REQUEST FOR CASHLESS HOSEiT‘ LISATION FOR HEALTH INSURANCE
POLICY PART - C (Revised)
O TILL DINALOCKLL T1ERS)

DETAILS OF THE THIRD PARTY ADMINISTRATOR/ INSURER/ HOSPITAL
Name of TPA / Insurance company. VIDAL HEALTH INSURANCE TPA PRIVATE LTD.
Toll free phone number:
Toll free fax:
Name of Hogpilal:

i Adtiress Medway JSP HOSpit&l[S

) . No: 70, Kanchespuram High Read

ii.  Hohiniid Sheng‘dlpaﬁu . 603 002

iii. e-maihd

TO BE FILLED BY INSURED/PATIENT

Name of the Palient : @ ]\(A—P\/?A'P (A< AN Len
Gender: wle |:] Female I:I Third Gender

Age: ! & 8 (Years) f (Month)

Date of Birlh: (DDMMIYYYY)

Conlact number: g‘f,@:‘ ‘T_[ 84? } ZJ{

Contact nurnber of aliending Relative:

Insured Card 11 number: C.HE H T ’ & Gj oO—0 @l"“mﬁ’))y%g‘f -

Palicy number / Name of Corporale: ] l Fj: ! A—
Employee 1D:
Currenlly do you have any other mediclaim / health insurance: ]:l Yes I:I No

. Company Name:

ii, Give Dolails

o you have a lamily Physician: I:I Yes I:] Na

Name of lhe Family Physician:

Cantacl numbor, if any:
Current Address of Insured palienl;

Occupalion of Insurcd palient:
(PLEASE COMPLETE DECLARATION OF THIS FORM)
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H.

Name of the treating Doctor: ) @E"‘ <—A-1?5FH%

Contact number: _ ot qﬁ@; D ¢

Ar—
Nature of lliness / Discase with presenting complaint; .Cll& :bzmw CU’LEQ Ch(g’g\ .8 N
Relevant Crilical Findings: L ]

Duration of the present alment: } Days

i, [3ato of First consullalion: (DDMMIYYYY)

iL. Pas! history of present ailment, if any

Provision:l diagnosis: 74 O;.t F 62&1—& :E{ ’WV)

i ICD 10 code

Proposed line of treatment:

"

)
}
)
)

! Meadical Managemenl
i, Surgical Managemenl
ii. Inensive care

iv. Investigation

v.  Non-allopathic treatment

If investigation and / or Medical Management, provide details

i. Route of Drug Administration : _ M%
i surgical, name of surgery

i ICD 10 PCS code

Il other trealment, provide dotails

How did injury occur

In ense of accident

i. ls it RTA: I:I Yes D No

i. Date of Injury: - ) ) {DDIMMIYYYY)

i Report 1o Palice i:lycs |:| No

iv. FIR NO:

v. Injury / Disease caused due lo subslance abuse / alcohol consumption l:l Yos I:I Na

vii  Tesl conductod to establish this (if yos, allach report) [ ves [ Ine

In case of Maternity [ Je [ 1r R [ 1a
i expected dale of Delivery {DDIMMIYYYY)
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DETAILS OF PATIENT ADMITTED

A Date of admission 03 ) O] [ 260 l‘, (DDAMYYYY)
13. Time of admission (HH:MM)
C. Is this an emorgeney f planned hosplialization event: iR nc@/p]; o d:l
D. iMandalory Pasl History of any chronic illness if yes (since ___{ J(monih/year)

i, Diabeles /

ii. Henl disease !

fii. Hyperiension !

iv. Hyperdipidemias I

v. QOsteoarthritis /

vi. Asthma/COPDBronchilis /

vii. Cancer ]

viii. Alcohol/Drug abuse !

