REQUEST FOR CASHLESS HOSPITALISATION FOR HEALTH INSURANCE POL|CY
PART C (Revised) 10 BE FILLED IN BLOCK LETTERS

IR E T RN
oo [ R IFEE OO0 e QOO0
Hospital email ID: lllﬁire}ii %P‘}_mb"jm " ” “ ” ”:' RDHINIID.l || " " ” " ” " ” “ H ” ”:'
DETAILS OF THIRD PARTY ADMINISTRATOR ~ ° Kodarnb aiktam,

a) Name of TPA company: Medi Assist Insurance TPA Pvt Ltd b} Phone ne.: 080 22068666 ’ " OTollFree Fax no: 1800 425 9559
TO'BE FILLED BY INSURED/PATIENT

R— @ AEEEEEEEEEEERE RN NN

b} Gender: |:|Ma|e e = DThirdgender <) Contact no.: EE@EM dlATi‘arﬂﬂtE‘COﬂtaCt"mDDDDDDDDDD
e} Age: YearsaglwlcnthsDD f)Datecberth:' ” H_-”-—“ ” ” " l g)lnsurerlﬁcardnc.:lﬂ@mm@m ﬁﬁl_“ i_”_”_“_”_luuu
h]Pni\‘cynumber/Nameofcorporate:| ” H ” " ” ” I_l ” ” ” ” “ ” ” ” " ” " |ﬂﬂ|:| i) Employee ID: Gl_”_”:l[]uuu
})Currcntiydoyouhaveanyolhermedicalclaim/healthIn_surance: —Yeﬂc i'”]nswername:Dl ” H ” " ” " 1| ” " " “ " " n “_“—“ “ |

J.2) Give details:

s sssrve sty s ome ] A AN <o T
posaesssmsress (OOCDOCOOOCCO0]

m) Address of insured patient:

Name of the hospital:

L

TO BE FILLED.BY THE TREATING DOCTOR/HOSPITAL

atemestivesesincece: [ AR 000000000 o000 0000000

<l Name of lllness/disease with presenting complaints; d) Relevant ¢linical findings:

P_/O, M‘—! FQGLCLQ ﬁabnc"
C/a ot £ ()Lﬁeuora,hoﬂf.ﬁ

e} Duration of t he present ailment: da\s e.1) Date of first consultation: @@m.mmgﬂ

.2} Past history of present ailment if any:

—

il |

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

LI
B, pedad  edime 4 ovelaon | NENN
g} Proposed line of treatment: Wmanagement DSurgicalmanagement Dlnter_\siuecare Dlnvesrigation DNGH—AHOpthEc:realment

h) If investigation and/or medical management, provide details: h.1) Route of drug administration:
[ (ot [Joo -
1) If Surgical, name of surgery: i.1) ICD 10 PCS code:

e HENEEE NN

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

o ii. Date of injury: D' |t |I—|r—|l ” " } iii. Reported tqPolice: DYL’ST]NO . FIR no DDDDDDD
i s attach reports: Des DNQ
| A | | Nﬂ‘ n) Expected date @ iuery: DDDDDDDD
DETAILS OF THE PATIENT ADMITED

a} Date of admission: B]@[D@m b} Time of admissicn: DDDD ¢} This is I:l an emergency/ |:|a planned hospitalization event
Days €) Days in ICU: I_:] Days f) Raom type: i £ /YL-L—” l;?é_
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L) In case of accident: I.1s it RTA:

v. Injury/Disease caused due la substance abuse/alcohdl vi. Test conducted to establish this,

m) In case of maternity: Gi | P ‘

dj Expected no, of days stay in hospital:




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. 2 .” " " ” ” " " I p. Mandatory past history of any chronicillness, If yes (since month/year)

h} Expected cost for investigation + diagnastics: sV T T T T D 1. Diabetes DD DD
o ONOOOO e 00 00
J) OT Charges: ' Rs. Ul_ L_”_I[_”_”_l D 3. Hypertensian DI] DD
1 Professionalfees Surgeon + Anesthetist fees + Consuitation charges:  s. [ |7 T N [ 1T [ ] D 4. Hyperlipidemias DD DD
L) Medicines + Cansumables cost of Implants: {specify f applicable) sl ] “H\ [ " | D 5. Ostecarthritis _ DD DD
m) Other hospital expenses if any: Rs.| T ‘” 1 l [:] 6. Asthma/ COPD / Bronchitis DD DD
n} All inclusive package charges if any applicable : ” " ” ” " " " |:| 7.Cancer A/;( DD DD

o) Sum Total expected cost of hospitalization . .. Rs. |:| D 8, Alcohol or drug abuse D DD
— L
: D 9. Any HIV or STD / related ailmnts l m‘—l

10. Any other ailment give detafls:

. . [N

DECLARATION (PLEASE READ VERY CAREFULLY)

We confirm having read understood and agreed to the declaration of this ferm

memestiseinstoser. (A7 R R A OO0 0000000 000
b lfor OOOOOOO00000000. e esweenmensmessse I

DECLARATION BY THE PATIENT / REPRESENTATIVE

a,

b.

o

= e}

| 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, befare
my discharge.

