REQUEST FOR CASHLESS HOSPITALISATION FOR HEALTH INSURANCE
POLICY PART - C (Revised)

{TO BE FILLED IN BLOCK LETTERS)

DETAILS OF THE THIRD PARTY ADMINISTRATOR/ INSURER/ HOSPITAL

Name of TPA/Insurance company: . VIDALHEALTH INSURANCE TPAPRIVATELTD.

Toll free phone number:

Toll free fax:

Name of Hospital: ...MEDWAYHOSPITALS .

i Address #2/26, 1°. MAIN ROAD, UNITED INDIA COLONY, KODAMBAKKAM, CHE-600024

ii.  Rohiniid - ... 8900080347533

il e-mail id _ . MEDWAYINSURANCE@GMAIL.COM

TO BE FILLED BY INSURED/PATIENT
Pusshpe dee.

Gender: ‘ [:I Male \*E-’Female I:[ Third Gender

Age: ' gl (Years)/ (Month)

Name of the Patient :

Date of Birth: e (DDIMMAYYYY)

Contact number: B B Lr= L LY s

Contact number of attending Relative: e e e e e A ) S £
Insured Card ID number: o CHE - 23-822/ —op) . oo0023bf
Policy number / Name of Corporate: Y, A

Employee ID: | e e e e e e e i e e s
Currently do you have any other mediclaim / health insurance:: l:Yes E’N:_

i.  Company Name:

i. Give Details

Do you have a family Physician: Ites m

Name of the Family Physician:

Contact number, if any:

Current Address of Insured patient:

Occupation of Insured patient: e e e e e e L
(PLEASE COMPLETE DECLARATION OF THIS FORM)
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TO BE FILLED BY TREATING DOCTOR/HOSPITAL

Name of the treating Doctor: I m.gf_..--fmﬁe.{%ffffﬁu i

Contact number: . Q4424734455

e
Nature of lliness / Disease with presenting complaint: :@@ 1}@;9/ ,ﬁUﬂU ’a i I\NOM on,
Relevant Criical Findings: __PEn pd pontmm oD Lo Abdosinaf

Duration of the present ailment: e S Days _ fdu'/\
/ .

i. Date of First consultation: 1 ;}—lg L[ ug&r . (DDIMMAYYYY)

ii.  Past history of present ailment, if any BERPY. § 1

Provisional diagnosis: I g/j. . ﬂ%ﬂ&b& (_ﬂ.{_u)é‘-ﬁ/f- N

Proposed line of treatment:

i. Medical Management ()

i, Surgical Management w7

i. Intensive care ()
iv. Investigation ()
()

v.  Non-allopathic treatment

If investigation and / or Medical Management, provide details _ £fl/-1~9 '_ "‘” “ )

i Route of Drug Administration: - Mof“‘/)p

If surgical, name of surgery W . (_)K'_S E—ué/[» , &

/

i 1CDI0PCS code =Y Y S

If other treatment, provide details ) - B

How did injury occur L —

In case of accident

i Is it RTA:

DYes |:| No

(DD/MMAYYYY)

I:IYes I:] No

e

ii. Date of Injury:
iii. Report to Police
iv. ~ FIRNO:

V. Injury / Disease caused due to substance abuse / alcohol consumption I:I Yes D No

vi. Test conducted to establish this (if yes, attach report) |:|Yes !:l No

I:IP |:|L DA

i, expected date of Delivery e (DD/MMAYYYY)

s

In case of Matemnity
s
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DETAILS OF PATIENT ADMITTED

A. Date of admission S j 3;/_’«?;_/ 4, (DDIMMIYYYY)
B. Time of admission o L __ (HH:MM)
7’
C. Is this an emergency / planned hospitalization event: EmergencylZ/:’lanned |:|
D. Mandatory Past History of any chronic illness if yes (since __/ Ymonth/year)
i. Diabetes o
ii. Heart disease :
jii. Hypertension .
iv. Hyperlipidemias _
V. Osteoarthritis
vi. Asthma/COPD/Bronchitis
vii. Cancer

viii.  Alcohol/Drug abuse
iX. Any HIV/ or STD Related ailment
X.Any other ailment, give details

E. Expected number of Days / stay in hospital

F. Days in ICU ' Days

G. Room Type LQU‘ e

H. Per day room rent+nursing and service charges+ patients diet

Expected cost of investigation + diagnostic

J. ICU charges

K. OT charges

L. Professional fees Surgeon + Anesthetist Fees + consultation Charges

M. Medicines + Consumables + Cost of Implants (if applicable please sbecify)
N. Other hospital expenses if any _
Q. All-inclusive package charges if any applicable

P. Sum Total expected cost of hospitalization

'DECLARATION
{Please read very carefully)

