REQUEST FOR CASHLESS HOSPITALISATION FOR MEDICAL INSURANCE POLICY Paramount Health

WL S YOURLING 1O G000 HEALTH

DETAILS OF THE THIRD PARTY ADMINISTRATOR (To be filled in block letters)

: PARAMOUNT HEALTH SERVICES & INSURANCE TPA FVT. LTD. (IRDA LICENCE MNo . 008)

¢ 1800 - 22 - 86 55
© 022 - GBA44TEY | GB444TE2 / 6B444TE3 / 66444754 | 66444755 | 66444709

a) Mame of TPA
b) Toll free phone numbear
&) FAX Number

Email : alrequestifiparamounttpa.cem

[ |TO BE FILLED BY THE INSURED / PATIENT| |
aynameoftnePatient [ L1 I IO 00 OO OO0 1004
b) Gender [] mate [] Femate e age vears [ J[] mentne 1] @paeoretn ] 1] LI

o) Contactnumber | 1L I JL L JL L] nessione IO 0O OO 000
9} Poliey number Name of corporats | _JLJL_JL_JLJ IO n) emptoyee o IO
) Previous policy detaits —2alieyNo | _JL_JL_JJC I I IO i insurance compand LI LI I

k) Currently do you have any other Madiclaim / Health insurance D Yes D Mo Give details

1) Do you have s famiy physician || ves [_] Mo myname artme family physicien [ [ )01 00001

nj Gentact number. #any | JL_JL L L L IC L L0010 (PLEASE COMPLETE DECLARATION ON THE REVERSE SIDE OF THIS FORM)

[ jTD BE FILLED BY THE TREATING DOCTOR / HOSPITAL[ i J
a) Name af e teating doctor [ [ ][ IO weomse numeer ]I OO
¢) Nalure of ILLNESS / d |Relevant clinical

Disease with presenting findings

complaints
@) Duration of the present DDD Days i Date of first consuttation | J__ | J[.J[_J[] i. Pest nistory

ailment of present

ailment if any

f) Provisional diagnosis

wieoteceds [ I T IO
g) Proposed line of treatment D Medical Managameant D Surgical Managerment D Intensive cara ]:] Investigation D Mon allzpathic treatment
hj i Investigation & / or Medical D Chral I:] Paranteral

Management provide details
Ji.1e0 10 Pes cede: [ I IO

ime [ Jves [ Jno wrrno [

vi. Test conductad to establish IhllD Yes I:l No  (If Yes attach reporls)

i) Route of drug administration

i} If Surgical, name of surgary |
Type of Anaesthesia D Local D GA D Spinal
I} In case of accident I it RTA DYuDNu

. Injury f Disease caused due to substance abuse / alcohel consumption

il. Date af injury EDDDDD
D Yes D Mo

wil, How did injury ocour; I

Ol

I} In case of Matamity D G D P
Details of the patient admitted

a) Date of admission DD DD DD

¢} Is this an emeargency | a planned hospitalization event?
d) Expected no. of days stay in hospital

fy Per Day Room Rent + Mursing 8 Service Charges +
Patient's Diaet

g) Expected cost for investigation + diagnostics,
h) ICU Charges
i) OT Charges

i) Professional fees Surgeon + Anesthetist Fees +
consultation Charges

k) Madicines + Consumables + Cost of Implants (if
applicable please specify) Other hospital expenses if any

1y All inclusive package charges if any applicable
m) Sum Total expected cost of hospitalization

La

pateofDeivery [ JL ] [ L] [ ][]

mrme [JL 1 [CIC]

Emargency D Planned

LI Joays - e Room Type

rs (1ICIOICICIC]

re LIJOICICICIC]

re [JLICIC T CIC]
rs JOICICIICIC]

re [T ICICICICIC]
re (1 JCICICICIC]

Mandatory: Past Histary of
any chronic iliness
Diabstes
Heart Disease
Hypanension
Hyparipidemias
Osteoarthritis
Asthma f COPD | Bronchitis
Cancer
Alocohel or drug abuse

