o ¥ REQUEST FOR CASHLESS HOSPITALISATION FOR HEALTH INSURANCE POLICY

- PART C (Revised)

Féuer fiopganl TOQ BE FILLED IN BLOCK LETTERS
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DETAILS OF THIRD PARTY ADMINISTRATOR
a) Name of TPA company: Medi Assist Insurance TPA Pvi Ltd b)Phoneno: 08B0 22068666 )Toll Free Faxnoz 1800 425 9559
70 BE FILLED 8Y INSURED/PATIENT

H'NW“WMUMEMHE@EJUDDDI HANNNNRNARNRENEREREEN
e[ [pomsc [ [mtsens oot (G AR DI [ 2 mermne o[ | | I 1]

e) Age: Year{_@g MonthsDD f) Date of birth: L i" " " | g]lnsureriDcaldno,:E qmmDDDDDD
ragnmmtmesses: | OO0 O] oo IO

) Currently do you have any other medical cfalm/health Insurance: _‘{Q\Bno/ j,nlnsummamc;Dl:”:Iml " ” ” ” " " || " " | | " " I l
1.2) Give detalls:

¥ Dayouhavea famiy physian, fyes: e [T 1[I ICIC IO weomtaetna: | LY

L} Occupation of insured patient: I—"—"—"_"_"—”:“:“ " || ” " " " " ” ” |

m) Address of insured patient:

s of e wating docor: ST LA !' - || | Q@@I&JMUUMH b Contact no: @gﬁ@@ﬂj@@@

¢) Name of lliness/disease with presenting complaints: d} Relevant dlinfcal findings:

cfo P3| ‘JLG\.(I? - Ngame. t—rﬁam.l-
»
¢) Duration of the present allment: ‘: days

©.2) Past history of present allmeant if any:

0.1)Dnteofﬁrstconsultatlon:! ” " " ” " ” " |

) Provisional gliagnaosis: fA3HCD 10 code:
el F.;.bj\awdc_ﬁ'p(\w /7\) szf i[ZEA/A‘\
g) Proposed line of treatment: edical managemnnt D Surgical management Intensive care Invcsllgallon D Mon-Allopathic treatment
h} If investigation and/er medical management, provide detalls: h.1} Route of drug administration:
Dlv |:| o DO:he, LL}"'
i} 1F Surgleal, name of surgary: i1} 1CD 10 PCS code:

DDDDDDDDDD

) If ather treatments provide details: k) How did injury eccur:

L) In case of accident: I.lsitRTA:DYes I:lNo li.Datenfin]ury.I “ " "' " ” |] " | ifi. Reported to Police: DYns |:|No I\r.Fano:' " " " " " " |

v. Ijury/Disease caused due to substance abuse/falcohol consumption: I:]Yes E]Nu vi. Test conducted to establish this, If yos attach reports: Dch DNo

m) In case of maternity: Gl | PI | L| | A| | n} Expectad date of delivery: DDE}EDEDD

DETAILS OF THE PATIENT ADMITED

a Dateofadmissian:m@m@@@f b time of admission: DDDD Wemergenw{ I:la plann Ital]zation event
d) Expecicd nu.afdaysstayinhaspltal:| O 2 Days @) DaysinlCl: |:' Days f} Room type: I W

— 7
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g} Per Day Room Rent + Nursing & Service charges + Patient’s Diet

h) Expacted cost for investigation + diagnastics:

) ICU Charges:

J)OT Charges:

ki Professlanal fees Surgeon + Anesthetist fees 1 Consultation charges:

L) Medicines + Consumables cost of Implants: {specify if applicable)

m) Other hospital expenses if any:

n) All inclusive package charges if any applicable :

6} Sum Total expected cost of hospitalization

PART C (Revised)
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e = DECLARATION {PLEASE READ VERY CAREFULLY)
We confirm having read understood and agreed to the deciaration of this form

Amameattnerening socer [ OO O OO0 OO

p. Mandatory past klstory of any chranlc

D 1. Diabetes
I_—_’ 2. Heart Disocase
I:I 3. Hypertension

D 4. Hyperlipiderias

D 5. Qsteocarthritis

D 6. Asthma/ COPD / Branchitis

l:l 7.Cancer

fg 8, Alcohol or drug abuse

D 9. Any HIV or STD / related ailments
10. Any other allment give detalls:

