
REQUEST FOR CASHLESS HOSPITALISATION FOR HEAL TH INSURANCE POLICY 

(TO BE FlLLED IN BLOCK LETTERS) 

DETAILS OF THE THIRD PARTY ADMINISTRATOR/ INSURER/ HOSPITAL: 

a. Name of TP A/Insurance company: PARAMOUNT HEAL TH SERVICES & IN SURAN CE TPA PVT.LTD.

(IRDA LICENCE No .006) 
Cashless Request E-mail Id : al.request@paramounttpa.com 

b. Toll free phone number: 1800-22-66 55

C, Toll free fax: 022- 66444754/ 66444755/ 66444709

d. Name of Hospital:

J. Address

II. Rohini ID:

111. E-mail ID:

TO BE FILLED BY INSURED/PATIENT 

A. Name of the Patient:

B. Gender: I !Male I !Female I !Third Gender

C. Age: Years Months

D: Date of Birth: DD/MWYYYY 

E. Contact number:

F. Contact number of attending Relative:

G. insured Card ID number:

H. Policy number/Name of Corporate:

I. Employee ID:

J. Currently do you have any other mediclaim / health insurance: I I Yes I I No 

l. Company Name:

II. Give Details:

K. Do you have a family Physician: I I Yes I I No 

L. Name of the Family Physician:

M. Contact number, if any:

N. Current Address of Insured Patient:

0. Occupation of Insured Patient:
(PLEASE COMPLETE DECLARATION OF THIS FORM) 







DECLARATION 

(Please read very caref"ully) 

We confirm having re ad understood and agre ed to the Declarations of this form 

a. Name of the treating doctor:

b. Qualification :

c. Registration numbe r with State code:

Hospital Seal 

(Must include Hospital ID) Patient/Insured Name a nd Sign 

"I provide my explicit consent to the undersign hospital to collect, store, process, transfer, archive my KYC documents
for the Purpose of availing cashless claim facility".