Any ather Allment give details

Any HIV or STD / Related almants

If yes, since
{month [ year)

LO0O0O00000 ¢
OO0O000000 =

[

Rs I_"_lDI_Il_"_,D
re 11T (PLEASE READ VERY CAREFULLY
| DECLARATION[ ]

We canfirm having read understood and agreed to the Declarations on the reverse of this form

a) Mame of the treating doctor

by quaiification [_JL_IL_L_IL_JL_J[_J[_] &} Registration No. iith State Code

Treating Doctor Signature

Name of Hospital / Mursing Home

O I

OO0

Tele Mobile Mo

Hospital City

Fax Mo

Email ID

Haospital Seal (Must include
Hospital 1D}

Patient / Insurad Name
& Signature

]



PAGE 2

DECLARATION BY THE PATIENT / REPRESENTATIVE

1. | agree to allow the hospital to submit all original documents pertaining to hospitalization to the Insurer/T.P.A after the discharge. | agree to sign on the Final Bill &
the Discharge Summary,before my discharge.

2. Payment to hospital is governed by the terms and conditions of the policy. In case the Insurer / TPA is not liable to settle the hospital bill, | undertake to settle the
bill as per the terms and conditions of the policy.

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

4. | hereby declare to 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 / T.P.A

5. | agree and understand that T.P.A 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 of a particular quality or standard.

6. | 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 absolutely forfeited.

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

a) Patient's / Insured's Name:

b) Contact number: c) Patient's / Insured's Signature

HOSPITAL DECLARATION

1. We have no objection to any authorized TPA / Insurance Company official verifying documents pertaining to hospitalization.

2. 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.

3. All non medical expenses , OR expenses not relevant to hospitalization or iliness, OR expenses disallowed in the Authorization Letter of the TPA / Insurance Co,
OR arising out of incorrect information in the pre-authorisation form will be collected from the patient.

4. 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.

5. The patient declaration has been signed by the patient or by his representative in our presence.
6. We agree to provide clarifications for the queries raised regarding this hospitalization and we take the sole responsibility for any delay in offering clarifications.

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

Hospital Seal Doctor's Signature

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

1. Detailed Discharge Summary and all Bills from the hospital.

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

3. Receipts and Pathological Test Reports from Pathologists, supported by note from the attending Medical Practitioner / Surgeon recommending such pathological
Tests.

4. Surgeon's Certificate stating nature of operation performed and Surgeon's Bill and Receipt.

5. Certificates from attending Medical Practitioner / Surgeon that the patient is fully cured.



PARAMOUNT HEALTH SERVICES & INSURANCE TPA PRIVATE LIMITED (IRDA License No. 006)

[formerly known as PARAMOUNT HEALTH SERVICES (TPA) PVT.LTD]

Plot no.A-442, Road No-28,M.1.D.C Industrial Area, Wagale Estate, Ram Nagar, Vitthal Rukmani Mandir, Thane (W), Mumbai, Pin Code — 400 604

CLAIM ACKNOWLEDGMENT SHEET

Name of Insurer : PHSID :

Insured Name : Employee No :
Patient Name : Mobile No :
Policy No : Phone (STD) :
Name of Corporate:

Type of Claim  (To |Main Hospitalisation / Pre-Post Hospitalisation / OPD Claim / Deficiency Retrieval / Critical lllness / Cash Benefit E-Mail ID of

be ticked) : primary insured :

CLAIM DOCUMENT CHECK LIST

Sr. No Description Document Remarks

Status(Y/N)

IRDA Claim Form duly signed by the Insured & Hospital

Part-A: Duly signed by the insured with Claimed amount ,Mobile number & Email ID along with PHS ID

1 Part-B: Duly signed and stamped by hospital

Declaration form duly signed & stamped by the hospital in case treatment taken is under PPN/GIPSA hospitals.