REQUEST FOR CASHLESS HOSPITALISATION FOR HEALTH INSURANCE POLICY

TOBEFILLED IN BLOCK LETTERS

Hlness. if yes (since month/yoar)

HEREEN

b} Qualification:

ERRERRR NN RN NN NN

DECLARATION BY THE PATIENT / REPRESENTATIVE

my discharge.
b.

lions of the policy.
6

the policy will be paid by me,
d,

insurer / TPA
e

ular qualily or standard.

i, Thereby warrant the lruth of ke forgomng particulars an every respeet and I agree that

claim, my right to claim relmbursement of the said expenses shall be absolutely forfeited,
d. |agrae to indemnify the hospilal agains! all axpenses incurred on my behalf, which are nat reimbuersed by the surer/ TPA,
h

. "WWe authorize Insurance Company/TPA to conlact melfus lhrough maobile/ermail for any update en this claim®

LA ]

a) Patient’s / Insurad’s narnn; E@

<) Registration Mo, with State code: D[“_”_"‘lﬂ ]—"—"—”—l

a, 1agree to alfow the hospital to submit all original documonts portaining to hospitalization to the InsurerfTPA after the dischazgo. | agreo Lo sign on the Final Bill & the Discharge Summary, bofore

Payment to hospital is governed by the terms and conditions of the palicy. In ¢ase the Insurer / TPA s nat Siable to sottle the hosputal bill, 1 underiake Lo settle the bill as per the terms and condj-
All non-medical expenses and oxpanses not relavant to current hospitalization and the ameunits aver & above the limit authorized by the Insurar/TPA not govemed by the terms and conditions of
| hereby declare to abide by the {erms and condilions of the policy and if at any time the facts disclosed by me ara found to be false or Incosect | forfeit my claim and agree 1o indemnify the

| agree and understand that TRA Is in no way warranting the sorvice of the hospital & that the Insurer / TPA IS In no way guarapleeing thai the seivices provided by the hospital will be of a pastic-

if I have made or shall make any false or untue Statement, suppression or concealment with respact 1o the

b} Contact number: [_“——"_”_]l ”._”_

LI

ENERNNNE NN NN

aemaneioptonan | ||| OO 000000

d) Patient’s / Insured's signature:

u -

/

HOSPITAL DECLARATION

et | LI

4. Wa have no objection to any autharzed TPA/ Insuranca Company officlal verifying documents perizining 1o hospitallzation,

b. All valid original documents duly countersigned by the insured / patient as

e[ L]

per the chacklist below will be sent to TPA Insuranca Company wilhin 7 days of tho patient's discharge.

G. We agree that TPA/ Insurance Company will not be Liable to make the payment in the evont of any discrepancy between the facls in this form and discharge summary or ather documents.
d. The paticnt dectaration has bean signed by the patient or by his representative in our presonca,

8. We agree lo provide clarificalions for the queries raised ragarding this haspitatization and we lake the sole res)

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

8. We confirm that no addilional amount would be collected fram the insured In excess of Agroed
opting higher room rent than eligibility choasing separate line of treatment which is not anvisag
1. Wa confirm [hat no recoverias wauld be made from the deposit ameunt collected from tha Insuy.
higher room tent than eligibilily! cheosing separale line of Ireatment which is not envisaged/co
- In the event of unauthorized recovery of any addittonal amount from the Insurcd 1 excess of
same from us (tha Natwork Provider) and,/or take necessary aclion, as provided undor tho M

DOCUMENTS 7O BE PROVIDED BY THE HOSPITAL [N SUPPGRT OF THE CLAIM

1. Detalled Bischarge Summary and all Bills from the hospital,

2. Cash Mamos from the Hospitals 7 Chemists supported by proper proseription,

3, Recelpts and Pathologleal Tost Reports from Patholeglsts, Supported by nole from the atlending Medical Practif]

. Surgeon’s Certificate stating nature of Oparation performe,r(_a% Surgean's Bill and Receipt.
9. Certificales from attending Medical Practiioner ¢ Surgeoh)a e pationt is fully cured.

Hospital seal; |

Doctar’s signature:

ponstbility for any detay In offering clasifications.

Package Rales excapt costs lowards non-admissible amourts {including addifional charges due to
edf consldered in package).

red except for costs towards non
risidered in package).

Agreed Package Ralos, the authorized TPA/ Insurance Gorm,
OU or applicable laws.

