REQUEST FOR CASHLESS HOSPITALISATION FOR HEALTH INSURANCE POLICY
PART C (Revised)
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TO BE FILLED IN BLOCK LETTERS

S -~
DETAILS OF THIRD PARTY ADMINISTRATOR [ . ) ,;f,mz]L/ Q LAY
2 Name of TPA company: Medi Assist Insurance TPA Pyt Ltd — v b) Phone no: 080 22068666 ¢) Toll Free Fax no: 1800 425 9559

TO BE FILLED BY INSURED/PATIENT

s SR 4ENE I AF 000000000000
s [Jooe Tpore [ Jrisie aconsare BIEIGIE L] @ LT
@ Age: Years [ || montns [ #osteotbinn: CETETTTIEIE]  amsweroca oo Sr@{ AT BRI IER @_"_"_"_“_”__"_]
hpoley mamberame o corsorse: [ IO OO0 vemeereere: S TFGIERI_ L]
ji Currently do you have any other medical claim/health Insurance: EYesD,Nr" J-lllnsurernamE=L]UUU|_IUUI || || " ” " " ”_“ " ” !l " l

1.2) Give details:

osasestmestomtyyseotyestome [ I I OO I *oemeeres LT
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m) Address of insured patient:

TO BE FILLED BY THE TREATING DOCTOR/HOSPITAL

nenessmesnseecer. R KA OO IOOOOOOT 5o o PRI R A

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

P e admidleoc %@%&&WW@W
e) Duration of the present ailment: : days e.1) Date of first consultation: DDDD

e.2) Past history of present ailment if any: L |

f] Provisional diagnosis: f.1}1CD 10 code:

fore lematono @) Trigh (000000000
-
g) Proposed line of treatment: DMedical managerment E&u‘r?atmanagemem |:|Intensive care Dlnvest'tgetion I:INnn-Allopathic treatment
- Is

h) If investigation and/or medical management, provide details: h.1} Route of drug administration:

|:| v |:| Oral |:| Other

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

Phan, GuP T GualHRt ] Exligtm NERNNEENEN

ji If other treatments provide details: k) How did injury occur:

UIn case of accident:  1.1s it ATA: DYes DNU ii. Date of injury: Dﬂﬂﬂ’—'ﬂ,—lﬂ ii, Reported to Police: DYES |:|No . FIR noDDDDDDD

v. Injury/Disease caused due to substance abuse/alcohol consumption: DYes |:|No vi. Test conducted to establish this, If yes attach reports: |:|\‘es DNo

m) In case of maternity: G L # P | ] L I | A L —l n) Expected date of delivery: l—”—”_”_”—”_”_—”j

DETAILS OF THE PATIENT ADMITED

a) Date of admission: MM b) Time of admissicn: DE]D o) Thisis D an emergency/ Da planned hospitalization event
~
d) Expected no. of days stay in hospital: I:i Days €) Days in ICU: I:l Days f) Room type: . -
[ &Ll Fosom
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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 & Service charges + Patient’s Diet: Rs. ML&UUU ' p. Mandatory past history of any chronic illness. If yes (since month/year)
h) Expected cost for investigation + diagnostics: Rs. mmmt:”_”_' |:| 1. Diabetes DD I:”:'
i} ICU Charges: Rs. [“—lj|_||_"__“—”—'| D 2. Heart Disease I:”:l DD
/) OT Charges: Rs. m‘:’uu D 3. Hypertension DD I:”:I
k) Professional fees Surgeon + Anesthetist fees + Consultation charges:  Rs. l___:"_"_l D 4. Hyperlipidemias DD DD
L) Medicines + Consumables cost of Implants: (specify if applicable) Rs. DD D 5. Osteoarthritis DD [H:I
m) Other hospital expenses if any: Rs. | ” ” " “_“ ” " I:] &. Asthma/ COPD / Bronchitis DD DD
n) All inclusive package charges if any applicable: Rs. | ” ” ” “ ” " "_I |:| 7. Cancer I:”:I DD
o) Sum Total expected cost of hospitalizaticn Rs@m m{ﬁiﬂ ! . |:| 8. Alcohol or drug abuse D:I Dl:

D S. Any HIV or STD / related ailments D:I DI:

10. Any other ailment give details:

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

N 8114 2« ANEEEEEN NN SN ENENENEENENEENEN
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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 govemed by the terms and cenditions of the palicy. In case the Insurer / TPA is not liable to settle the hospital bill, | undenake to settle the bill as per the terms and condi-
tions of the pelicy.

c. Al non-medical expenses and expenses not relevant to current hospitalization and the amounts over & 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 lhsterms and conditions 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. 1hereby 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 claim reimbursement of the said expenses shall be absalutely 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 mefus through mobile/email for any update on this claim”

o) Patients /nsured's name: LY 2 CEdiEEEEEEEEEEEEEEENEENEE RN RN
bl Contactnumber: LI LT aemanesceenan [T T IO ICICICCICICICTICCC

d) Patient’s / Insured's signature: / Date: DI_M_IDUULJU Time: DDDD

HOSPITAL DECLARATION

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

. 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.

