REQUEST FOR CASHLESS HOSPITALISATION FOR HEALTH INSURANCE
POLICY PART - C (Revised)

(L EL F N LN A TR R R T

DETAILS OF THE THIRD PARTY ADMINISTRATOQ R/INSURER/ HOSPITAL

MNama of TPA / Insurance company: VIDAL HEALTH INSURANCE TPAPRIVATELTD.,
Toll frec phone number; f e
e
Toll free fax: _
Lo

Name of | tospiat. MWaj JSP H&SP f ,@’b

i.  Address O L“Q PL? r“(Pd HTJ =

ii Rahini 1d

C%[jmuz_&.mfe @mumfjmfgugww

(O BE FILLED BY INSURED/PATIENT

Name of the Pallent : M“ ‘ F}T’ﬁ RU‘P LLLGLW] r tf

Gender:; l:l Malo El Female I:I Third Gencler
Age: i 5:3" (Years) / (Month)

Date of Birth: {DDMMAYYYY)

Contacl number: C?@(f O 5 "“D %D 07 2

Contact number of altending Relative:

Insured Card (D pumiber Y_DI-‘:’_L oy DI""’ ﬁ@;g} = '003""0_0 69 69%D

Pofieynumbar / Name of Corpurate. <S ‘*a l’ Q.B i/{e-e F’ H c c_ "—f(? 3 V‘f‘[@‘ E{E@ﬁ_‘p\{t— { F_?
Employeo 1D 5)8 LP Dq LF 7

Currenily do you have any other mediclaim / hoalth insurance: :I\(es B’l{lo

. Company Namm S i

"

n. Give Details T
Da you have a family Physician: D Yes ’f\/!n
Name of the Family Physician: L -
Conlacl number, if any: = _
Currenl Address of Insured patient: {P‘L CL@S@@’I -
Occupation of Insured palient ‘—Cﬂ- {M f@d

PLTASE COMELETE DECLARATION OF THIS FORM)
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TO BE Fit LED BY TREATING DOCTOR/HOSPITAL

Name of the Ireating Doctor DT“ S UM
Contact number; QZ?’ f % 9'323
Nature of llinass / Disease wilh prescnting complaint: QW—"B’Y < W

Relevant Critical Findings:

Duration of the present ailmaent; 5/ Days

i Dale of First consullation: (DDIMIYYYY)
ii. Past history of present ailment, if any

Provisional diagnosis: ﬁ{:{g f Uﬁ

i. ICD 10 code

Proposcd line of treatmaont.

i,  Medical Managomant (‘./J
it.  Surgical Managemenl { )
ii.  Intensive care [ )
v. Investigation { )
v.  Non-allopathic troatmont { )

If invastigation and f ar Medical Management, provide details E ne [E)._Q é‘_?/

L Roule of Drug Adminisiralion : | \// M / (J‘f""-[I

If surgical, name of surgery

i ICD 10 PCS code

‘l--""
A
'___".5
If other treatment, provide details
How did injury occur —

In case of accident

i IsitRTA: [ ves P

il Date of Injury: (DAY YYY)

il Report to Police |:| Yos ﬁ No
iv, FIR NO:

V. Injury / Disease caused due lo substance abuse / alcohol consumpfian D Yes No

vi.  Testconducted to establish this (if yos, altach report) I___I e E No

In case of Maternity 'El G I:l P D [i I:I A

i cxpected date of Delivory S (DDIMMIYY YY)
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DETAILS OF PATIENT ADMITTED
A Date of adrmigsion ‘2} / ? / M?—cf_ (DDIMMIYYYY)

B, Tima of admission ' (HH:MM)
C. Is this an emergancy / plannod hospilabization avant: EmargcmyZI Plannedlj
D. Mandatory ast History of any chronic illness it yes (since _ f Kmenth/year)

i, Diebetes o

N Haoarl discase i _ .

i, Hyperiension / = .

iv. Hypadipidomias i o

V. Cslooarthritis ! s

vi. AsthmalCOPD/Bronchitis !