Payment to hospital is governed by the terms and conditions of the policy. In case ihe 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 nan-medical expenses and expenses not relevant to current hospitalization and the amounts over & above the limit autharized by the InsurerfTPA not governed by the terms and conditions of
the policy will be paid by me.

| hereby declare ta abide by the terms 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

| 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 f a partie-
ular quality or standard.

| 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 claim reimbursement of the said expenses shall be absclutely forfeited,

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

"I/We authorize Insurance Company/TPA to contact me/us through mobile/femail for any update on this claim”

aeanenss mseasames [ SJACACE IO OO OO OO OO OO OO OO
bl Coniact numoer LM LI avemiveoncenan [ OO OO OO0

d) Patient's / Insured's signature: Date: Dl H H:“_“_N ” I Time: DDDD

HOSPITAL DECLARATION

Qe a0 oo

- We have no objection te any authorized TPA / Insurancglompany official verifying documents pertaining to hospitalization,

- 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 saole responsibility for any delay in offering clarifications.

We will abide by the terms and conditions agreed in the MCU,

. We confirm that no additional amount wauld 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).

. 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 reom 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 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.

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

oo

o

Hospital seal: - L fLTvzr o Doctor's signature:

N s

. Detailed Discharge Summary and all Bills from the hospital.

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

. Receipts and Pathological Test Repaorts from Pathologists, Supparted by note from the attending Medical Practitioner / Surgeon recommending such pathological Tests.
. Surgeon’s Certificate stating nature of Operation performed and Surgeon's Bill and Receipt.
. Certificates from attending Medical Practitioner / Surgeon that the.patient is fully cured.

3 e
SULED, /
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HISTORY & PHYSICAL EXAMINATION FORN l|| llll\\“\l

Patient's Name : ‘W NC&‘P’IQM} %Q-W LP.No. @9 24

ll\\IIII lll lllll\\ lIlllll\\lllll\ll\\ll\

Age -':tb Sex: M/ ﬁ/ Ward : B-L%‘—‘ Room No. : e Q
Consultant Dr. D.O.R. : {
D Lo [Lomad); . = 2
Temp : % "’ Pulse : %@M Resp: ©.9- | Allergies: . — A1/
B/P: 12“-”)80 Height: & |b® Weight: 4~ (g<y| CurrentMedications : - Vo —
I 2 3 ¥ 5 & 7 B ? 10
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@ . SISISISIEIICY Y
Complaints - "%5/4—/’&9{@!5%« ......................................... RS

0&"%255;(]&&41/‘4@%/\] .......................... e

HtstcryofPresentlllness ﬂ ﬁfmjé—:/{ ..... I/E/ ﬁ,%—@—ﬁ&{ﬁa&»‘a //%7?7{%
X Zafa ettt ettt bttt ettt et e et en ettt ee e neenenen st neaens

.................. C{[ag/lnzéf/z @

I L €4 ”74 ﬂza’vls/réw-%(ﬁ ........

Eizts;ryofreievance L i famllyand ........... | Crersaeriaernas Personal
........... MW!‘&V«?VMZ?(I SN e

........... M%w«%/[@%d@

Clinical Examination ~ ...........1{ ZC.[L} ...... M/HZ/‘/EM])O ..... /fgwf}?/ﬂé/w% ..................
/3 /@a./é.mﬁw.,.Q..ﬁam[.//z. G ieeemiemmeee s

fLy / lp gty /

Ivvp ,
............. b Yl P

................................................................................
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Creprfny
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Investigation required : (}/&C/ RF . T/W'é (ﬂ/ﬁ’f’)/f @‘5‘7 /(CH/ ..............................................

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

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

Diagnosis g/é ...... fe“/ "/é’/ﬂ”"‘—“ e, EV‘Z@’M[”Z“’& .................................. N |

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

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

o y g , ’
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Dt Lo 53 TSI ot
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Sethuraman Mythiii

DHE His/ DOB 1 21/05/1950
Chgds / Female
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Aadhaar is a proof of idenuly, not ow. cizenship
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d. Medway Hospitals ® | .
Y SOS MEDICATIONS

The way to better health
TIME TO BE DRUG ROUTE / OTHER GIVEN BY NURSE
DATE GIVEN (APPROVED NAME) DOSE DIRECTIONS DR.SIGN. TIME / INITIALS
(o, <0 .
LL_T, Dy | T EASO dowg | W Oy Wornan |51

Qo |9 %@c\ﬁ_&hﬁl U )V _ AH@%@?FF )
Qovm "y - g& Hg | VWV ﬁ\%\@;ﬁ@\
Aom /- %l _ and | AN 08 var

SOS MEDICATIONS

DRUG | ROUTE / OTHER GIVEN BY NURSE
DOSE DIRECTIONS DR. SIGN. TIME / INITIALS

TIME TO BE
DATE GIVEN (APPROVED NAME)