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

a. Name of the treating doctor Y’ o KMW"ff"ﬁ e

b. Qualification:

e e e et 0 it et e B P e B A A A0 1 B B R BN AT 6B AL i S ARt ¢

c. Registration number with State code

o 2 ol ower
Ll 4 1M -
PR I'O, 2-’

Uni 0, Ist Main ® EEEIGH . A
Ynited India Colopy [
w3 LGlony
Kodom i o1a oy

AN CEnnal - 804 (114
600 07 Patie’nt / Insured Name and Sign

Hospital Seal
{Must include Hospital ID)
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DECLARATION BY THE PATIENT / REPRESENTATIVE

a. | agree to allow the hospital to submit all original documents pertaining to hospitalization to the Insurer / TPA after
the discharge. | agree to sign on the Final Bill & the Discharge Summary, before my discharge.

b. Payment to hospital is governed by the terms and conditions of the policy. In case the Insurer/ TPA is not liable to
settle the hospital bill, I undertake to settle the bill as per the terms and conditions of the policy.

c¢. All non-medical expenses and expenses not relevant to current haspitalization and the amount over & above the limit
authorized by the Insurer / T.P.A. not governed by the terms and conditions of the policy will be paid by me.

d. I hereby declare to abide by the terms and conditions of the policy and if at any facts disclosed by me are found to be false or incorrect
| forfeit my claim and agree to indemnify the insurer / T.P.A.

e. | agree and understand that T.P.A. is in no way warranting the service of the hospital & that the Insurer/ TPA is no way
guaranteeing that the services provided by the hospital will be of a particular quality or standard.

f. | hereby warrant the truth of the forgeing particulars in every respect and | agree that if | have made or shall make any
false or untrue statement, Suppression or concealment with respect to the claim, my right to claim reimbursement of
the said expenses shall be absolutely forfeited.

g. | agree to indemnify the hospital against all expenses incurred on my behalf, which are not reimbursed by
the insurer / TPA.

h. "I/'We authorize Insurance Company / TPA to contact me/us’through mobile/email for any update on this claim”

7’
a) Patient's / Insured's Name: ”M L{LLOJI"—\

b) Contact Number: ' email-Id (gptional)

c) Patient’s / Insured's Signature: ‘

Date: Time:

HOSPITAL DECLARATION

a. We have no objection to any authorized TPA / Insurance Company official verifying documents pertaining
to hospitalization.

b. All valid original documents duly countersigned by the insured / patient as per the checklist below will be sent to
TPA / Insurance Company within 7 days of the patient's discharge.

c. We agree that TPA / Insurance Company will not be liable to make the payment in the event of any discrepancy between
the facts in this form and discharge summary or other documents.

d. The patient declaration has been signed by the patient or by his representative in our presence.

e We agree to provide clarifications for the queries raised regarding this hospitalization and we take
responsibility the sole for any delay in offering clarifications.

f. We will abide by the terms and conditions agreed in the MOU.

g. We confirm that no additional amount would be collected from the insured in excess of Agreed Package Rates except
costs towards non-admissible amounts (including additional charges due to opting higher room rent than
eligibility / choosing separate line of treatment which is not envisaged / considered in package).

h. We confirm that no recoveries would be made from the deposit amount collected from the Insured except for costs
towards non-admissible amounts (including additional charges due to opting higher room rent than eligibility / choosing
separate line of treatment which is not envisaged / considered in package).

i . In the event of unauthorized recovery of any additional amount from the Insured in excess of Agreed Package Rates,
the authorized TPA /Insurance Company reserves the right to recover the same from us {the Network Provider) and / or
take necessary action , as provided under the MoU or applicable laws.

m o e vERITOR A T G
" =

Tre e bt Yl e et

At TN
Aioin Hoad
viain nRoad.

|83

nited India Cplony,
Hospital Seal . NP P FPer) Chenhai-600 024 Doctor's Signature(-' } >

Tt \ \

Date: Time:
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PEAININGE 11D AT A

andaram VIDAL HEALT';’. v

Card No : CHE-RS-52214-001-0000236-E
PUSHPALATHA G
Sex: F Age:61 Years

SUNDARAM CLAYTON LIMITED
Valid From : 28-Jun-2023
Emp No : 506649

for werrifation pupesas and
e ol s Lard 5 gow

o s o dransterable. B is wsed only

Irsrance TPAPresa Ly

I fondl plecses pelum t,
Vidal Health insurance
Tawwer Na. 2, Fest Finer,
E-mail: he!

