REQUEST FOR CASHLESS HOSPITALISATION FOR HEALTH INSURANCE

A

POLICY PART - C (Revised)

{TOBE FILLED IN BLOCK LETTERS)

DETAILS OF THE THIRD PARTY ADMINISTRATOR/ INSURER/ HOSPITAL -

Name of TRA / Insurance company:

...VIDALHEALTH INSURANCE TPAPRIVATELTD. .

Toll free phone number:

Toll free fax:

Name of Hospital: -

i.  Address

ii.  Rohiniid

iii.  e-mail id

Name of the Patient: =~

Gender: .

Age:

Date of Birth:

Contact number:

... MEDWAY HOSPITALS
#2126, 1% MAIN ROAD, UNITED INDIA COLONY, KODAMBAKKAM, CHE-600024

...8900080347533

_MEDWAYINSURANCE@GMAIL.COM

TO BE FILLED BY INSURED/PATIENT

I:I Male Zﬁ;n"a!e D Third Gender
{ ) s

e (Years)/(Month)

Aiilhe  NehGrena

(DD/MMYYYY)

IR 77 X B o T s

Contact number of attending Relative:

insured Card 1D number:

Palicy numbér/ Name of Corporate:

Employee [D:

Currently do you have any other mediclaim / health insurance:

CCHE - 03 T | (2p-002 -2 4%b-5

‘,,.. - e

i.  Company Name:

ii.  Give Details

Do you have a family Physician:
Name of the Family Physician:

Contact number, if any:

Ij\fes

Current Addfess of Insured patient:

Occupation of Insured patient:

~ (PLEASE COMPLETE DECLARATION OF THIS FORM)
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TO BE FILLED BY TREATING DOCTOR/HOSPITAL
Name of the tieéting Doctor: I )L f’oiw&(fw) L

Contact number: - SRR BAARS

" ]

Nature of liness / Disease with presenting complaint: L{ 0, - 9—&4/&!’ ,VOm»—H7 \_),LAOU,/
Relevant Critical Findings: Q{ Ef?éa:{’,hf))u ’ ,(I bé(&v\;u\e.i f Cen 2 &Q,V_

Duration of the present ailment: e Days /Le/m o'/} Q«fﬁ?’ﬁ& ‘*J"Loj/l
i Date of First consultation: I ,,'.,..Z_?[o! [2¢ . o (ODMMAYYY)
ii. ; + Past history of present ailment, if any R ,\ﬂg ]F e
Provisional diagnesis: A ﬂﬂfh{, Add ,{'1’»0
L ICD10code U o5, Al
Proposed line of treatment: N
‘

§

i.  Medical Management

ii. Surgical Management (D =
i. Intensive care ()
iv. Investigation ()
v.  Non-allopathic treatment ()
If investigation and / or Medical Management, provide details (R ) ‘_f;mlof_&_—‘—'/ ‘
. Pouteof Drug Administration: rﬂrf)oW/ e
if surgical, name of surgery . p,oﬁz,amoco{j &@ _gvadon)
i. ICD 10 PCS code e o s arracrsarep et i CJ/A fQLJ’OrD
If other treatment, provide details R R M]’
How did injury ocour M

In case of accident

i IsitRTA:

nNe DYes I:li\lo

ii. Date of Injury: o (DD/MMAYYYY)

iii. Report to Police I:lYes |:' No
iv. FIR NO: — . R

V. Injury / Disease caused due to substance abuse / alcohol consumption DYes I:I No
Vi. , Test conducted to establish this (if yés, attach report) DYes l:l No

[ e

In case of Matemity I:I G |:| L D A

(DD/MMAYT

i expected date of Delivery
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DETAILS OF PATIENT ADMITTED
Date of admission
Time of admission
Is this an emergency / planned hospitalization event:

Mandatory Past History 6f'.any chronic iliness

i Diabetes

ii. Heart disease
iiil, Hypertension

iv. Hyperlipidemias
v, Osteoarthritis

vi. Asthma/COPD/Bronchitis

vil. Cancer

viii.  Alcohol/Drug abuse

iX. Any HIV/ or STD Related ailment
X.Any other ailment, give details

Expected number of Days / stay in hospital

Days in ICU

Rgom Type

Per day rpon’g rent+nursing and service charges+ patients diet
Expected cost qf inves‘tiq‘aﬁpn + diagnostic

ICU charges - -

QT charges

Professional fees Surgeon + Anesthetist Fees + consultation Charges

Medicines + Consumables + Cost of Implants (if applicable please specify)

Other hospital expenses f any

All-inclusive:package charges if any applicable

Sum Total expected cost of hospitalization

DECLARATION
(Please read very carefully)

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

netreatingdoctor ' pro Paledef TN

a.

b.

C.

