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

Kame of the hospital DD|”WPE& rﬂﬂﬂ|IH|HHHUHHHHHHHHHHDDH|HH
respiatiocation: [T "fr“nvql 3|6| ' |“|| LT Heseree: OO
vesiatemaite: [ [T mdbal, .iﬁJl ,-|| [;I[ JI OO0 e OO0

DETAILS OF THIRD PARTY ADMINISTRATOR C‘j] 4o 'rl »
a) Name of TPA company: Medi Assist Insurance TPA Pvt Ltd 09"‘ (})J,.P.Pl\one no.: (80 22068666 ) Toll Free Fax no.: 1800 425 9559
TO BE FILLED BY INSURED/PATIENT

etz (A O OO OO0 NN EEEN e
b) Gender: DMalecQ_aem’I" DThsrd gender c) Contact no.: .Flm mE":l d) Alternate contact no.: DI_”—IDI_"_"—”_"_”]
e} Age: Years@'ElMcnthsDD ﬂDateofhirth:Duuuuuuu g}lnsurerIDCardno.:mmmrﬁlmﬁmm " ”_"_lL“ "_”—\
ey nmberomeeorsorse: [T IO OO0 »emeleseere: [ L] HEEE
o o st s chimedh e[ Joo e smsmensme ] 000 ]

1.2} Give details: L

20rsstmestemtsticantsestome [ ] AR oewere L LT
vomansmesnen: OO0 0000000 -

m} Address of insured patient:

TO BEFILLED IN BLOCK LETTERS

?

TO BE FILLED BY THE TREATING DOCTOR/HOSPITAL

meatiesesnoecor. A PP IO w00

¢ Name ol lliness/disease with presenting complaints: d) Relevant clinical findings:

o, topp  JydFenic B T

) Duration of the present ailment: days e.1) Date of first consultation: @@]DEEDED
> ] —|
Iaal

f) Provisional diagnosis: f.1)1CD 10 code:

1P ,‘L‘I— | Mffm-fhf; Jeilirne / Ouute B¢ acerbolion ERRERRERNN
9} Proposed line of treatment: ‘/E@Tca]méﬂagm‘e"t DSurgicalmanagement Qﬂ-&eﬂ@are D]nvestigatinn DNOH-Allopathictreatmem

b} Ifinvestigation and/or medical management, provide details: h.1} Route of drug administration;

! Envl,o/"*"{ v Her [ Jotr _ﬂ,/_,f./(

e.2) Past histary of present ailment If any:

i If Surgical, name of surgary: i.1) ICD 10 PCS code:

~ HNFEENEEEN

i\ If other treatments provide details: k) How did injury occur:
—
—
L} In case of accident: I, Is it RTA: DYes DNU ii. Date of injury: I || ” ! “ B “—.”_—” ”_I iii. Reported to Police: DYes No iv.FIR no.: |_|I “ —l “ | " ]
v. Injury/Disease caused due to substance abuse/alcohal consumpi 8s |:|No vi. Test conducted to establish this, If yes attach repi es DNG

| A ! I n) Expected date of delivery:

m} In case of maternity: G l P L

DETAILS OF THE PATIENT ADMITED

a) Date of admission: @D@DEE b) Time of admission: DDDD o Thisis D an emergency/ l:la planned hospitalization event

~

d) Expected no. of days stay in hospital: !:‘ Days ) DaysinICU: I:l Days f) Raom type: | -
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REQUEST FOR CASHLESS HOSPITALISATION FOR HEALTH INSURANCE POLICY
PART C (Revised) ‘ TO BE FILLED IN BLOCK LETTERS

g) Per Day Room Rent + Nursing & Seryice charges + Patient’s Diet: Rs. ” ” ” |¥ ” ” |i I p. Mandatory past history of any chronic iliness. If yes (since month/year)

h) Exp.ectedccs: for investigau‘on-+diagnostic5: Rs. |—”—L|——”—|ﬂ|_”—”j D i DD DD
i) ICU Charges: T ”‘_‘| |:|2.HeartDisg-age DD DD
” ”\l ” ” " ||:| |:|3-Hyper1ensio.-.