iX. Any HIV/ or STD Related ailment I

X. Any other ailmen, give delzils
E. Expected number of Days / stay in hospital Days
. Days in 1ICU Days
G. Room Typa
H. Per day rootn rent+nursing and service charges+ palienls diet
1 Expeaclad cosi of invesligation + diagnostic
J IGCU charges
K. OT chargos
1. Professional fees Surgeon + Anesthelist Feas + cansullalion Charges
M. Mcedicines + Consumables + Cost of Implants (if applicable please spocify)
N, Other hospilal expenses if any
O. All-inclusive package charges if any applicable
P. Sum Total expecled cosl of hospilalization E ) mw g———

DECLARATION

{Plegse read very carefully)

We confirm having read understood and agreed to the Doclarations of this form,

a. Name of the treating doctor @‘b’ 2

b. Qualification;

c. Regislralion number with State code

Med '
o met _ oo ke
Hospital Seal ¢ .B‘h

{Must include Hospital

Patient / Insured Name and Sign
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a. Lagree to adlow Whe hasplal Lo submit all onyingl documenis perlaining 1o hospilgiization 1o the Insurer / TPA aller the
discharga. agree 1o sgn on the Final Bilb & the Discharge Summary, belore my discharge.

b. Paysment In hospital 1s governed by the lerms and conditions of Lhe policy. In case the Insurer / 19A is nol linble to sellle
the hogpited bill, 1 undertake 1o seltle the bill as per the lerms and conditions of the policy.

¢. All non-medical expenses and expenses not relevant 1o current hospitalization and the amount over & above Lhe limit
authorized by the Insurer / T.P.A. not governed by the terms and conditions of the policy will be paid by me.

d. | hercby declare o abide by ihe terms and conditions of the policy and if at any facts disclosed by me are found to be false or incorrect
| torhet my clavm wnd agree to indemnify the insurer / T.PA

e. tagice and understand that T.P.AL 5 in na way warranling the sorvice of the hospital & that the Insurer / TPA is no way
guarantecing that the scrvices provided by the hospital will be of a particular qualily or standard,

I. 1 hereby warrant the truth of the forgoing particulars in evory respecl and [ agree that if | have mado or shall make any
false or wntrue statement, Suppression or concealment wilh respect 1o the claim, my right to claim reimbursement of
the: said expenses shall be absolutely lorfeiled.

g. Fagree to indermmfy the huspilsl against afl expenses incurred on my behalf, which are not reimbursed by the
insurcr / TPA,

h. "W pathwize Tnsurance: Company / TRPA to contact me/us through mobilefemail for any updale on this clam”

a) Patient's / Insured's Name: .Cﬂ_hC\hQ_Pl&\LCLSL _ o

b) Contact Number; e 8_5&}_:5[81-\%1351_ —.._ . cmail-ld (optional) B
¢} Patienl’s 7 Insured's Siynature; L Pa)aﬂ‘gm_h IR e
Ikte : fime: -

HOSPITAL DECLARATION

i, We hive no abjection to any authoriced TPA / Insurance Company official verifying documents pertaining to
hospitalization.

b. Al vahd onginal decunienis culy countersigned by the Insured / patient as per the checklist below will be sent to
TPA /insurance Company within ¢ days of the patient's discharge.

5]

We .jree that 19/ Insurance Company will not be liable to make the payment in the event of any discrepancy between
the facts in this lurm and discharge summary or other docurnents,

d. 1ne potienl declaration has been signed by the pabient or by his representalive in our presence.

e We agree to provide clarificalions [or the quories raised regarding this hospitalizalion and we lake responsibility
the sole for any delay in oflering clarifications.

f. We will abide by tho terms and gondilions agreed in the MOU.

g. Ve cuafinn that hw adaitional amount wuuld ue collected from the insured in excess of Agreed Package Rales except
cosis towards non-admissible amounts (including additional charges due to opting higher room rent than
uligibthly / choosing separale line of  Ireatment which is not envisaged / considered in package).

h. We confirm that no recoveries would be made from ihe deposit amount coltecled from the Insured except for cosls
towards non-admissible amounts (including addilional charges due to opting higher room renl (han eligibility / choosing
separate line of treatmaenl which is not envisaged / considered in package).