Name of t

Quatificati

on: |

Registration number with State code

U

YAY BOSPITALS
d No. 26; 1st Mzin Road]
nited India Colonv

N

ot
1

3 bt ’.{,’{-‘; 7o (Chenn-
HaSBEPEEs 7 kA Chen
(Must include Hospital ID)

23)o o) o1y __(:}Dfmm;vm)

(HH:MM)

Emergean/PIannsd D

if yes (since __/ )(month/year):

Patient / Insured Name and Sigln
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DECLARATION BY THE PATIENT / REPRESENTATIVE

a. 'agree fo allow the hospital to submit all original docurmients pertaining to hospitalization to the Insurer / TPA after
the djscharge.: | agreg;to sign.onthe Final Bill & the Discharge Summary, before my discharge.

b. Payment to hospital is govemed by the terms and conditions of the policy. In case the Insurer/ TPA is not liable to
settle the hospital bill; | undettake to settle the bill as per the terms and conditions of the policy.

q._Au nbnfmedical éxp‘ehs:eg and expenses not relevant to current hospitalization and the amount over & above the limit
i authorizéd by the-Insarér, T.P.A. not governed by the terms and conditions of the policy will be paid by me.
d. | hereby declare to abide by the terms and conditions of the policy and if at any facts disclosed by me. arg found to be false or incorrect
| forfeit my claim and agree to indemnify the insurer / T.P.A.
. /

8. |.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 tha,services provided by the hospital will be of a particular quality or standard.

T | hereby-warrantthe fruth 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 absolutely forfeited.

g. I.agree to indemnify the Hbspital againsf all expenses incurred on my behalf, which are not reimbursed by
; the.insurer / TPA, L : .

h. "IWWe authorize Insurance Company / TPA to contact me/us through mobile/email for any update on this claim"
&) Patient’s / Insured’s Name: = . - Lot Mm%

b) Contact Number: email-id (optional)

3 ¢) l:’éltie}lt’sl 1nfsuréd§:s.;signature: ‘ T~ -

Date: | Time:

e

- HOSPITAL DECLARATION

¥

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

to hospitalization. ; ,

b. All:\falid 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 clarificatior’s for the queries raised regarding this hospitalization and we take
responsibllity the sole for any delay in offering clarifications.

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

: g Wae 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.

MEDWAY HOSPITALS
I‘w 2, Old No. 26, 1st Maifp Road.
Hospital Seal United India Colont, Doctor's Signature | /

Date: Kodambaﬁrlﬁg:m. Chennai-600 024
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Card No CHE-RS-T1120-002-0024306-A
ANITA MAHARANA
Sex: F Age 19 Year/s

TVS EDUCATIONAL SOCIETY
Valid From 01-Sep-2023
Emp No L05571

24x7 Helpline 18604250253/080-46267020

VIDAL HEALTH
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Medway Haspitals®
The way to better health

HISTORY & PHYSICAL EXAMINATION FORM |

Patient's Name m;iS - Pl NoORaNe _ LP.No. :Z229] |
Age L a . Sex: M/¥) - Ward : 4 )m'ﬂw‘f RoomNo. : L'gcp)
ConsultantDr. : R . - Pa lmo-ppaLn | DOR.  : Q3)] |24
Temp: Q9.1 ¥ Pulse: gO Hesp:@bm' | Allergies: '
B/P: \20\20 Height: <} Weight : l B Current Medications : —
T - Gk i T AT AT
/ﬂ S o

.0.......@@

Complaints T S \ Dieeieeernns YN :;Q.. ?yc}\q*fy\. ........................................................

History of Present iliness

1%33‘-_-,'

3@\\»&'\; C&« Q\&v\)&\w &'a@_x\r\-k eA gl N

). Past : . ‘ family Personal
Jistoryofrelevance et N PR Qr»&-»or .............................
. <
Clinical Examination ... ‘%ﬁ~€\52 RS M e et S
PO S QSN e reesnenenities e densss
.......... Qﬁhmk‘"g’g /e 4t e emeereeeste sttt ete e e et e nteesteenreaeeaeeesennevessesensesa
-~ .

B N SR MF%AE’@ ...........................................................................

X
+ SR 102 C SO

a0 Guoaaldng
Continuation on the reverse side O = .



P R T L L L L L LT T TP T P PR
e T TR L L T TR LT T T TR TP PP P PP PP PP PR TR
..........................................................................................................................
Mt e s nessenaneneesnnensantannrasesed e nateannnannstenennntsenannunnEnEentsdsetenaettnanentiteacaenettussResunTRTRSREYEY

Investigation required . g\-""‘agﬁ&\PM&ng\‘&V‘},“/ .......

--....-...-u--.................u.------.-.-.-.-.-.-.-...............nn.-.........-...,..,-.-‘.-.'---... ..................
thvevesserestetreansasesnntacneraretens netenshersstshareeanarhn s snahesheasrntastetantesetebernbnnsarnitansrenaetannss
..........................................................................................................................
..........................................................................................................................
...........................................................................................................................
A \ N Y s .

Diagnosis ... LIRS o S e @ e frenerrren e e ea et F PP PP RICE
S PPN
F e eeneneneteneneateeatntntncasatetaatetatrtntaetararerhore s nene R a e e et ettt eeananeanenernnnatasbEabeberees
............................................................................................................................

