.m. SUNDAY 8.00 a.m. to 1.00 p.m.
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Medway Haspitals®
) The way to betrer health '
HISTORY & PHYSICAL EXAMINATION FORM

Patient's Name : RiasW_ Pgﬂl S Cur . .P. No.
Age : [er'f N Sex :\I'O(/F Ward: |y B : Hbom No. :
ConsultantDr. C D.O.P.
Temp: Pulse : Resp: | Allergies: e
BP:  Height: Weight : Current Medications : —
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