TR Ay gfer fafies CLAIM FORM - PART A'to *
ki b CLAIM FORM FOR HEALTH INSURANCE POLICIES

HEALTH INSURANCE TPA OF INDIALTD. OTHER THAN TRAVEL AND PERSONAL ACCIDENT - PART A
TO BE FILLED BY THE INSURED
The issue of this Form Is not to be taken as an admission of liabllity (To be Filled in block letters)

ED:

a pelicy No: [ 1111 IO OO bt Nedcersieatevo. [ 1CICICICICIC]

e companyrato No: ][] ]I 1001000100103

apname: [ EEIEEEEOOO0OOBMOECOOMEEEDOOO 000000 R EEODO

s adaress: [ ][] 0000000000 00000000000 000000 0000
OO0 00000000000 000000 00000000 000000000000
co: 1100000000000 000000 s-- 00000 0000000000000
e JOOOO0  meero D000 00000000 o]

DETAILS OF INSURANCE HISTORY:

a) Currently covered by any other Medicisim | Health Insurance: [ ] Yes [T] No b) Date of commencement of first Insurance without break: [0 (2] (][] [EIEIEIE]D

e comsmnynene OO0 0000000 e JO000000000000000000

Sumlnsured(RSDDDl:]DDDd)Havaywbnnhosptﬂndmmu(wynnsamlmdhcmm? DVes DNo Date: E]. E]E]

Diagnosis: | | o) Praviously covered by any other Mediclalm/Health | . [ves [Ino

T i [ o o o

DETAILS OF INSURED PERSON HOSPITALIZED::

avme:  COECEEEECOOOCOCICOCOECIOOEE RO O00O000000EEEREOOO

b) Gender msle [] Femate [ ] c) Age years [ ][] Monthe [ ][] o) Date of Birth A EEIEIE

¢) Relationship to primary Insured: Self [_]  Spouse[ ] Chitd [ ] Father [ ]  Mother [ ] Other [ ](Please specity) |

flOccupation  Service [ ] Self Employed[ | HomeMake{ |  Studemt []  Retired [] Other [](Please Specity) [

g adaress (it ament rom avove) : [ ]I 11O OO0 0000000000000 00000000
OO0OCO0O00O0000000 0000080000000 00000000000
en: OO O0O000000000 00000 s--CO00000000 0000000000
pincose[ JJCJCICIET  emenene: 11110000 ] emstio] J

o3s I -~ouois I o0 N ovoudois N ovouwo3s I o vouo3s I vivouods I

QETAILS OF HOSPITALIZATION::
a1 ame ot osotal e mies: ]I 00000000000 000000000000000000
b) Room Category occupied: Daycare [[]  Single occupancy [] Twin sharing [} 3 or more beds per room [_]
o) Hospitalization due to:  Injury (] tiness (] Matermity (] ) Date of njury  Date Disease first detocted MDate of Delivery: -- [EOE e
ooseotosmanon: (] [ [T 4w [ oo otoucnwge: (I OO w00 00
1) Winjury give cause:  Self inflicted[ ] Road Traffic Accident [] Substance Abuse / Alcohol Consumption [_] nlmm O ves e
ii) Reported to Police [] Yes [[] No i) MLC Report & Police FIR attached [ ] ves [] No  J) System of Medicine: |
DETAILS OF CLAIM:
8) Details of the Treatment expenses cluimed Clalm Documents Submitted - Check List:
I, Pre-hospitalization expenses RQ.DDDEDDD il. Hospitalization expenses Rs. DDDDDED D Claim form duly signed
i) Post-hospitalization exp "’DDDDDDD iv. Health-Check up cost: Rs. DDDDDEI: [] copy of the clsim intimation, if any
Sy SAT—— «~O000000 e OO0 » OOO0000 Gt
Tots o OOOCO0T G v o popeentRece
vil, Pro-hospitalization pariod: asys 1] vili. Post-hospitatization period:  days | JL_JL_J [ Hosphsi Discharge § y
b) Claim for Domiciliary Hospitalization: O ves [J %o (if yos, provide details in annexure) [ pharmacy il
c) Detalls of Lump sum [ cash banefit claimed; [[] Operation Theater Notes
1, Hospital Daily cash: /. [0 il, Surgical Cash: . [0 O ece
ill. Critical Niness banefit: /. [JJCICICOCIC] w Convalescence: w1000 g ?.::::; :::::::;m:z;::‘c‘
v. PrefPast hospitalization Lump sumbenett: Rs. [ [ I wiowes: [J[J] = (IO = érc'::,'r lisgr:r::;um
Total e JOICICICIEIE] O otners