i . In the event of unautherized recovery of any additional amount from the Insured in cxcess of Agreed Package Rates,
the authorized TPA / Insurance Company reserves the right to recover the same from us {the Networlk Provider) and / or
take necessary action , as provided under the MoU or applicable laws,

Hospal Scal Jfigh Roarl Doclor's Signature

gg&qﬁ*u_\,ﬂ&"l"['nn 3002

Date;
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The New India Assurance Company Limited

Card No. . CHE-NI-T1090-001-0001437-A

Name . GNANAPRAKASH MICHEAL
MICHEAL

Gender L MALE

Age ¢ 28 Years

Employee Code: 17191362
Company Name: TPl COMPOSITES INDIA PVT LTD
Valid From . 04-Sep-2023




( Mr.GNANAPRAKASH

Y] ® 34/ Male ) MHC 20240049 )

> WO IA0000 )

%\?’Edway JSP Hospitals 03/0)) 3024/ FEI020E002
N The woy to better health Dr ARTHI (ANESTH)

LA R

CASH SHEET

NAME..NR.A.CTT.N.E.N.B.._P_R.BKB.f).H..fM....;....................AAGE...Q,8 ................ SEX..MRALE
OCcupaTION - Hp2. ComPpany. INoRer sep NOeee 2 Lo
ADDRESS . No..),.... pPatLp.. Cotony 1p. No.:........Qo.:l..g)[./af..q__ .......................
KbeNncweporpM. . DOA :0.2..0) 24 TINED.2.243py -
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, e . 1.1 XL T =
PHONEMOBILE: O1.597071T10.82 REF. Dr. Ca.:gva.Q—h, ................................
) (
\D@——L DUES | —(consuLtanTs——
ATE AMOUNT DATE AMOUNT
\
= Dr- hrrie an/ngsf]
\\
X
TOTAL —
\
INVESTIGATIONS ANY SPECIAL PROCEDURES
et st
2. ettt
B e e oot oo
SL. PLACE & [ TRANSFER| DATE & [TRANSFER| DATEZ™
NO. | BED ALLOTMENT [\ hiaee IN TIME | ouT | TIME
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2
3.

(CLINICAL EXAMINATION NOTES)
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https://digital-camscanner.onelink.me/P3GL/g26ffx3k
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\-
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Laboratory

D

Medway JSP Hospitals
The way to hetter health

Test Result/A Unit of Unif

ted Alliance Healthcare Pyt Ltd)

Patient Id

sample 1D

Order Date

Collection Date & Time
Receiving Date & Time
Report Date & Time
Doctor Name

Mr.GNANAPRAKASH
1PC2024000023

28

Male

1P

9507077082
LABOUR WARD / L1

Patient Name
Visit No

Age

Gender

Visit Type
patient Ph No

i .\”|C2()24()04‘)3
. CMSer15174
- 04/01/2024

- 04/01/2024

£ 04/01/2024 12:10:53AM

. 04/01/2024 12:13:36AM
- Dr.ARTHI (ANESTH)

12:10:39AM

Ward/Bed :

Value Unit

Investigation

BIOCHEMISTRY
&) CREATININE

(Method

mg/dL

. Jaffes)

(Specimen Serum)

ELECTROLYTES
Sodium (Na+) 142 mmol /L

(Method : ISE Indirect)

(Specimen : Serum)

Potasium ( K+ )

3.8 mmol/L

(Method . ISE Indirect)
(Specimen - Serum)

Chlorides (CI+)

102 mmol/L

(Method  : ISE Indirect)

(Specimen : Serum)

Bicarbonate (HCo3)

23 mmol/L

(Method  : PEP Carboxylase)

(Specimen : Serum)

5, UREA

31 mg/dL

(Method  : Urease)
(Specimen :

,QEGLUCOSE(RANDOM)

Serum)