In case of No Intimation / Delay Intimation & Delay in submission of claim, a letter from insured is required stating

2 reason for the same.
Original Cancelled Cheque Leaf of Employee/Proposer with the Name of the AccountHolder Printed on the Cheque
3 Leaf.
4 ID Proof of Employee / Primary Insured- Any of one (Passport,Voter ID, Driving License, Or any Government Approved
ID) . If Claim is above 1 lakh- PAN is mandatory with address Proof
5 ID Proof of Patient- Any of one (Passport,Voter ID, Driving License, Or any Government Approved ID )
Original detailed Discharge Summary as per IRDA Format / Day care summary from the hospital (in case of Day Care
6 Treatment) / Death Summary (in Case of Death Claim)
6.a Copy of the Legal heir certificate (if the claim is for the death of the principle insured)
6.b Copy of Post Mortem Report & Death Certificate (In Accidental Death cases)
7 Policy Copy ( if individual policy)
8 64VB Compliance Certificate ( If individual policy)
9 Original Final Hospital bill with cost wise breakup of each Item
10 Original Payment Receipt of Main Hospital bill ( both Deposit / Refund)
Receipt Of Payments made at the Hospital by Credit Card : Please attach the Xerox Copy of the Credit Card Payment Slip
10.a as received from the Vendor
1 Original copy of Implant Invoice along with Payment Receipts & Implant Labels / Stickers for Stents/ Mesh/ 10L
12 Original bills, original Payment Receipts and investigation / Laboratory Reports
13 Original medicine bills specifying Patient Name and date of purchase along with supporting Prescriptions.
14 Original copy of First Consultation letter and subsequent Prescriptions.
15 Hospital Registration certificate issued by Competent authority as per Indian nursing council Act 1947 (If hospital not

falls in GIPSA/PPN )

16 OTHER DOCUMENTS

Original copy of Obstetric history (Gravida, Para, Living children, Abortions) from treating doctor. (Maternity Claim)

16.a
16.b Original Sonography Report in case of Maternity Claim
16.c Original A-Scan Report along with IOL Sticker and Tax paid invoice in case of Cataract
) Claim
Copy of the First Information Report (FIR) from Police Department / Copy of the Medico-Legal Certificate (MLC) in case
16.d of Road Traffic Accident (RTA)
A medical certificate from a doctor not less qualified than MD/MS confirming the diagnosis of critical illness along with
16.e the Investigation reports/Other related documents reflecting the critical illness diagnosis. (Critical lllness Cases)

In case of claims where the insured has submitted documents to another insurance co/TPA, he needs to submit
16.f attested Photocopies of all the documents along with detailed claim settlement letter from the TPA and any unpaid bills
and receipt for the same in originals.

Claims Submitted by : Insured / Corporate / Agent / Broker / Insurer / Hospital

Claim Submitted by: Mobile No.

Da.te of (.:Ialm DD/MM/YYYY HH:MM PHS Executive

St Name:

Claim Submitted at: PHS - (Location) / Help Desk Signature:
Important Points to Remember:-

1. Please mark either v or x against respective check box

2. Date of File Received will be considered as next working day for Claim Files picked up at Help Desk

3. Claim Need to be Submitted within 7 Working Days from Date of Discharge from Hospital

4. The above list of documents is indicative. In case of any other document requirement as specified by the Insurance Company, our document recovery team will contact you on receipt of
your claim documents by us

5. Please visit us at www.paramounttpa.com to check Online Claim Status or download Paramount Mobile App

6. Member is advised to keep photocopies of all the papers since Insurer requires all the above documents in original. Documents once submitted will not returned unless approved & agreed
by Insurer

7. Corrections in any documents are not allowed, otherwise it will not be entertained during adjudication.




CLAIM FORM - PART A' to 'CLAIM FORM FOR HEALTH INSURANCE POLICIES OTHER THAN TRAVEL AND PERSONAL ACCIDENT - PART A

TO BE FILLED BY THE INSURED (To be Filled in block letters)
The issue of this Form is not to be taken as an admission of liablity