vil, Cancer I B

viil. - AlcoholfDrug abuse i i

iX.  AnyHIV/or STD Related ailment L o mme e

K. Anyather ailment, give dotails HH FJ *J,wa&&gm _
E. Expecled number of Days / stay in hospital 3 . . .. _ Days
I Days m 1CU ~___ Days
G. Room Type (S"Q‘SI { e el Ly ;
H. Per day reom sent+nursing and service charges+ pationts dict )
I Expocled cost of invastigation + diagnostic L
J. ICU charges o
K. OT charges m——
L Prafessional fecs Surgeon + Anesihelist Fees + eonsuliation Chargos
M. Medicines + Consumablos + Cost of Implants (if applicable please specify) .
N, Othor hospital expenses if any o
Q. Nl-inclusive package charges il any applicable )
P. Sum Tolal cxpecied cost of hospilalization ,ﬁ:@p @Oq Z '_2

DECLARATION
{Please read very carefully)

We confirm having read underslood and agrend 1o the Declarations of this form
8. Name of the trealing docior /O é,\_&e La\

b. Qualification:

£ Registration number with State code
3. 1
Haspital Seal Patient / Insured Name and Sign

(Must include Hospital 1)
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DECLARATION BY THE PATIENT /| REPRESENTATIVE

a. | agree fo allow the hospital to submit all original documents pertaining to hospitalization to the Insurer / TPA alter the
* discharge. | agree lo sign on the Final Bill & tha Discharge Summary, before my discharge,

b. Payment to hospilal is governed by the torms and conditions of the policy. In case Ihe Insurer  TPA is not liablo to sotlle
the hospital bill, [ underake to scttlo the bill as per the lerms and conditions of ho palicy.

e. All non-medical expenses and expenses not relevant la currenl hospitalization and lhe amount over & above the limit
authorized by the Insurer / T.P.A. nol governad by the lerms and conditions of the policy will be paid by me.

d. | hereby declare to abide by the torms amd condibons of lhe paliey and W al any facts disclosad by me are found to be false or ingorracl
[ forfeit my claim and agree to mdemmiy the nsurer £ 1L10A

e, | agree and understand thal T.P.A. 1s in no way warraniing the service of the hospital & thal the Insurer ! TEA 1S no way
guaranteeing that the services provided by the hospilal will be of a particular quality or standard,

f. | hereby warranl the truth of the forgoing particulars in every respect and | agree that If | have made or shall make any
false or untrue statermnent, Suppression or concealment with respect to the claim, my right ta claim reimbursement of
the said expenses shali be absolutely forfeited.

g. | agree fo indemnify the hospilal against all expensos incurred on my behall, which are not reimbursed by he
insrer / TPA,

h. "IAVe authorize Insurance Company / TPA lo conlact mefus through mobilefemail for any update on this claim”

a) Patient's f Insured's Name: = M }’f ‘Eﬁ Th ’CL&J angQ s
b} Contact Number: Q&'_{{ 020550 F il
c) Patient's / insured's Signature: ‘g 1

Data: _‘ﬁé{ﬁ / W Time:
HOSPITAL DECLARATION

a. We have no objeclion to any aulhorized TPA / Insurance Company official veniving documients pertaining 1o
hospitalization,

b. Allvalid original documents duly countersigned by the insured / patient as per the choecklist below will be sent to
TPA/ Insurance Company within 7 days of the palicnt’s discharge.

c. We agree that TPA f Insurance Company will not be lable 1o make the paysent m the eveni of any discrepancy belween
the facts in this form and discharge summary or other documanis,

d. The patient declaration has been signed by the patienl or by his representative in our presence. d

e We agree to provide clarifications for the querios raised regarding this hospitalization and we take responsibility
the sole for any delay in offering ¢larifications.

f. We will abide by the tarms and conditions agread in lhe MOU,

g. We confirm that no additional amount would be callecled from tha insured in excoss of Agreed Package Rates excepl
costs towards non-admissible amounts (including additional charges due to opling higher room rent than
eligibility / choosing separate line of  treatment which is not envisaged / considered in package).

h. Wa confirm that no recoveries would be made from the deposit amount collectad from the Insured except far cosis
towards non-admissible amounis (including additional charges due to opling highar room reat than cligibility 7 choosing
separate line of reatment which is not envisagod / considered in package).

t. In the event of unauthorized recovery of any additional amaunt from the Insurcd in excess of Agreed Package Rates,
the autharized TPA/ Insurance Company reserves the fighl 1o recover ihe same from us {the Nelwork Prowider) and / or »
take necessary acfion , as provided. under,the MoU orapplicable laws.