148 mg/dL

v

Dr.Monica Kumbhat.,

Biological Reference Value

00-13

136 - 145

3.5-5.1

96 - 106

22 -29

12.8 - 49.2

80 - 140

PRAKASH

Result Entered By

LAB DIRECTOR
Page 1 of 2
fé}. Tests marked with NABL symbol are accredited by NABL vide Certificate no MC- 5409
PHTIENT e
94557 94551

f @MedwayHospitals @medwayhospitals in @medway-hospitals , @medwayhospitals

i) 18005723003

Medway Group of Hospitals

Medway Centre of Excellence (Chennai)

Kumbakonam Kakinada
044-2473 4455 0884-2333367

CIN : U74900TN2011PTC083665

Kodambakkam
044-2473 4455

F il

044-26530011 044-27426829 04146-242000
lnknmmaduahaenitale I
Awmihnenitale snm | Wehsite : www.medwayhospitals.com |

Mogappair ,Chengalpattu Villupuram

Heart Institute
044 - 4310 8959

044-2473 4451
MH/MGT/LH/202109/ 001

l Institute of Pulmonology

CamScanner
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D

Medway JSP Hospitals
The way tao hetter health
(A Unit of United Alliance Healthcare Pvt Ltd)

Laboratory Test Result
Sﬁ‘}:’l;; Name Mr.GNANA PRAKASH Patient Id : MHC202400188
Am 0 : DG202400047 Sample ID : CMWho14669
ge : 28 Order Date £ 02/0
Gender - Mal /01/2024
Visit Typ sl Collection Date & Time  : 02/01/2024 2:59:10PM
. ' e Diagnostics Receiving Date & Time :02/01/2024 2:59:29PM
atient Ph No 8667843135 Report Date & Time :02/01/2024 3:02:55PM
Doctor Name : Dr.MEDWAY JSP
Investigation Value Unit Biological Reference Value
HAEMATOLOGY
O\ CBC
TWBC 5700 Cells/cu 4000 - 10000
mm
(Mcthod : Flow cytometry by laser)
(Specimen : Whole blood) =
NEUTROPHILS ( j)' D % 40 - 80
(Method : Flow cytometry by laser)
(Specimen : Whole blood)
LYMPHOCYTES 16 ' % 20 - 40
(Method : Flow cytometry by laser) \
(Specimen : Whole blood) | \ p |
EOSINOPHILS | 04 | % 01-06
{(Method : Flow cytometry by laser)
(Specimen : Whole blood)
MONOCYTES 0o % 02-10
(Method @ Flow cytometry by laser)
(Specimen : Whole blood)
BASOPHILS 00 % 052
(Method : Flow cytometry by laser)
(Specimen : Whole blood)
HAEMOGLOBIN 14.9 g/dL 13-17
SUNDARI
Dr.Monica Kumbhat., Result Entered By
LAB DIRECTOR page 1 of 3
&\ Tests marked with NABL symbol are accredited by NABL vide Certificate no MC- 5409
oy
T oo
. o itals
§ @MedwayHospitals @medwayhospitals in @medway-hospitals P @medwayhospi Iﬂﬂﬂ (174 3003)
. Centre of Excellence (Chennal)
Medway Group of Hospitals Medway A
titut Institute of Pu
! : | Ahannalnatty I Villupuram Kumbakonam Kakinada o}::al‘:;';; 995.9 044-2473 4451
s 44c= | 0884-2333367 MH/MGT/LH/202109/001

CamScanner
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N

D

Medway JSP Hospitals
The way to hetter health
(A Unit of United Alliance Healthcara Pyt Ltd)

Patient Name Mr.GNANA PRAKASH Patient Id { MHC202400188

Visit No DG202400047 Sample ID . CMWho14669

Age 28 Order Date 1 02/01/2024

Gender Male Collection Date & Time  : 02/01/2024 2:59:10PM
Visit Type Diagnostics Receiving Date & Time 1 02/01/2024 2:59:29PM
Patient Ph No 8667843135 Report Date & Time 1 02/01/2024 3:02:55PM