DETAILS OF PRIMARY INSURED:

areaieyNo: [ ][ 1] D UH DO UODOUO OO wswercenteaero. [ L1 ILICICICICIC]

R I o

aname: [ ][]V A MEL OO OO EMDRIE O M A M E OO M R R E DM A W E T O]

S N |
I
e UOIDOUODOOHOOOO0O0O00 =-00O0U00U000000000 000
PinCodel:”:H:”:”:”:l PhoneNo:DDDDDDDDDDDDEmaiIID:' |

a) Currently covered by any other Mediclaim / Health Insurance: |:| Yes |:| No  b) Date of commencement of first Insurance without break: E‘ E‘ @ @

oy tfyes, company name: [_1[ ][I L ICICICICITITIEIE] eeiovne LI OO U]
Sum insured (Rs.) |:| D |:| |:| D |:| |:|d) Have you been hospitalized in the last four years since inception of the contract? |:|Yes |:| No Date: E E

e) Previously covered by any other Mediclaim /Health insurance : : DYES |:| No

Diagnosis: | |

|

O EMEMNMEEELOOOOE N ERIE O I A E D D ] CE M LA M EICIEL
Male D FemaIeD c) Age years n Months @@ d) Date of Birth E”El @@

seif [ ] Spouse[ | Chid [_| Father [ | Mother [] other [] (Prease specity) | |

Self Employed |:| Home Maker[l Student |:| Retired |:| Other D(Please Specify) | |

f) If yes, company name:

a) Name:

I @ NOILO3S I v NOILO3S N

b) Gender

e) Relationship to Primary insured:

Service |:|

f) Occupation

g) Address (if diffrent from above) :

I O

O NOILO3S

I |

WDDDDDDDDDDDDDDDDDDEHWDDDDDDDDDDDDDDDDDDD

o O

DETAILS OF HOSPITALIZATION: :

a) Name of Hospital where Admited:
b) Room Category occupied:

Injury D

c) Hospitalization due to:

e) Date of Admission: @ IE' E @

Selfinflicted [_]

o O

1) If injury give cause:
ii) Reported to Police

DETAILS OF CLAIM:

Day care ]

lliness |:| Maternity D

Road Traffic Accident |:|

iii. MLC Report & Police FIR attached

prme [1][H]  [w][H]

Twin sharing D

d) Date of injury / Date Disease first detected /Date of Delivery: IEI IEI IE IE
g) Date of Discharge: El El @ @

Substance Abuse / Alcohol Consumption |:|

|:| Yes |:| No

j) System of Medicine: |

(¢

Single occupancy ]

3 or more beds per room |:|

1) If Medico legal

h)Time:lE”E : @E
|:| Yes|:| No

a) Details of the Treatment expenses claimed
I. Pre -hospitalization expenses
iii. Post-hospitalization expenses

v. Ambulance Charges:

vii. Pre -hospitalization period:

b) Claim for Domiciliary Hospitalization:

c) Details of Lump sum / cash benefit claimed:

i. Hospital Daily cash:

iii. Critical lliness benefit:

3 1 O
r JOIOIOIOI0I0]
5 1

ays [JLIL]

|:| Yes D No

3 1 |
53 1 O

ii. Hospitalization expenses

iv. Health-Check up cost:

vi. Others (code):[l |:| |:|
Total

viii. Post -hospitalization period:

(If yes, provide details in annexure)

ii. Surgical Cash:

iv. Convalescence:

ol

days

S I | I I | |
/- OIOIOOIOIO
/- OIOOOIOIO
S

/|

/- OIOIOOIOIO
/. OIOOOIOIO

Claim Documents Submitted - Check List:
|:| Claim form duly signed

D Copy of the claim intimation, if any
[] Hospital Main Bill

[] Hospital Break-up Bill

|:| Hospital Bill Payment Receipt

|:| Hospital Discharge Summary

[] Pharmacy Bil

[] Operation Theater Notes

[ ece

|:| Doctor’s request for investigation

I:l Investigation Reports (Including CT
/MRI/USG / HPE)