1\.:.:°_

1 |
Hospital Seal A Dactor's Signaiure

Date:
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VIDAL HEALTH \/

Card No . DEL-OI-H0351-003-0006969-D

Card Holder : THIRUPURAM T

sex: F Age:50 Yearls

STATESTREET HCL SERVICES INDIA PRIVATE LIMITED
Valid From. : 01-Oct-2020

EmpSAPID 516840847

Brdu Sinermisd
) Government of india
’ Slpynbd grarfdsh
Thwrupuram Thulasingam
Omih® mosn/DOB 170411970
Qusiniunsy / Famale

8949 4462 4132 &>
TEUG] S50, 660G SIeHLLITENLD

|¥ ST L ET Bl

gty Unigue Identification Authority of India
SR CO FEARSD. & UNYHW
Qa@ CHMERUTD, DFRaLUlE
QsmssoLL (. erEsAul SO0 B,
LM

Address:; C/O Thulasingam, 47, Bharathiyar
Strast, Gokulzpuram, Changaipatiu,
chengalpattu, Kancheepuram. Tamil Nadu,
803001

B 8949 4462 4132

AER R Pagtp & urday gav n Wt udal g n




Mrs. THIRUPURAM
53/ Female/ MHC 202407100
21701/ 2024/1pc2024000, 39

(UQ Dr ARTHI

Medway JSP Hospitals® Iy

The way to better health

CASH SHEET

NAME... H108. N PO O
OCCUPATION : ...\ O MR ™MaRBQ ... ST T —
ADDRess  : N9, A%, BAARATMMONY 1P.NO.. 0\8A\®n

S S NPILC - L) (ST U S LY TV L TP D.OA. : .2\ W\

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

PHONE/MOBILE : ... A5 AD20.86.0Y.........

~——{ ADVANCE }————[ DUES | @Nsuumﬁ——"‘

___ DATE AMOUNT DATE AMOUNT

OFF + Pre R AoREY, )

—
—
——

“TOTAL

INVESTIGATIONS ANY SPECIAL PROCEDURES

S S AR S pe Y A S
PLACE & | TRANSFER | DATE & TRANSFER| DATE &

SL.

(CLINICAL EXAMINATION NOTES]
) Qdew Jemede  vom \m»dvm U‘-m

Qttndent W C@U,'b-‘ru Dé *!2\4:“._ on +o1f aec-”ar
Slo G%"\‘:q (hmw“j rd e o Hem )xx:dav



https://digital-camscanner.onelink.me/P3GL/g26ffx3k
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“ﬁ‘ Medway Jsp Hnspi tals Mrs THIRUPURAM

53/ Females MHC 2024070 00
The way to better health 3 ph |
k (A Unit of United Mllnnt‘P"r‘aT!hcmpmud) 21401/2024/1pc 2024000 89

Name Dr ARTHI
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\ {
Medway JSP Hospitals

The way to better health

Laboratory Test Resul

QA Unit of United Alliance Healthcare Pyt Ltd)

Patient Name Mrs, THIRUPURAM Patient Id : MHC202403300
Visit No IPC20240001R89 Sample 1D . CMPla21132
Age 33 Order Date 1 22/01/2024
Gender Female Collection Date & Time  © 22/01/2024 7:24:24AM
Vigit Tyvpe P Receiving Date & Time  : 22/01/2024 7:26:05AM
Patient Ph No Report Date & Time
Ward/Bed GENERAL WARD(GYNEC) / 12 Doctor Name : Dr.ARTHI
Investigation Value Unit Biological Reference Value
BIOCHEMISTRY
& GLUCOSE (FASTING) mg/dL 70- 110
o Method Hexokinase)
[Epecimen © Plasma)
| ——- End of the Report —-
|
INTERIM REPORT |
|
Dr.., ROSHINI |

f (@MedwayHospitals @ @medwayhospitals i N @medway-hospitals '@medwayhospltals

Result Entered By

Page 1 of 1

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

94551 94551
18005723003

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 - 43108959 044-2473 4451
E-mail : info@medwayhospitals.com | Website : www medwayhospitals.com | CIN : U74900TN2011PTC083665 MH/MGT/LH/202109/001