, Bangalote- 5
lecthdp.com
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- ®
Medway Hospitals
The way to better health
(A Unit of United Alliance Healthcare Pvt Ltd)

PATIENT NAME: | MRS.PUSHPA LATHA AGE/GENDER : | 61YRS/FEMALE
PATIENTID : MMH-202473059 DATE : 1 17.01.2024
REFDDR : DR.T.PALANIAPPAN MODALITY CT

ACCNO : | CT-2448

CT WHOLE ABDOMEN PALIN REPORT

LIVER: Normal in size with normal density noted. The porta hepatis is normal. The

intrahepatic portal venous radicals are normal. No evidence of intrahepati'c billiary radicular

dilatation. The hepatic veins and intrahepatic portion of inferior venacava are normal.
GALL BLADDER: Normal in size, shape and outlines. Peri-cholecystic area is normal. The
common bile duct is not dilated.
SPLEEN: Normal in size, shape and attenuation values. The splenic hilum and splenic vein are
normal.
PANCREAS: Normal in size, contour and attenuations values. No evidence of focal mass
lesion/pancreatic duct dilatation.
Adrenal glands: Normal in size, shape and attenuations values.

L |

KIDNEYS:

Right kidney: Right mild hydroureteronephrosis noted. Radiodense calculus of size
approximately 13 mm noted in the proximal ureter.

Small microlith noted in the lower pole calyx of right kidney.

Left kidney :Appears bulky with mild perinephric fat stranding. Radiodense calculus of
size 3 mm noted in the lower pole calyx. Moderate hydroureteronephrosis noted.
Radiodense calculi of size approximately 8 mm mm noted in the distal ureter just

proximal to the vesicoureteric junction.

PATIENT
S o . oo 955794551
f @MedwayHospitals @ @medwayhospitals [} @medway-hospitals @medwayhospitals @ 1800 572 3003
Medway Group of Hospitals Medway Centre of Excellence (Chennai)
Kodambakkam Villupuram Heart Institute Institute of Pulmonology

Mogappair Kumbakonam Chengalpattu
044-2473 4455 044-26530011 044-2473 4455 044-27426829 04146-242000 044 - 4310 8959 044-2473 4451

E-mail ; info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTC083665 MH/MGT/LH/202109/001
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Medway Hospitaks® -
The way to better heaith e
HISTORY & PHYSICAL EXAMINATION FORM

Mrs.PUSHPA LATHA
Patient’s Name | g1 /perrate/Mn 5202473059 P No.
17/01/2024/11 2024000119 _ '
< f . . =
Age " | Dr.T.PALANIAF 2aN F Ward : RoomNo. : VYV

Consuitant Or.  : | WAL RRAAMOEEY D.OP.

f
Temp Of%i(’{ Pulse : " f¢ Y Resp: 2eb Allergies: N\ ‘L"\C'MJ
B/P : ‘f‘s@’fﬁw Height: - ¢p (v, Weight ‘% g luoy | CurrentMedications:

) 0 1 1 -3 4 Vs 6 5 B 9 i
hE b durt Wid - Uncomiodss Acrontyy  Mdesin el Satig Bren Harioie Worst
\\ Fain rekoeabla P Pain Fain Pain baaratdy Paln Fan Pz Poge.
= - :.“-“\; ! - = &= Pt "':..:"'- @?‘u
DELOOGLeE®E
= =/ =) &) &
| Complaints e B N S
PRI S E PhN om0 o X S S
B G I D g eeeeeeeeeeeserea e e
290 eananted L SRR ENS £ [t 680
History of Presentillness  ...Mivovwm, “"?WCM!W EELLARPRNE K SRR e
R O O e BB L (O
A Past family and Personal

Clinical Examination

history of relevance

Continuation on the reverse side O




Investigation required = ..... ref R ‘/‘:‘F}Pq‘ ......................................................................................
AR IEPSD) Lo LA o

.......................................................................

Diagnosis R i [ BlL U < Ao mluyla D

PlanofCarer ... DU uumt s P on o s s e,

Signature

L e Examined by
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W Hospitals *
The w. to better health

SOS MEDICATIONS

DATE q_ﬁ_m_,wmnw,_mm 33:%@%% NAME) DOSE mw_cm._.mmmm_uﬂ.u_.nm " DR.SIGN. = Aw.4__.,_\,\__m_m,_ \_w“_“_ﬂﬂwm
_TL.Tr. o0 pr ,J)j \%_,N.,\_.ﬁ ww N Ny Dsﬁmr. w .
18), [l 1080 g " ._\%F\}:\s 0 T/ DrHakon
a), _T -2 o \UE_ [fer P [p oy .@Ems 6«:«_:.\_\ hamd ..mwv%. Kivflika 21
SOS MEDICATIONS
DATE 4_=m_m_,w_m4mm $_u_um%,_wmc% NAME) DOSE mw_ch_wm%m.nm " DR. SIGN. n.wq__,ﬂ,_ \m_*u_.ﬂ_ﬁmm