V. Pre/Post hospitalization Lump sum benefit: Rs. D D D D |:| |:| D vi. Others: Rs. D D D D |:| |:| D D Doctor's Presciptions
Total Rs. I:l I:l I:l I:l D D I:l D Others
DETAILS OF BILLS ENCLOSED:
Sl. No]  Bill No. Date Issued by Towards Amount (Rs)
1. D(D| M[mM|[Y[|Y Hospital main Bill
2. Dl D[ mM[m]|Y|Y Pre-hospitalization Bills: Nos
3. D D M M| Y Y Post-hospitalization Bills: Nos
4. Dl D[ mM[m]|Y|Y Pharmacy Bills
5. D D M| M|Y Y
6. D D M| M[Y Y
7. D D M| M[Y Y
8. D D M| M]|Y Y
9. D|D|M[M]|Y [Y
10. D D M| M]|Y Y

DETAILS OF PRIMARY INSURED’S BANK ACCOUNT::

a) PAN:

D |

d) Cheque / DD Payable details: |

e N
c) Bank Name and Branch: DDDDDDD DDDDDDDDDD DDDDDDDD DDDDDDDDDD I:”:":l

NOILO3S I - NoiLd3s I & NOoiLO3S I O NOILO3S

mmeDDDDDDDDDDDDDDDi

(IMPORTANT: PLEASE TURN OVER)



DECLARATION BY THE INSURED:

| hereby declare that the information furnished in the claim form is true & correct to the best of my knowledge and belief. If | have made any false or untrue statement, suppression
or concealent of any material fact with respect to questions asked in relation to this claim, my right to claim reimbrusement shall be forfeited, | also consent & authorize TPA /
Insurance Company, to seek necessary medical information / documents from any hospital / Medical Practitioner who has attended on the person against whom this claim is made.
| hereby declare that | have included all the bills / receipts for the purpose of this claim & that | will not be making any supplementary claim except the pre/post-hospitalization

claim, if any.

Place:

pate [0][o]  [w][u]

Signature of the Insured

GUIDANCE FOR FILLING CLAIM FORM - PART A (To be filled in by the insured)

DATA ELEMENT

DESCRIPTION

FORMAT

SECTION A - DETAILS OF PRIMARY INSURED

a)  Policy No. Enter the policy number As allotted by the Insurance Company
. Enter the social Insurance number or the certificate number of o
b) Sl No/ Certificate No. social health insurance scheme As allotted by the oraganization
¢) Company TPA ID No. Enter the TPA ID No. :B'?S/_c\zggrn?:;tis allotted by IRDA and printed
d) Name Enter the full name of the policyholder Surname, First name, Middle name
e) Address Enter the full postal address Include Street, City and Pin code
SECTION B -DETAILS OF INSURANCE HISTORY
a) Currently covered by any other Mediclaim / Health Indicate whether currently covered by another Mediclaim / Tick Yes or No
Insurance? Health Insurance
b)  Date of commencement of first Insurance without break Enter the date of commencement of first Insurance Use dd-mm-yy-forrmat
c) Company Name Enter the full name of the Insurance Company Name of the organization in full
Policy No. Enter the policy number As allotted by the Insurance Company
Sum insured Enter the total sum insured as per the policy In rupees
d) Have you been Hospitalized in the last four years since Indicate whether hospitalized in the last four years Tick Yes or No
Inception of the contract?
Date Enter the date of Hospitalization Use mm-yy format
Diagnosis Enter the diagnosis details Open Text
e) Previously covered by any other Mediclaim / Health Indicate whether previously covered by another mediclaim / Tick Yes or No
Insurance? Health Insurance

f)  Company Name

Enter the full name of the Insurance Company

Name of the organization in full

SECTION C -DETAILS OF INSURED PERSON HOSPITALIZED
a) Name Enter the full name of the patient Surname, First name, Middle name
b) Gender Indicate Gender of the patient Tick Male or Female
c) Age Enter age of the patient Number of years and months
d)  Date of Birth Enter Date of Birth of patient Use dd-mm-yy format
e) Relationship to primary Insured Indicate relationship of patient with policyholder Tick the right option, if others, please specify

f) Occupation

indicate occupation of patient

Tick the right option. If others, please specify.