” fl t\” " ” 1|:| |:|4.Hyperiipidemias

|
|
|
L} Medicines + Consumables cost of Implants: (specify if applicable) Rs.l " ” ” \ﬂ " ” ||:| D5-051€°afthl‘iti5
|

OONCO0 Qoo o (- 0000

n)AIIinciusivepackagechargesifanyapplicablg: Rs.l ” 1[ " ” " |D DT-CBHCEI

0) Sym Total expected cost of hospitalization Rs. Ll‘_EB EEEH H j) [BB Alcohol or drug abuse
D 9. Any HIV or STD / related ailments DD DD

10. Any other ailr@t giye details:

j) OT Charges:

k) Professional fees Surgeon + Anesthetist fees + Consultation charges:

m) Other hospital expenses if any:

DECLARATION (PLEASE READ VERY CAREFULLY)
We confirm having read understocd and agreed to the declaration of this form

amamear neeaingdoctor: - [P el AL 1 IO OO0 00000 O 0000000
bl Qualifcation: ENEEEEEEEN NN NN NN o fegisaionNowitnsarecodes | [ [ ) YL LI L]

DECLARATION BY THE PATIENT / REPRESENTATIVE !

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

b. Payment to hospital is govemned by the terms and candlllnns of the palicy. In case the Insurer / TPA is not liable to settle the hospital bill, | undertake to settle the bill as per the terms and condi-
tions of the policy.

. All non-medical expenses and exgenses not relevant to current hospitalization and the amounts ever & above the limit authorized by the Insurer/TPA not governed by the terms and conditions of
the policy will be paid by me.

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

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

f. | hereby warrant the truth of the forgoing 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 caim reimbursement of the said expenses shall be absolutely forfeited.

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

. “l/We authorize Insurance Company/TPA to contact me/us thraugh moabilefemail for any update on this claim”

L e I Y 11 I EEE NN EEEEEEn
P Contactpumber OOEEOOOEEL seme e O COO000COO0C0000 00000

d) Patient's / Insureds signature: 6,/‘_,” 1 e [CCICICICC ] e DDDD

Ta

HOSPITAL DECLARATION

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

b. Al valid original documents duly countersigned by the insured / patient as per the checklist below will ba 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.

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

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

9. 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 te
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 apting
higher room rent than eligibility/ chaosing 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 Curnpany reserves the right to recover the
same from us (the Network Provider) and,for take necessary action, as provided under the MOU or applicable laws.

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

. Detailed Discharge Summary and all Bills from the*hospital.

. Cash Memos from the Hospitals / €hemists supported by proper prescription.

. Receipts and Pathalogical Test Reports from Pathologists, Supported by note from the attending Medical Practitioner / Surgeon recommending such patholagical Tests,
. Surgeon's Certificate stating nature of Operation peformed and Surgeon’s Bill and Receipt.

. Certificates from attending Medical Practitioner / Surgeon that the patient is fully cured.

O bW -

Hospital seal: Doctor's signature;

5. 2 ('*“.d MNo. 28, 1s

Iyires dIndia Colony

jﬂeLJLJLJLJKﬂiﬂﬂﬁﬁﬂyiﬁagmnmﬁgﬁ 600 024
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(' MH/PRINT /0054/ NRS
D |
Medway Hospirals® ~
The way rto better health - ,
HISTORY & PHYSICAL EXAMINATION FORM
Mrs.SAROJA A
Patient’s Name | 76/Female/ME 31315 .P. No.
20/01/2024 /T 2024000144
Age Dr.T.PALANIAF AN /F Ward : Room No. : Q,UD-
Consutansor,UBINNLY D0F_: 80l |

Temp A€ ~E\G Pulse : OwtA  Resp: &3‘\/‘-1:3

Allergies : t\;

B/P: ¢\ fo Height:~ Weight: —

Current Medications —

- ., womplaints

History of Present iilness

‘;) 1 I B | 4 5
. Suzt 23] Lhmfma:;qmw

] i i ¥
1] rid

Far rotemabla e Pt 2N Aan beanatio

LOLLOCOe e ®

Past
nistory of relevance
O R w2y .
*PM.,;..%..@.ﬁ.g.mﬁ..g,,;..,__ .................................... e
Clinical Examination ... . :/'C:“":DC‘R gt C’S‘V‘C:bt—a(&‘@iu’d‘@d .......................
I TRe&8lwdn
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T IA-Bl. Ae@® W ha21e (D cwpt & .

hL1]

Continuation on the reverse side 0