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

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

PIaﬁofCare : — 2"—1‘ Qm\.\Q"'\ .................. o mrereeer e et e st e saeaente e st eaearens o

Signature /5’9,}/  eruerecasesasineratasnsredaraase

Date : )’5\’\ A, Time : %g%?m Examined by SB\M ..... \L ..... B e .
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Medway Hospitals®
The way to better health

ML/ DDIANT { nNoC / xino
Ms.ANITHA 1[AHARANA
19/Fewrale/MN H202473221
23/01 /2024 /11 2024000169

Dr.T.PALANIAF #AN

A0 AR

CHENNAI : # 2/26, 1st Main Road, United India Colony, Kodambakkam, Chennai - 600024.
Tel : 044 - 2473 4455 | Mobile No : 9962 985 985
KUMBAKONAM : No. 142-B, Sri Balasubramaniyan Nagar, Pilliyam Pettai, Ammachathiram (Post),
Thiruvidaimarudhur (Taluk), Kumbakconam - 61 2103. (Taniore Dist). Ph: 0435 - 2412345 | Mob : 7397720491

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

; 4 g OPERATION THEATRE ECORD (R oUN |
Surgery :‘P ﬁ i Anaesthesia NG A ‘
Surgeon gy M nowpa, N &W Anaesthesiologist : De, mw _ﬁ@bﬂ, .
Assistant g - d
Staff Nurses : SN famig | Jamuird
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Medway Hospitals
The way to better health
(A Unit of United Alliance Healthcare Pvt Ltd

PATIENT NAME: | Ms.ANITHA MAHARANA AGE/GENDER : | 19YRS/FEMALE -

PATIENTID : MMH-202473221 ‘ DATE P | 23.01.2024

are normal in caliber. The ileum and ileo-caecal junction are normal. Large bowel loops
appear loaded with faecal matter.

G.ITRACT: The stomach is normal in site and size. The duodenum and proximal jejunal loops

Appendix measures 5.5 mm in maximum diameter and is seen in retrocaecal position.
No evidence of periappendiceal fat stranding.

. Few small volume right iliac fossa mesenteric lymph nodes are noted, largest measures

approximately 6 mm in short axis diameter.

URINARY BLADDER shows normal wall thickness. No evidence of intraluminal pathology

The aorta and IVC appear normal.

UTERUS AND BILATERAL ADNEXAE APPEAR NORMAL

&
“

IMPRESSION: °
LEFT RENAL CALCULUS.
FEW SMALL VOLUME RIGHT ILIAC FOSSA MESENTERIC LYMPH NODES.

FAECAL LOADED LARGE BOWEL LOOPS - ? CONSTIPATION.

(Kindly correlate clinically )
DR.CHRIS JOSEPH

M.D (RD)
Consultant.Radiologist

PATIENT

=~ 94557 94551

= o . p . T
f @MedwayHospitals @ @medwayhospitals. |1 @medway-hospitals ﬁ @medwayhospitals E‘@ 1800572 300
Medway Group of Hospitals Medway Centre of Excellence (Chennz
1 i inada Heart Institute Institute of Pulmonoloy
Kodambakkam Mogappair Chengalpattu Villupuram Kumbakonam Kakina {
044-2473 4455 | 044-26530011 | 044-27426829 | 04146-242000 § 044-2473 4455 | 0884-2333367 044 - 4310 8959 044-2473 4451

E-mail ; info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTC083665 MH/MGT/LH/202109
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Medway Hospitals
The way to better health
(A Unit of United Alliance Healthcare Pvt Ltd)

PATIENT NAME: | Ms.ANITHA MAHARANA AGE/GENDER : | 19YRS/FEMALE
PATIENTID : MMH-202473221 DATE : | 23.01.2024 ‘
REFDDR : DR.T.PALANIAPPAN.,, MODALITY CT

ACCNO : | CT-2501,52503

CT SCAN - ABDOMEN (PLAIN AND CONTRAST) REPORT

serial axial sections of the Abdomen were studied with& without administration oforal & LV.
contrast and the following observations are made.

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

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

dilatation. The hepatic veins and intrahepatic portion of inferior venacava are normal.
GALL BLADDER .is partially distended

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.

KIDNEYS:

RIGHT KIDNEY is normal in size and shape. The renal outlines are normal. No evidence of

focal mass lesion/hydronephrosis/ calculi.

LEFT KIDNEY is normal in size and shape. Radiodense calculus of size 3 mm noted in the

upper pole calyx.
Pﬂ'l'l:’ﬂﬂ"
'f @MedwayHospitals @ @medwayhospitals [ @medway-hospitals ﬁ@medwayhospltals : L?cﬂ 1800572 3003
Medway Group of Hospitals Medway Centre of Excellence (Chennai)
Kodambakkam | Mogappair | Chengalpattu | Villupuram Kumbakonam Kakinada Heart Institute Institute of Pulmonology
044-2473 4455 | 044-26530011 | 044-27426829 § 04146-242000 | 044-2473 4455 | 0884-2333367 044 - 4310 8959 044-2473 4451

E-mail : info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTC083665 MH/MGT/LH/202109/0(