g) Address Enter the full postal address Include Street, City and Pin code
h)  Phone No Enter the phone number of patient Include STD code with telephone number
1)  E-mail ID Enter e-mail address of patient Complete e-mail address
SECTION D - DETAILS OF HOSPITALIZATION
a) Name of Hospital where admited Enter the name of hospital Name of hospital in full
b) Room category occupied indicate the room category occupied Tick the right option
c)  Hospitalization due to indicate reason of hospitalization Tick the right option
d) gat.e of injury/Date Disease first detected / Date of Enter the relevant date Use dd-mm-yy format
elivery
e) Date of admission Enter date of admission Use dd-mm-yy format
f) Time Enter time of admission Use hh-mm- format
g) Date of discharge Enter date of discharge Use dd-mm-yy format
h) Time Enter time of discharge Use hh-mm- format

1) If injury give cause

indicate cause of injury

Tick the right option

If Medico legal

indicate whether injury is medico legal

Tick Yes or No

Reported to Police

indicate whether police report was filed

Tick Yes or No

MLC Report & Police FIR attached

indicate whether MLC report and Police FIR attached

Tick Yes or No

j) System of Medicene

Enter the system of medicine followed in treating the patient

Open Text

SECTION E - DETAILS OF CLAIM

a) Details of Treatment Expences Enter the amount claimed as treatment expences In rupees (Do not enter paise values)
b) Claim for Domiciliary Hospitalization indicate whether claim is for domiciliary hospitalization Tick Yes or No

c) Details of Lump sum/ Cash benifit claimed Enter the amount claimed as lump sum / cash benefit In rupees (Do not enter paise values)
d)  Claim documents Submitted-Check List indicate which supporting documents are submitted Tick the right option

SECTION F - DETAILS OF BILLS ENCLOSED

Indicate which bills are enclosed with the amount in rupees

SECTION G - DETAILS OF PRIMARY INSURED’s BANK ACCOUNT

a) PAN Enter the permanent account number As allotted by the Income Tax Department
b)  Account Number Enter the Bank account number As allotted by the Bank

c) Bank Name and Branch Enter the Bank name along with the branch Name of the Bank in full

c) Cheque/ DD payable details igtg; tg:t r::me of the beneficiary the cheque / DD should be Name of the individual / organization in full
c) IFSC Code Enter the IFSC code of the Bank branch IFSC code of the Bank branch in full

SECTION H - DECLARATION BY THE INSURED

Read declaration carefully and mention date (in dd:mm:yy format), place (open text) and sign.

I H NOILO3s I




CLAIM FORM - PART B
TO BE FILLED IN BY THE HOSPITAL
The issue of this Form is not to be taken as an admission of liability (To be Filled in block letters)

Please include the original preauthorization request form in lieu of PART A
DETAILS OF HOSPITAL

LT LT | I
a) Hospital ID: D D D D D D D D D c) Type of Hospital: Network : |:| Non Network : |:| (if non network fill section E)

o Name of the weating docto: [ ] [s ] [u ] (= ] [w ][] [w] (] (I LI CEI LD (R S I I T L CE] LI L ] L L] o) CEd A Ee el (] [E] ]
¢) Qualification: 1) Registration No. with State Code: ||| [_J[_J[J[J[J] o rreneno. ][] I IIIICICIT