-admissible amounts (including additianal charges due to epling

pany resenies the right ta racover he

foner / Surgeon racommending such pathological Tests.
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Beneficiary Arunkumar V
name

Member ID 4039978916
Employee code 200919
Relation Self

Date of Birth 02-May-1992
Primary insured Arunkumar V

Valid upto 31-Mar-2024
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M . The way to better health —
CASH SHEET
NAvE... B AwenKemaeo AGE.... B8 seX. Mo
OCGUPATION © SR Y. Qb BEDNO............ . T ——
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&‘ Medway JSP Hngp‘ als | Me. ARUN ROMALR

The way ta better health N RN MM CIEEROEES
(A Unit of United Alliance Healthcare Pvt Ltd) 21/01/2024/1PC202400011#
N0.70, Kanchipuram High Road, Chengalpattu - 2. ‘ Dr ARTHI

Phone : 2742 6829, 2742 8851 T

ADDITIONAL CASE SHEET
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Medway JSP Hospitals

N
N The way to better health
(A Unit of United Alliance Healthcare Pyt Ltd)
Laboratory Test Result
Patient Name  ©  Mr.ARUN KUMAR Patient Id . MHC202403558
Visit No . DG202401063 Sample ID : CMWho21683
Age d 30 Order Date ©23/01/2024
Gender . Male Collection Date & Time  : 23/01/2024 12:11:.05PM
Visit Type ©  Diagnostics Receiving Date & Time  :23/01/2024 12:1 1:16PM
Patient Ph No QR04078454 Report Date & Time :23/01/2024 12:13:50PM
Doctor Name : Dr.MEDWAY JSP CASUALTY
Investigation Value Unit Biological Reference Value
HAEMATOLOGY
6 CBC -
TWBC ¢ 18500 i \ Cells/cu 4000 - 10000
' mm -
(Method : Flow cytometry by laser)
(Specimen : Whole blood)
NEUTROPHILS 70 % 40 - 80
(Method : Flow cytometry by laser)
(Specimen : Whole blood)
LYMPHOCYTES 26 % 20-40
(Method : Flow cytometry by laser)
(Specimen : Whole blood)
EOSINOPHILS 04 % 01-06
(Method : Flow cytometry by laser)
(Specimen : Whole blood)
MONOCYTES 00 % 02-10
(Method : Flow cytometry by laser)
(Specimen : Whaole blood)
BASOPHILS 00 % 0-2
(thethod @ Flow cytometry by laser)
(Specimen : Whole blood)
HAEMOGLOBIN 17.2 g/dL 13- 17
VIJAYALAKSHMI

Dr.Monica Kumbhat.,
Result Entered By

LAB DIRECTOR

Page 1 of 3
d’ Tests marked with NABL symbol are accredited by NABL vide Certificate no MC- 5409
———_—
o, 94557 94551
f @MedwayHospitals @ @medwayhospitals |} @medway-hospitals ,@medwayhospltals ‘i- 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/202109/001
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Medway ISP Hospitals
The way to hetter health
(A Unit of United Alliance Healthcare Pyt Ltd)

Patient Name Mr.ARUN KUMAR Patient Id » MHC202403558

Visit No DG202401063 Sample 1D CMWho21683
Age 30 Order Date £ 23/01/2024
Gender © Male Collection Date & Time . 23/01/2024 12:11:05PM
Visit Type © Diagnostics Receiving Date & Time — © 23/01/2024 12:11:16PM
Patient Ph No . 0804078454 Report Date & Time ©23/01/2024 12:13:50PM
Doctor Name . Dr. MEDWAY JSP CASUALTY
Investigation Value Unit Biological Reference Value

(Methed @ Colorimetric)

(Specimen @ Whole blood)