DETAILS OF BILLS ENCLOSED:
SI. No.| Bill No. Date Issued by Towards Amount (Rs)

1 . M i |y y Hospital mall Bl

?; Pre-hospitalization Bills: Nos

Post-hospitalization Bills: Nos

;- oh Rills

6.

.

10.
DETAILS OF PRIMARY INSURED'S BANK ACCOUNT::
are:  [(JOIO0OC00 00000 v acceunt omber: ][] OO0 000000
aeankhame ana erane: ][]0 OO OO O OO0 00 00000000 0000000000000 2 3
d) Cheque J DD Payable datails: ] awsceese: ]I CIO1O0OOO0O 000 00 5 .

(IMPORTANT: PLEASE TURN OVER)



DELARATION 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-hosplitalization claim, If any

pate [Z][] I 3

| Signature of the Insured

I ouoss .

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

b) Sl. No/ Certificate No.

Enter lhc social Insurance numbor or the certificate
num

c) Company TPA ID No.

As allotted by the oraganization

Enter the TPA ID No.

Licence number as allotted by IRDA and printed
in TPA documents

d) Name

&)  Address

Enter the full name of the policy holder Sumame, First name, Middle name |
W Include Street, City and Pin code

SECTION B -DETAILS OF INSURANCE HISTORY

a) Currently covered by any other Mediclaim /
Health Insurance?

Indicate whether currently covered by another Mediclaim
/ Health Insurance

Tick Yes or No

b) Date of commencement of first Insurance
wi t 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 Inception of the contract?

Indicate whether hospitalized in the last four years

Tick Yes or No

Date

Enter the date of Hospitalization

Diagnosis

Use mm-yy format

Enter the diagnosis details

Open Text

a) Previously coverad by any other Madiclaim /
Health Insurance?

Indicate whether previously covered by another
mediclaim / Health Insurance

Tick Yes or Noe

N Company Name

Enter the full name of the Insurance Company

Name of the organization in full

SECTION C -DETAILS OF INSURED PERSON HOSPITALIZED

Sumame, First name, Middle name

a) Name Enter the full name of the patient
b) Gender Indicate Gender of the patient Tick Male or Female
<) Age Enter age of the patient Number of years and months

d) Date of Birth

Enter Date of Birth of patient

Use do-mm-yy format

a) Relationship to primary Insured

Indicate relationship of patient with policyholder

TIick the right option, 1T others, please specily

f) Occupation

indicate occupation of patient

TICK The ngnt opuon. 1T omars, ploase spaaty. |

q)  Address Enter the full postal address Tnclude Street, City and Pin coge |
h) Phone No. Enter the phone number of patient Include STD code with telephone number
1) E-mailID Enter e-mail address of patient Complete e-mall 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) Date of injury/Date Disease first detected /
Date of Delivery

Enter the relevant date

Use dd-mm-yy format

@) Date of admission

Enter date of admission

Use dd-mm-yy format

fn 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) I 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

) 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

In rupees (Do not enter paise values)

c) Details of Lump sum/ Cash benifit claimed Enter the amount claimed as lump sum / cash benefit

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
by  Account Number Enter the Bank account number As allotted by the Bank
<) Bank Name and Branch Enter the Bank name along with the branch Name of the Bank in ful

c) Cheque/ DD payable details

Enter the name of the beneficiary the cheque / DD should
be made out to

Name of the individual / organization in full

c) IFSC Code

Enter the IFSC code of the Bank branch

IESC 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.