DETAILS OF THE PATIENT ADMITTED

anameotepaten: [ ][ J[S][V][R](M A EI DO E N EE DU M AME LD M ORI M E DA ED
b) 1P Regisraton Number: [ ][ JL [ JL LTI ojconder: wate (I remale I ) Age: vears months[ M][M] ¢ ate o binn: [P][0] (][]
fateofadmisson:  [0][0]  [w][w] gtme: [A][H]  [u][w] ) Date of Discharge: [ 0][0] [ ][] yme: [A][H]  [w][w]
j) Type of Admission:  Emergency [ ] Planned [ ] Day Care [] Matemity [] K)IfMaternty ) Date of Delivery: [ D] [ 0]~ [][m] i) Gravida status:: [ [][]
I) Status at time of discharge:  Discharge tohome [ ] Discharge to another hospital [ ] Deceased [_] m) Total daimed amount [ [ ][ ][ J[_][][]

DETAILS OF AILMENT DIAGNOSED (PRIMARY)

I v NOILO3S

a) ICD 10 Codes Description b) ICD 10 PCS Description

|. Primary Diagnosis D D D D D D D i. Procedure 1: D D D D D D D

i Additonal Diagnosis: ||| [ ][] ][] i. Procedure 2: I I | I |
ji. Co-morbidities: |:| |:| |:| |:| |:| |:| |:| il Procedure 3: D D D D D D D
iv. Co-morbidities: I:l D D I:l I:l I:l D iv. Details of Procedure:

0 NoILO3s I © NOILO3S

c) Pre-authorization obtained: [JYes [JNo  d)Pre-authorization Number: D D D D D D D D D D D D D

e) If authorization by network hospital not obtained, give reason: |

f) Hospitalization due to injury: D Yes D No 1. If Yes, give cause Self-inflicted D Road Traffic Accident |:| Substance abuse / alcohol consumption |:|

ii) If injury due to substance abuse / alcohol consumption, Test conducted to establish this: [ Yes [_] No (If Yes, attach reports) iii. If Medico legal: [_| Yes [_] No iv. Reported to Police [ ]Yes [] No

V. FIR No. I:l I:l D D D D D D D D vi. If not reported to police give reason: | |

CLAIM DOCUMENTS SUBMITTED - CHECK LIST

Claim Form duly signed Investigation reports

Original Pre-authorization request CT/MR/USG/HPE investigation reports
Copy of the Pre-authorization approval letter Doctor’s reference slip for investigation

Copy of Photo ID Card of patient Verified by hospital ECG

Hospital Discharge summary Pharmacy bills
Operation Theatre Notes MLC reports & Police FIR

Hospital main bill Original death summary from hospital where applicable

oooooood
oooooood

Hospital break-up bill Any other, please specify

ADDITIONAL DETAILS IN CASE OF NON NETWORK HOSPITAL (ONLY FILL IN CASE OF NON-NETWORK HOSPITAL)

ST | O
I ¢
S | O
pncose: [ LI ILILILT wieroneno [ILICILITILICILITIET o Registatono.winstaecose: - [ 1[I
) Hospital PAN: OO OOIC]EIEI L] o Number ofinpatientbeds [ ][] ] 9 Faciltes avaiable in he hospital -~ .07 [Jves [J No iilcu [Jves [ No

ii. Others: [ |

DECLARATION BY THE HOSPITAL (PLEASE READ VERY CAREFULLY)

We hereby declare that the information furnished in this Claim Form is true & correct to the best of our knowledge and belief. If we have made any false or untrue statement, suppression or concealment of any material fact,
our right to claim under this claim shall be forfeited.

ot [o][o]  [w][u]

Place: | Signature and Seal of the Hospital Authority:

I 4 NolLO3s N £ NolLo3s I a NoiLd3s




GUIDANCE FOR FILLING CLAIM FORM - PART B (To be filled in by the hospital)

