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tH fal

: 70 BE FILLED BY THE iNSURED/PATIEI\; S ’
Patient Name: CAJO"‘Q ofonnl) - £ Health Card No. ﬁCJH - [3 S-q 962 £
Gender: [] Male 4 Female Age:EvE’_(yrs) DOB: Policy No: : :
Patient/Attendant Mobile No. Employee ID Company Name

Currently do you have any other Mediclaim / Health Insurance [1 Yes [FNo (if yes, provide other insurance details)

Insurance Co. Name Palicy No:
Sum Insured since how long you have this cover,
Do you have Family Physician [] Yes [}-No. Name of Family Physician: " Mobile No:

- - TQ BE FILLED BY THE TREATING DOCTOR /HOSPITAL
Name of the Hospital: Hedwa“l‘ ;\gg{.“r‘cu@ . City:
Type of huspitalization:mge cy (] Planned Expected Admission Date: M[ ol 1’1-’! Time of Admission .
Expected Length of Stay: {(days) Name of Treating Doctor: ¥ 9 - felkond o fficen Mobile No: 97? Fbbui §g
. @ . [
Nature of lliness / Disease with Presenting Complaints: __ L , (AL ﬁc'u n ) P&(Fﬁ‘ﬂ«bon RV ‘-7#'
B} o § 7t
e . Aouysdy - A

Relevant Clinical Findings: N”
Duration of preseﬁt Ailment: __{ Years Months Days Date of First Consultation:
Past History of Present Ailment if any
Provisional Diagnosis: P’!O ’ Uﬂ/)r&g‘-‘- «Ah LV Tale] ICD Code:
Proposed Line of Treatment during Hospitalization: [ Medical ] Surgical Wsive [ Ipvestigation [] Non Allopathit treatment
If Investigation & for Medical Management, provide details: ri’ﬂui\’ R il
Route of Drug Administration: -Jr_\/l 1’\(_9"( If Surgical, Name of Surgery: —
Type of Anesthesia:  [] Local [] General [] Regional [] Dissociative ICD PCS Code:
If other treatments provide details: AN
In case of Accident / Injury: [J RTA  [J Intentional Self Injury Date of Accident / lm\ avr;n —
How did injury occur:
Injury / Diseases caused due to Substance Abuse / Alcohol Consumptions: [ Yes [] No
Test conducted to establish this: [] ~¥es [] No  Reported to Police: [] Yes [] No FIR / MLC No:
In case of Maternity: G P L LMP Date: Date of Delivery,
Mode of Delivery: [ vD [ LSCS N{‘L
PAST HISTORY OF ANY CHRONIC ILLNESS WITH DURATION: p
Disease / Ailment Duration {Specify Year / Month /'Da‘y.si
Hypertension Yes No(-\ ‘ ;
Hyperlipidemia Yes ; No )
Cancer Yes No /
Osteoarthritis Yes No L
Diabetes Yes No \ !
Cardiovascular Diseases Yes | . No
Asthma / COPD / Bronchitis Yes No /
Any Surgery [ Hospitalization Yes No
Any Other Disease / Disability 1. Yes ) No
Congenital ) Yes No Internal / External
Any HIV or STD/Related Ailments Yes Na
Alcohol or Drug Abuse | Ves _ NO\J

Future Generali Indin Insurance Company Limited

Registered cffice address : Indiabulls Finance Centre, Tower 3, 6th Floor, Senapati Bapat Marg, Elphinstone (W}, Mumbal - 400013
Corparale Identlty No [CIN ) : L 006PLC1652E7 Telephone Na 022 4097 6666 and Fax No 22 4097 6900

Email : fgcare@futuregensraliin website address www futursgenarallin
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_MCI Reglstratlon No with State Code:

Expense Head Amount {Rs.) Expense Head Amount (Rs.)

Room Rent per day + Nursing/Service charges + Diet N Investigations + Diagnostics N
ICU charges perday \ Medicines / Consumables . \
Doctor / Consultant visit charges \ ' Equipment / Monitor etc ) \
Surgeon charges + Anesthetist ' \ Miscellaneous (specify) ’
Operatiq:n Theatre Charges Implant Charges (If any)
Package Charges == ‘g_nao' o0 0 /,-—
Estimate of Expenses: Total Amount Rs. ? .2 30, 200 |— Class of Accommodation: * 'LU)

: i DECLARATION :

1 have completed this form and will be responsible for correctness of the medical information certified by me. | agree that Future Generali
shall not ‘be liablé to make payment in case of any discrepancy between the preauthorization form and discharge summary.
fame of the t;'eating Doctor: fc«l Crd CN,/”{C"/) Qualification:

Signature of Doctor: Stamp / Seal of Hospital

BENEFICIARY CONSENT / AUTHORISATION | have ‘No Objection’ to Future Generali obtaining details of my treatment / collecting documents and also hereby
authorize Future Generali to pay the hospital bill from the sum insured of my Insurance policy. | also undertake to pay all non medical / non authorized expenses
in-the hospital bill directly to the hospital at the time of discharge. In case Future Generali issues "Denial of cashless facility" to the provider, | have 'No

objection’.in paying the hospital bill for the treatment given. All information provided above is true and | agree that if | have provided any false or untrue

information, my right to claim the expenses shall be absolutely forfeited. | .
NAME OF INSURED: Lhinae fenal SIGNATURE OF INSURED: M .
INSURED.Email {D: . INSURED Mobile No:

Declaration by the patient/representative

1 agree to allow the hospital to submit all ariginal documents pertaining to hospitalization to the insurer after the discharge. | agree to sign on the final bill and
the discharge summary before my discharge. Payment to hospital is governed by the terms and conditions of the policy. In case the insurer is not liahle to settle
thg hospital bill, |.undertake to settle the bill as per the terms and conditions of the policy. All non medical expenses and expenses not relevant to current
hospitalization and the amounts over and above the limit authorized by the insurer not governed by the terms and conditions of the policy will be paid by me. In
case aﬁy clarlﬂ_catlbn is needed on admissibility of a particular item | shall contact insurer at the toll free no on the reverse of the form. 1 hereby declare to abide
by the terms aﬁd éo_ndiﬁons of the policy and it at anif time the facts disclosed by me are found to be false or incorrect | forfeit my claim and agree to indemnify
the insurer. | aéree and understand that insurer Is in no way warranting the services of the haspital and the insurer is in no way guaranteeing that the services
provided by the hospital will be of a particular quality or standard. | hereby warrant the truth of the forgoing particulars in every respect and | agree that if |
made or shall .ma_ke any false or untrue sta.ternent, suppression or concealment, my right to claim reimbursement of the said expenses shall be absolutely
forfeited. ! funher declare that, in respect of the above treatment, no benefits are admissible under any other medical scheme or insurance. 1 agree to indemnify

the hospntal agamst all expenses incurred on my behalf, which are not reimbursed by the insurer.

Patient’s llnsured's Name _( ngn uﬂ')n 0 Contact No: Patient’s / Insured’s Signature ( k
) Hospital Declaration

We have no objection to any authorized insurance company official verifying documents pertaining to hospitalization. All valid eriginal documents duly counter

singed by the insured/patient as per the check list below will be sent to insurance company within 7 days of the patient’s discharge. All non medical expenses or
expenses not relevant to hospitalization/illness, or expenses disallowed in the authorization letter of the insurance campany, or arising out of incorrect
information in the preauthorization form will be collected from the patient.

WE AGREE THAT 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 pat‘lent declaration has been signed by the patient or by his / her representative in our presence. We

agree to provide clarification for the querles ralsgd regzrdmg ‘this hospitalization and we take the sole responsibility for any delay in offering clarifications. We

will abide by the tem'ls and condmnns 3greed in e MDUD Gg

HospltalSeal" oy, S0 s Loﬂx,‘ Doctor‘ssignature:
-\,._, _‘_” i ‘-‘,.l,-na L:v 007
. Cherr At

.Documt‘afnts tu.,be\pro‘wded by the hospital in support of the claim

!"‘

Authorization Letter

Original Detailed Discharge Summary

Original Hospital Main Bill and Detailed Break Up

All Original Pharmacy Bills and Investigation Bill if any

All Investigation Reports & Prescriptions Including OT Notes

nioBwN

Future Generall India Insurance Company Limited

Registered office address : Indiabulls Finance Centre, Tower 3, 5th Floor, Senapati Bapat Marg, Elphinstone {W), Mumbai - 400 013
Corparate Identity No [CIN) : 12006PLC165287 Tel Na 022 4097 6666 and Fax Na 22 4097 6900

Email : Ipcare @futuregenerallin website address www.futuragenerali.in
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Medway Hnspitais® -
The way to better health
HISTA™=-—1 YS{CAL EXAMINATION FORM
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Patient's Name :

Age Ward : RoomNo. : - W.

Consultant Dr. “\\\\‘

Y

Temp: 5[5‘}-2 Pulse: je Resp: 42 Allergies : —
B/P: ?&:};0 Height : [ke.7 Weight : s=. 7 Current Medications: ~ —
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Continuation on the reverse side 0