CamScanner


https://digital-camscanner.onelink.me/P3GL/g26ffx3k

®

mMedway JSP Hospitals
The way to better health
(A Unit of United Alliance Healthcare Pyt Lid)

Laboratory Test Result

Pt?t?cul Name :  Mrs.THIRUPURAM patient Id : MHC202403222
Visit No © DG202400967 Sample ID : CMWho20937
Age © 53 Order Date 1 21/01/2024
Gender : Female Collection Date & Time @ 21/01/2024 11:34:34AM
Visit Type . Diagnostics Receiving Date & Time  : 21 /01/2024 11:34:52AM
Patient PhNo Report Date & Time £ 21/01/2024 12:01:02PM -
Doctor Name - Dr.MEDWAY JSP CASUAL
Investigation Value Unit Biological Reference Value
HAEMATOLOGY
& CBC
TWBC 9600 Cells/cu 4000 - 10000
mm
Method : Flow cytometry by laser)
|Specimen : Whole blood) ——
NEUTROPHILS 65 % 40 - 80
(Method : Flow cytometry by laser)
“ (Specimen : Whole blood)
LYMPHOCYTES 30 % 20-40
le '
i (Method : Flow cytometry by laser) | ! \
. (Specimen : Whole blood) | \ W : |
; EOSINOPHILS 05 . ' % 01-06
St
(Method : Flow cytometry by laser)
f | (Specimen : Whale blood)
P MONOCYTES 09 % 02-10
N
B {Methed : Flow cytometry by laser] >
(Specimen : Whole blood)
i« BASOFHILS 00 % 0-2
(Method : Flow cytometry by laser)
(Specimen : Whole blood)
HAEMOGLOBIN 12.8 g/dL 12.0-15.0
(
Dr.Monica Kumbhat., SUNDARI
LAB DIRECTOR Result Entered By
- . Page 1 of 5
p '{:}‘ Tests marked with NABL symbol are accredited by NABL vide Certificate no MC- 5409
f 94557 94551
Medwa i : 2
@ yHospitals @ @medwayhospitals ||} @medway-hospitals ’@medwayhospltals () 1——-—-—-—. 0055;2 3003
Medway Group of : :
Kodarbald 4 P ot Hosplime Medway Centre of Excellence (Chennai)
ambakkam | Mogappair | Chengalpattu | Vil
044-2473 44 illupuram Kumbakonam Kakin
Eaia - info@ss 0::;::::0011 I“‘:‘z"“m 04146-242000 | 044-2473 4455 usu-za:g:w 044 - 4310 8959 l"sw:::gvual:l:;flm
= s.com ebsite : www.med i y
wayhospitals.com | CIN : U74900TN2011PTC083665 MH/MGT/LH/202109/001

CamScanner


https://digital-camscanner.onelink.me/P3GL/g26ffx3k

®

mMedway JSP Hospitals
The way to better health
(A Unit of United Alliance Healthcare Pvt Ltd)

© MH(202403222
patient 1d
; J URAM e c

patient Name Mrs T;!:g;’;ﬁ? sample ID : CMWho20 ;27

Visit No : DG20 Order Date 1 21/01/202 AL
Age ! 53 Collection Date & Time - 21/01/2024 11:34:3
denidet . Fel-.male ‘ Receiving Date & Time 21/01/2024 11:34:52AM
Visit Type Diagnostics © 21/01/2024 12:01:02PM

Patient Ph No

Report Date & Time
Doctor Name

: Dr.MEDWAY JSP CASUALTY

Investigation

Value Unit

Biological Reference Value

Mcthod : Colorimetric]
{Specimen : Whole blood)

HAEMATOCRIT

: Calculated)
Whole blood)

(Method
[Specimen :

TRBC

(Method
(Specimen :

MCV

: Electrical Impadence)
Whole blood)

Method : Calculated)
(Specimen : Whole blood) |

MCH [ y

(Method
(Specimen @

MCHC

: Caleulated) f \
Whole blood)

Method
(Specimen : Whole blood)

PLATELET

: Calrulated)

{(Method ; Electrical Impedence)
(Specimen : Whole blood)
CLINICAL PATHOLOGY
"5?‘, URINE ROUTINE ANALYSIS