HAEMATOCRIT 51.2 % 40 - 50
(Method : Caleulated)
(Specimen : Whole blood)
TRBC 5.2 Millions/cu 3.8-438
mm
(Method : Electrical Impedence)
(Specimen : Whole blood)
MCV 98.2 fL 83 - 101
(Method : Calculated)
(Specimen : Whole blood)
MCH 30.7 P8 27-32
(Method : Calculated)
(Specimen : Whole blood)
MCHC 33.8 g/dL 31.5-345
(Method : Calculated)
(Specimen : Whole blood)
PLATELET 2.84 Cells/cu 150000 - 400000
LAKHS/CUMM mm
(Method : Electrical Impedence)
(Specimen : Whole blood)
SEROLOGY
C.R.P. ( C-Reactive Protein ) POSITIVE 48 mg/L <5.0
(Method : Particle-enhanced immunoturbidimetric assay) \
(Specimen @ Serum)
VIJAY. S
Dr.Monica Kumbhat,, ATALAKSHMI
Result Entered By
LAB DIRECTOR
Page 2 of 3
F C; Tests marked with NABL symbol are accredited by NABL vide Certificate no MC- 5409
[ —
g A 94557 94551
‘ f @MedwayHospitals @ @medwayhospitals  ||] @medway-hosplitals ' @medwayhospitals i ———1300 5123003
: 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
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Medwiay JSP Hospitals
The winy to hetter health
(A Unit of United Alliance Healthcare Pyt Lid)

Patient Name

Mr.ARUN KUMAR

Visit No DG202401063
Age 30

Gender Male

Visit Type Diagnostics

Patient Id

Sample ID

Order Date

Collection Date & Time
Receiving Date & Time
Report Date & Time

C MHC202403558

: CMSer21682

: 2.‘1/()1/20’24

: 23/()]/2024 12:11:05PM
£ 23/01/2024 12:11:16PM
1 23/01/2024 12:13:50PM

Patient Ph No 0894078454
o ‘ Doctor Name . Dr.MEDWAY JSP CASUALTY
Investigation Value Unit Biological Reference Value
COl : <1.0 NEGATIVE >1.0
DENGUE - NS1 (FIA) 0.06 POSITIVE
(Method )
{Specimen :  Serum) —
WIDAL SLIDE
S. Typhi'O' 1:80 DILUTION
POSITIVE
(Method : Slide Agglutination)
(Specimen :  Serum)
S. Typhi'H' 1:80 DILUTION
POSITIVE
(Method : Slide Agglutination)
(Specimen :  Serum)
S. Para Typhi ‘A (H)' 1:20 DILUTION
NEGATIVE
(Method : Slide Agglutination)
(Specimen :  Serum) _
S. Para Typhi 'B (H)' 1:20 DILUTION
NEGATIVE
(Method : Slide Agglutination)
(Specimen : Serum)
—— End of the Report --—-
Dr.Monica Kumbhat., VIJAYALAKSHMI
Result Entered By
LAB DIRECTOR
) Page 3 of 3
4’ Tests marked with NABL symbol are accredited by NABL vide Certificate no MC- 5409
i ; : 94557 94551
'f @MedwayHospitals @medwayhospitals |} @medway-hospitals ,@medwayhospitals T 1800 57123003

Medway Group of Hospitals

Medway Centre of Excellence (Chennai)

" Kodambakkam | Mogappair | Chengalpattu
044-2473 4455 | 044-26530011 | 044-27426829
E-malil :

Villupuram
04146-242000

Kakinada
0884-2333367

Heart Institute

044 - 4310 8959

Kumbakonam
044-2473 4455

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

Institute of Pulmonology
044-2473 4451

MH/MGT/LH/202109/001
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ealth
(A Unlt of United Alllance Healtheare PviLtd)

(24 HOURS - MULTISPECIALITY HOSPITAL)

\N The way to better b

l.
D. No. VCARUNKUMAR Date 276 ) |2 Lf
Patient's Name  %/Mule/Muc202403888 s o ey OO
e Date of Reg 23/01/2024 11.08 AM e Temp : [‘(0‘ CF
- U .
Address (VIR - PRS0l

BP /0/7-0"7‘11’\/37

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

Height :
............................................................... Weight :
. o _ 0298/ QAk
hief Complaints Ao Colromd M%O ey Wipeﬁ 7870
Relevant past History (if any) : Ceo M%(' /)5‘"'"‘10{% , A
Uo Blovsed pyose,” Con watan]
Diagnosis :

Investigations - C/?C,/ @Z/”/QMME Nﬁ‘mg) w iefTar/—

S.No. Drug Name Dose BefoFrg;dAfter Morning | Afternoon| Night
[ | - Pxa (2 e stot

_—

A
Other Advice : ' L
Z3los/ Zf

No.70, Kanchipuram High Road, Chengalpattu - 2.
Phone : 2742 6829, 2742 8851
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