Tor AR Y e sfRear fafaes CLAIM FORM - PART B

TO BE FILLED IN BY THE HOSPITAL
HEALTH INSURANCE TPA OF INDIALTD. The issue of this Form is not to be taken as an admission of liability

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

(To be Filled in block letters)
DETAILS OF HOSPITAL

4) Name ofthe hospita DDDDDDDDEIDDE]E]DDDDDDDDDDDDDDDDDDDDDDDDDI
b) Hospital ID: CCCC0cccc c) Type of Hospital:  Network:[_] Non Network:[_ ] (1f non Network fill section E)

&) Name of the wreating doctor: [T ][V ] (5] (2] 4 EICI OO OEM EE DO FHECOCOMAE EEECCEEAEC §
o) Qualification: 1 Registeation No. with state Coce: [ | [ |[ [ I IC1[C] aenenene. 1] 1JIIICICICT 2

DETAILS OF THE PATIENT ADMITTED

s amerwen. OEEEEEEEOC0OO0E0EEE0EEDEO0E0EEOEOEEEED
) 1P Registration Number: [ ][] JCJCICJ[C[C]  crcender: mate[] Fematle[] o Age: Years: [T ][] Montns[ ][] ) Date of birtn: [5 [T ] FIE]
) Date of Admission: @@ [FE] emme[HE]  [F)[H] 1) Date of Discharge: nrime: [H)[H] R[]
)) Type of Admission Emergency[ ] Planned[ ] DayCare [[] Matemity[ "] ¥) it Matarmity  (}Date of Dellvery: [Cel] ) Gravida status: [ [ ][]
1) Status at time of discharge: Dischargetohome [ ] Discharge to another hospital [ ] D 4[] m) Totsl claimed amount DDDDDDD

DETAILS OF AILMENT DIAGNOSED (PRIMARY)

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

1prmary oingnosis [ [(JJ(J (] { et [ ]C1CICICICIC]
i adasionas visgnesis: [ ][I I D weeeeawnz [ ]CICICIC]
ii. comersaiies [ [JCC]LICICT L CUL I | | [ |
w.comomianes [ (I iv. Dtails of procedure:

|
|
[
[
|
[

onowoas N ¢ 101L03S

|
|
|
|
|
|
|
]

c) Pre-authorization obtained: [JYes [[] Mo d)Pre-authorization Number: DDDDEDDDDDDDD

&) i authorization by network hospital not obtained give resson: | ]
1) Hospétalization due to injury:[_] Yes ] Ne L If Yos, give cousa Seitdnficrod ] Road Traffic Accidant ] Substance abuse | alcohol consumgption []
ii) If injury due to substance sbuse | alcohol consumption, Test conducted to establish this [_] Yes [] Mo (M Yes, attach reports)  iil, It Medico legal:[_]Yes [T] No  iv. Reported to potice [ ] Yes [] Mo

verno. 110 OO0 ¥I. It ot reported to police ghve reasen: | ]

CLAIM DOCUMENTS SUBMITTED - CHECK LIST

[] claim Form duty signed [0 irwestigation reports

[[] original Pre-suthorization request [ cUMRUSGMPE investigation reports

D Copy of the Pre-authorization approval letter D Doctor's refarence slip for investigation

[] Copy of Photo 1D Card of patient Verified by hospital O ecs

[[] Hospital Discharge summary [ Pharmecy vills

[] Operation Theatre Notes []  MLC reports & Police FIR

[ Hospital main bill [0 ornginal death y from hospital whare applcabl
[] Hospital breakup bil [ Any otwe, plesss specify

ADDITIONAL DETAILS IN CASE OF NON NETWORK HOSPITAL (ONLY FILL IN CASE OF NON-NETWORK HOSPITAL)
sreesamnonal 111 OO0 0000000000000 0000000000000000000
O0O000000000000000000000000000000000000

ar O OO OO0O0O0O0O0000000= OOO0O0000000oodoonon
pacose: (]I 0T wiemenene OO O OO OO0 erregsatcane wansascos: 1] OO0

d) ospital PAN: OO0 CC0C ] omumber of impatientbees [ ][] 0 Faciities availstie inthe hospitt -~ 1oT [ Jves [] Mo iiicu [ ves [ No