COLOR

Dr.Monica Kumbhat.,

LAB DIRECTOR

Millions/cu
mm

4.7

88200 fL

\ PE
\
g/dL

Cells/cu
mm

PALE YELLOW

36 - 46

38-48

83 -101

27 -32

31.5-345 |

150000 - 400000

STRAW YELLOW

SUNDARI

Result Entered By

Page 20f 5

B eS8 Tests marked with NABL symbol are accredited by NABL vide Certificate no MC- 5409

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

94551 94557
2) 18005723003

Medway Group of Hospitals Medway Centre of Excellence (Chennai)
Kodambakkam | Mogappair | Chengalpattu | Villupuram | Kumbakonam | Kakinada Heal
rtinstitute | Institute of Pulmonology
044-2473 4455 | 044-26530011 | 044-27426829 | 04146-242000 | 044-2473 4455 | 0884-2333367 | 044 - 4310 8959 I 044-2473 4451

Email : info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTC083665

MH/MGT/LH/202109/001

CamScanner


https://digital-camscanner.onelink.me/P3GL/g26ffx3k

®

Medway JSP Hospitals

The way to hetter health
(A Unit of United Alliance Healthcare Pyt Ltd)

—

C MHC202403222

Patient Name Mrs. THIRUPURAM Patient Id

Visit No DNG202400967 Sample 1D - CMUri20935

Age 53 Order Date 1 21/01/2024

Gender Female Collection Date & Time  : 21/01/2024 11:34:34AM
Visit Type Diagnostics Receiving Date & Time :21/01 /2024 11:34:52AM
patient Ph No Report Date & Time :21/01/2024 12:01:02PM

. Dr.MEDWAY JSP CASUALTY

Doctor Name

Investigation Value Unit Biological Reference Value

(Mcthod @ Macroscopy)
{Specimen : Urine)

APPEARANCE

TURBID CLEAR

Method : Macroscopy)
(Specimen : Urine)
PROTEIN

* NEGATIVE
Method : Automated (Protein Error Reaction))

{Specimen : Urine) s &
GLUCOSE ' ; NEGATIVE

Method : Automated (Glucose Oxidase Reaction))
{Specimen : Urine) 3" . .
PUS CELLS f g’
{Mcthod : Microscopy) ({
(Specimen : Urine) |
Epi. Cells T

9  PLENTY <3

L 4 i
\ \K «, Jests . e ﬁ.

345
Method : Microscopy)
[Specimen : LUrine)

RBCs JHPF

23
(Method
(Specimen : Urnne)
Casts

: Microscopy)
NIL JHPF

(Method
[Specimen : Urine)

: Microscopy)

Dr.Monica Kumbhat., SUNDARI

R
LAB DIRECTOR esult Entered By

Page 3 of 5
Tests marked with NABL symbol are accredited by NABL vide Certificate no MC- 5409

T oo anes

f@MedwayHospnaIs @@medwayhospitals in @medway-hospitals ,@medwayhospltals

Medwa
y Group of Hospitals Medway Centre of Excellence (Chennai)
Kodambakkam | Mogappair | Chengalpattu | Villy

puram | Kumbakonam | Kakinada Heart | stitut monology
044-2473 4455 | 044-26530011 | 044-27426829 | 04146-242000 | 044-2473 4455 | 0884-2333367 044 - 43!:‘0‘::‘5.9 - 04.4::’3’:;;'“51

E-mail : i : . G
-mail : info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTC083665 MH/MGT/LH/202109/001

CamScanner
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(D

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

Patient Ph No

e —
patient Name Mrs. THIRUPURAM Patient Id . MHC 202403222

Visit No DG202400967 Sample ID 1 CMUri20935

Age 53 Order Date $21/01/2024

Gender Female Collection Date & Time = 21/01/2024 11:34:34AM

Visit Type Diagnostics Receiving Date & Time © 21/01/2024 11:34:52AM

©21/01/2024 12:01:.02PM
: Dr MEDWAY JSP CASUALTY

Report Date & Time
Doctor Name

Investigation Value

Unit Biological Reference Value

Crystals NIL

Method  * Muwroscopy)
[Specimen : Unne)

Others 3

Method
(Specimen : Urine)

SEROLOGY
C.R.P. | C-Reactive Protein )

: Microscopy)

- r

Method : Particle-cnhanced immunoturbidimetric assay)
[Specimen : Serum)
DENGUE - NS1 (FIA)

Methed & )

[Specimen :  Serum)
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