Doctor Name

: DrMEDWAY JSP

Investigation

Value

Unit

Blological Reference Value

(Method

(Specimen ¢

HAEMATOCRIT

: Colorimetric)

+ Calculated)
Whole blood)

(Method
(Specimen :

TRBC

(Method

(Specimen

MCV

Whole blood)

(Method
(Specimen :

MCH

: Calculated)
Whole blood)

(Method
(Specimen :

MCHC

: Calculated)
Whole blood)

(Method : Calculated)

Whole blood)

45.5

6.2

. Electrical Impedence)

86.0

(Specimen : Whole blood)

PLATELET

Yo

Millions/cu
mm

Cells/cu
mm

40 - 50

38-48

83 - 101

27-32

31.5-34.5

150000 - 400000

(Method : Electrical Impedence)

(Specimen : Whole blood)
SEROLOGY

, /
C.R.P. ( C-Reactive Protein ) ( Positive 48y mg/L

(Method : Particle-enhanced immunoturbidimetric assay)

Serum)

(Specimen :

Dr.Monica Kumbhat,,

LAB DIRECTOR

Vv g

;;p;;
o

'f @MedwayHospitals @ @medwayhospitals in @medway-hospitals ’ @medwayhospitals

SUNDARI
Result Entered By

Page 2 of 3

Tests marked with NABL symbol are accredited by NABL vide Certificate no MC- 5409

(1)1 1)
_94551 84551
al 18005723003

Medway Group of Hospitals

Medway Centre of Excellence (Chennai)

Kodambakkam

044-2473 4455 | 044-26530011

Mogappair | Chengalpattu
044-27426829

Villupuram
04146-242000

Kumbakonam
044-2473 4455

Kakinada
0884-2333367

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

Heart Institute
044 - 4310 8959

044-2473 4451
MH/MGT/LH/202109/001

’ Institute of Pulmonology

CamScanner
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®

Medway JSP Hospitals
The way to hetter health
(A Unit of United Allianca Healthe ars Pyt (1)

Patient Name

Mr.GNANA PRAKASH

Patient Id

Sample ID

Order Date

Collection Date & Time
Receiving Date & Time
Report Date & Time
Doctor Name

. MHC2024001448

t CMSer14668

£ 02/01/2024

0 02/01/2024  2:59:10PM
£ 02/01/2024 2:59:29PM
£ 02/01/2024 3:02:55PM
: Dr.MEDWAY JSP

Value Unit

Biological Reference Value

Visit No DG202400047
Age 28
Gender . Male
Visit Type . Diagnostics
Patient Ph No 8667843135
Investigation
WIDAL SLIDE
S. Typhi 'O’

(Method : Slide A_ar;lurinmr‘nn/

{Specimen :  Serum)
S. Typhi 'H'

(Method : Slide Agglutination)
(Specimen :  Serum)

S. Para Typhi 'A (H)'

(Mecthod : Slide Agglutination)
(Specimen :  Serum)
S. Para Typhi 'B (H)

Dilution
(Method : Slide Agglutination) [
(Specimen :  Serum) ' ;
. ~— End of the Report —
SUN
Dr.Monica Kumbhat., HARL
Result Entered By
LAB DIRECTOR
Page 3 of 3
] b"ﬁ Tests marked with NABL symbol are accredited by NABL vide Certificate no MC- 5409
%l [ | (——
site 9455794597

Positive 1 : 160
K Dilution

Positive 1: 160 )
Dilution

Negative 1 : 20
Dilution

Negative 1 : 20

f @MedwayHospitals @ @medwayhospitals in @medway-hospitals , @medwayhospitals

18005723003

Medway Group of Hospitals

Medway Centre of Excellence (Chennai)

Kodambakkam | Mogappair | Chengalpattu | Villupuram
044-2473 4455

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

044-26530011 | 044-27426829

04146-242000

Kumbakonam Kakinada
044-2473 4455 | 0884-2333367

Heart Institute Institute of Pulmonology
044 - 4310 8959

044-2473 4451
MH/MGT/LH/202109/001

CamScanner
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