. Others: [ |

DECLARATION BY THE HOSPITAL

We hareby declare the information furnished in this Claim Form is true & corract 1o the best of our knowladge and belief. If we have made any false or untrue PP ion or I t of any matarial fact,
our right to claim under this claim shall be forfeited.

owe: [E][0] [ME HME

Place: | | Signature and Seal of the Hospital Autherity:

I 4 vowoss I O ~olo3s




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

DATA ELEMENT I 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 1D Enter 1D number of hospital As allocated by the TPA
<) Type of Hospital Indicate whather in natwork or non natwork hospital Tick the right option
<) Name of treating doctor Enter the name of the treating doctor Name of doctor in full
e) Qualification Enter the gualification 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
Q) Phone No. Enter the phone number of doctor Include STD code with telephone number
SECTION B - DETAILS OF THE PATIENT ADMITTED
a) Name of Patiant Entar the name of patient Name of patiant in full
b) IP registration Number Enter insurance provider registration numbaer As allotted by the insurance provider
<) 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
i Date of Admission Enter date of admission Use dd-mm-yy format
Q) Time Enter Time of admission Use hih.mm format
h) Date of Discharge Enter date of Discharge Use dd-mm-yy format
1) Time Enter time of Discharge Use hh:mm format
1 Type of Admission Indicate type of admission of patient Tick the right option
k) If Matermity
Date of Delivery Enter Date of Delivery if matermity Usge dd-mm-yy format
Gravida Status Enter Gravida status if maternity Use standard format
1) Status at time of discharge Indicate status of patient at tme of discharge Tick the right option
M) Total claimed amount Indicate the total claimed amount In rupeas (Do not enter palse values)
SECTION C - DETAILS OF AILMENT DIAGNOSED (PRIMARY)
a) 1ICD 10 Code
Primary Diagnosis Enter the ICD 10 Code and description of the primary diagnosis Standard Format and Open text
Additional Diagnosis Entar the 1ICD 10 Code and dascription 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) ICD 10 PCS
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
Procedura 3 Entar the ICD 10 Code and dascription of the third procadure Standard Format and Open text
Details of Procedure Enter the delails of the procedure Open taxt
<) Pre-authorization oblained Indicate whether pre-authorization obtained Tick Yes or No
d) Pre-authorization Number Enter pre-authorization number As allotted by TPA
@) Hauthorization by network hospital not obtained, give | Enter reason for not obtaining pre-authorization number Open taxt
reason
n Hospitalization due to injury Indicate if hospitakzation is due 10 injury Tick Yes or No
Cause Indicate cause of injury Tick the right option
ifinjury due to substance abuse/alcohol consumption | Indicate whether test conducted Tick Yes or No
test conducted to establish this
Madico Lagal Indicate wheather 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

c) Registration No. with State Cod Entar the registration number of the Hospital obtained from local As allocated by the City Corporation / Municipality
body like 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

1)

ahl,

Faciities

In the hospital

Indicate facilities lable In the hospital

Tick the right option. If othars, please specify

SECTION F - DECLARATION BY THE HOSPITAL

Read dedaration carefully and mention date (in dd:mmyy format), place (open text) and sign. and stamp




ted Ay 2 3T 3 fafiee
HEALTH INSURANCE TPA OF INDIA LTD.

Registered and corporate office :Health Insurance TPA of India Ltd.,2™ Floor, Majestic Omnia Building,
A-110, Sector 4 Noida, Uttar Pradesh - 201301.

CONSENT FORM

From:
Patient’s Name and address:
Policy no:

Hospital IPD no:

To:

Hospital Name:

Madam,/Sir,

| hereby authorize TPA representatives/Investigator free and unlimited access to seek medical
information {Indoor case papers, reports, documents, including photocopies thereof pertaining my
admission / treatment) from any hospital / medical practitioner from which or whom | have at any
time sought or shall seek medical attention concerning any disease/ sickness, ailment or injury,
which affects my physical or mental health.

Yours faithfully

Signature of the Patient/Insured