. 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.

. 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 responslblllly for any delay in offering clarifications.
We will abide by the terms and conditions agreed in the MOU.

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

. 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).
In the event of unauthorized recovery of any additional amount fram 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,

=2 o ™moan oD

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

1. Detailed Discharge Summary and’all Bills from the hospital.

2, Cash Memos from the Hospitals / Chemists supported by proper prescription.

3. Receipts and Pathological Test Reports from Pathologists, Supparted by note from the attending Medical Practitioner / Surgeon recommending such pathological Tests.
4. Surgeon's Certificate stating nature of Qperation perforrned and Surgeon's Bill and Receipt.

5. Centificates from aﬂendmg Med\cal Prachlmner .',Surgeon that the patlent is fully cured, /7 A

PRSI Doctor’s signature:

Hospital seal: ‘“.'-

pate: Q”QI@MMMW o Ahpr
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Beneliciary name: Shobana Devi T [

Member ID: 31844778

Employee code: 06765Q j

Date of birth: 10-Dec-1975

Relation: Spouse SO ——
Primary insured: Rama Kumar Thanniru

Valid upto: 31-Dec-2024

Policy holder: IBM 2024

Generated On: 20-01-2024 09:11:59

Toll free phone number: 08046855351 88684388455(Backup)

.

This card is only for identification and is not an authorization to proceed with the
treatment or a guarantee for payment.

In the case of photoless identity cards issued to beneficiaries, acceptable proot of
identity such as Aadhar Card/Passport/Driver License/ Ration Card / Voters ID Card /
PAN Card should be presented at hospitals.

This non-transferable identilication card is valid at selected Network Hospitals & will
enable Card Holder to avail cashless hospitalization only on the basis of
preauthorization by Medi Assist.

In case of any delay in cashless approval beyond 3 hours, please reach out to
MediAssist Emergency Preauth contact number - 04068178558

For latest updated HDFC Ergo, please login to https:/#ponal. mediassist.in or
Mediassist mobile app.

Medi Assist Insurance TPA Pvt. Ltd.
Tower D, 4th Floor, IBC Knowledge Park, 4/1, Bannerghatta Road, K.M.Layout, Bengaluru,

Karnataka 560029.CIN: UB5199KA1098PTC025676
Website: www.mediassistipa.in Email: ibmcare @ mediassist.in
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Dr RENGAN's
Gastro, Oneco
Surgical Centre

Gastroenterology | Hernia | Laparoscopy |

Dr (Major) R S Rengan

Endoscopy | Cancer Care | Chemotherapy - MS, DNB, DLS(Frdnce)

. . ' , Senior Consultant & Chief Surgeon
Chennai Her nia Centre General, Laparoscopic,
Centre for Inguinal, Ventral, Complex and Hernia & Gasfreintestinal Surgery
Recurrent Hernias . TNMC Reg No: 44715
No.17, Ram Colony, West Mambalam, Chennai-400033 Ph:+91 98411 42294
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1.
Appointments & info : Ph: +91 94457 41574 / +91 ?449 42294
info@surgeonrengan.com | www.surgeonrengan.com | www.chennaihernia.com
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Beaeliciary mama: ‘Shobana Devi T
Hhemoer 1D: 31844778 .
Emplayea code: 06765Q
Dain of tinh; . 10-Dec-1975
*Revation; - Spause
Pamary insurad: Rama: Kﬁmar Thannirs
Valld uplo: - 31-Dec-2024
Policy halder: iBM 2024
Generatad On: 20-01-2024 09:11:59

This card is only for identification and is nat an authorization to proceed with the
{reatment or & guarantea for payment. .

In the case of photoless Identity cards Issued io beneficiaries, accaptable proof of
Idemig such es Aadhar Card/PassporyDriver Uicense/ Ration Card f Voters 1D Card/
PAN Card should be presented at hospitals.

This non-transferable Identification card Is valid at selected Network Hospitals & wiif
enable Card Holder ta avail cashless hospitalization cnly on the basis of
preauthorization by Medi Assist,

In case of any delay in cashless approval beyand 3 hours, please reach out 1o
MediAssist Emorgency Preauth contact nimber - 04088178558 -

For latest updated HDFC Engo, please login to hitps-#ponal. mediassistin or
Madiassist mobila app.

Medi Assist Insurance TPA Pyt. Ltd.

Tewor D, 4th Fiocr, IBS | go Park, 41, Bannerghatta Road, K.M.Layout, Bengalory,

Kamataka 560029 CIN: UBS199KAT959PTCO25676
Wabsite: www.mediassisttpa in Emall: ibmeara@ mediassist in

Toll free phone number: 08046855351 8884388455(Backup)
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