investigation required _

e e n b e n e ke ey ea e cenas

Diagnosis 12 R A mstoeae | Ananssy P
Bli..on el tenea e e
- Drn i 4
Plan of Care’ R BB
AR
............................................................................... !
ﬁ. ‘ Signature | V7 e
\ PATIE
Date A%\L X S ..... . Time {\'ml Examined by LDED "Effifi gﬂﬁﬁf 9@55?
f @ VIeE!wayFiospl als - 1000 572 5003
Medway Group of Hospitals Medway Centre of Excellence (Chennai)
Kodambakkam Mogappair Kumbakonam Chengalpattu Villupuram Heart Institute Institute of Pulmonology
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 Hospitals DRUG CHART A . .
i The way to better health MH/ PRINT / 0042 / NRS
| Mrs.CHINNA ONRU K
Name of the Patient Do 74/Ferrale/Mh H202473269 | evevvrieninnn, Age...coooeeerenn. S1=) ST Bed No
25/01/2024/11 2024000184
Clinical Diagnosis Do e momaranrae e et IPNOcceicvciec Ht.............. Wh..ooeenne,
Primary Consultant Name = ... | WN#HI0A DI0AE IRl 0 il PID'No. ... RTINS v RIS T I P e E
Name of the Medicine Dose | Route |Frequency 26 m Ly | A \ _mf
- - o
T s P 33 M el b-(~0 ﬁ 1)
~ A [ , m L N @
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Administered by (Nurse Signature) : Q% u %; q \&\ -
3 {4 (4
1 \Vi
Verified by (DMO Signature) : / /w\h V‘&
- ; : \..« S - ) - f
Nurse Signature : - Aﬁ \\c \\_m@;:cf DMO Signature : AL M . Primary Consultant Signature  : \mk @Sw .
Primary Consultant Name N ») Y-V
Nurse Name o Hema DMO Name : MUN \mr(, ¢ s Pe. T aua PR A
_ Date & Time : v\%~ LPJ
Date & Time : N%\m \u\; Date & Time oL \‘ \PJ N Reg No. . .v\r\nm\a&n..\.
Allergic to .......... — Adverse Reaction, if any ............oeeevveoeee, O .
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Medway Hospitals
The way to better health
(A Unit of United Alfiance Healthcare Pvt Ltd)

PATIENT NAME |MRS.CHINNA PONNU K PATIENT ID MMH202473269
CONSULTANT DR. T. PALANIAPPAN AGE/ GENDER |74Y/F EMALE
1P/ OP IP-00184 STUDY DATE |25.01.2024

ECHOCARDIOGRAM REPORT

Aorta: 23mm (25-37mm) _Left Atrium: 25mm - (19-40mm)
Result Normal Range ' Result Normal Range
LVIDD 40mm 33-55mm.. | EDV 70m| 56-104.ml
LVIDS 27mm - 24-42mm ESV  28ml 19-49 ml
IVSD 08mm 61lmm |  EF - 59% 55-75 %
LVPWD | 08mm |  6-llmm FS. - f 31w 30-40 %
VALVE: s
Mitral Valve : Normal.
Tricuspid Valve : Normal.
-~ Aortic Valve : "~ Sclerosis
Pulmonary Valve : Normal.
CHAMBERS:
Left Ventricle : Normal.
Left Atrium : . Normal.
" Right Ventricle : Normal. )
Right Atrium : Normal.
SEPTUM:
[AS S Intact -
VS : : _ Intact

_’E @MedwayHospitals ié)@medwayhospitals {F% @medway-hospitals @F@medwayhospitals @

Medway Group of Hospitals Medway Centre of Excelience (Chenﬁai) |

Kodambakkam i Mogappair l Chengalpattu ? Villupuram Kumbz m | Kakinada Heart
ra umbakona | Institute
§544-247 44 A4 44-274; 41 44 4 44-2473 44 - 5 7 044 - 4. 9

E-mail : info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTC083665

Institute of Pulmenology
044-2473 4451

MH/MGT/LH/202109/001
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Medway Hnspitals®

The way to better health
(A Unit of United Alliance Healthcare Pvt Lid)

PATIENT NAME | MRS.CHINNA PONNU K {PATIENT ID [MMH202473269
_DOPPLER PARAMETERS: o

VALVES VELOCITY MAX GRADIENT MEAN g

MAX(m/sec) (mmHg) GRADIENT(mmHg) |

AORTIC 0.9 3 . 2

MITRAL 0.5/0.8

TRICUSPID 1.9 - 2 |

PULMONARY 0.8 N

MEDIAL E/E*  : 8.07
LATERAL E/E’ : 6.66
E/A RATIO :0.69
TRPG: 15mmHg
RVSP: 25mmHg

IMPRESSION:

< CHAMBERS NORMAL SIZED.

% NO REGI‘ONAL WALL MOTION ABNORMALITY

% NORMALTV SYSTOLIC FUNCTION. '

* GRADEIDIASTOLIC DYSFUNCTION ;

% NORMAL RV SYSTOLIC FUNCTION RVIDI: 12¢m/s, TAPSE: 22mm

“* AORTIC VALVE SCLEROSIS

% OTHER VALVES STRUCTURALLY NORMAL . - -
% TRIVIAL TR /NO PAH '
% IVC NORMAL IN SIZE AND COLLAPSING

“* NO VEGETATION / EFFUSION / CLOT

HEART RATE: 80bpm Dg%/
NE BY

MS.KAMALEESHWARI.K
(CARDIAC TECHNOLOGIST)

) '!F @Medwadespitals 8} @medwayhospitals §n @medway-hospitals w@medwayhospi‘tais £ i
. Medway Group of Hospitals Medway Centre of Excellence (Chennai)

Kodambakkam i Mogappair §{ Chengaipattu ; Villupuram | Kumbakonam Kakinada Heart Institute Institute of Pulmonology
044-2473 4455 i 044-265300117 | 044-27426829 i 04146-242000 '] 044-2473 4455 0884-2333367 044 - 4310 8959 044-2473 4451

E-mail : info@medwayhospitals.com | Website - www.medwayhospitals.com | CIN : U74900TN2011PTC0B3665 MH/MGT/LH/202109/001