DATA ELEMENT

DESCRIPTION

FORMAT

SECTION A - DETAILS OF HOSPITAL

a)  Name of the hospital: Enter the name of hospital Name of the hospital in full

b)  Hospital ID Enter ID number of hospital As allocated by the TPA

c)  Type of Hospital Indicate whether in network or non network hospital Tick the right option

c)  Name of treating doctor Enter the name of the treating doctor Name of doctor in full

e)  Qualification Enter the qualification of the treating doctor Abbreviations of educational qualifications

f)  Registration No. with State Code Enter the registration number of the doctor along with the state code | As allocated by the Medical Council of India

g)  Phone No. Enter the phone number of doctor Include STD code with telephone number
SECTION B - DETAILS OF THE PATIENT ADMITTED

a)  Name of Patient Enter the name of patient Name of patient in full

b)  IP registration Number Enter insurance provider registration number As allotted by the insurance provider

c)  Gender Indicate Gender of the patient Tick Male or Female

d) Age Enter age of the patient Number of years and months

e)  Date of Birth Enter date of birth Use dd-mm-yy format

f)  Date of Admission Enter date of admission Use dd-mm-yy format

g) Time Enter Time of admission Use hh:mm format

h)  Date of Discharge Enter date of Discharge Use dd-mm-yy format

i)  Time Enter time of Discharge Use hh:mm format

j)  Type of Admission Indicate type of admission of patient Tick the right option

k) If Maternity

i. Date of Delivery

Enter Date of Delivery if maternity

Use dd-mm-yy format

ii. Gravida Status

Enter Gravida status if maternity

Use standard format

I)  Status at time of discharge Indicate status of patient at time of discharge Tick the right option
M) Total claimed amount Indicate the total claimed amount In rupees (Do not enter paise values)
SECTION C - DETAILS OF AILMENT DIAGNOSED (PRIMARY)

a) ICD 10 Code
Primary Diagnosis Enter the ICD 10 Code and description of the primary diagnosis Standard Format and Open text
Additional Diagnosis Enter the ICD 10 Code and description of the additional diagnosis Standard Format and Open text
Co-morbidities Enter the ICD 10 Code and description of the Co-morbidities Standard Format and Open text

b) ICD10PCS
Procedure 1 Enter the ICD 10 Code and description of the first procedure Standard Format and Open text
Procedure 2 Enter the ICD 10 Code and description of the second procedure Standard Format and Open text
Procedure 3 Enter the ICD 10 Code and description of the third procedure Standard Format and Open text
Details of Procedure Enter the details of the procedure Open text

c)  Pre-authorization obtained Indicate whether pre-authorization obtained Tick Yes or No

d)  Pre-authorization Number Enter pre-authorization number As allotted by TPA

e) Ifauthorization by network hospital not obtained, give reason| Enter reason for not obtaining pre-authorization number Open text

f) Hospitalization due to injury Indicate if hospitalization is due to injury Tick Yes or No
Cause Indicate cause of injury Tick the right option
Eoi:j(;ﬁtgzi;oezjabbslit:; ?ﬁi: busealcohol consumption test Indicate whether test conducted Tick Yes or No
Medico Legal Indicate whether injury is medico legal Tick Yes or No
Reported to Police Indicate whether police report was filed Tick Yes or No
FIR No. Enter first information report number As issued by police authrities

If not reported to police, give reason

Enter reason for not reporting to police

Open text

SECTION D - CLAIM DOCUMENTS SUBMITTED-CHECK LIST

Indicate which supporting documents are submitted

SECTION E - DETAILS IN CASE OF NON NETWORK HOSPITAL

a)  Address Enter the full postal address Include Street, City and Pin Code

b) Phone No. Enter the phone number of hospital Include STD code with telephone number

Enter the registration number of the Hospital obtained from local body

c) Registration No. with State Code like City Corporation / Municipality

As allocated by the City Corporation / Municipality

d) Hospital PAN Enter the permanent account number As allocated by the Income Tax Department

e)  Number of Inpatient beds Enter the number of inpatient beds Digits

f) Facilities available in the hospital Indicate facilities available in the hospital Tick the right option. If others, please specify

SECTION F - DECLARATION BY THE HOSPITAL

Read declaration carefully and mention date (in dd:mm:yy format), place (open text) and sign. and stamp




