E‘lﬂ*ﬂ e fifiee CLAIM FORM - PART A' to '
b ey ofe 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 liability (To be Filled in block letters)

NETAN § NF PRIMARY INSIIRED:

a poticy No: [ | 1110000 0O000O0000000O000 wsknercetmeateve. [ 1000

e CompanytPa10 No [ ][J[ I I I JLILIIIICICIOICITIC]

L N N 3§ I 5 8 O 2

LN | | O
OO OO0 0000000000000 000000 0000000000000
I N O smemmmmmmmmmmmmmmmmmmm
pincode:| || ]I phone Ne: [ 1 QOO L] emanmea

DETAILS OF INSURANCE HISTORY:
a) Currently covered by any olher Mediclaim f Health Insurance: || Yes [_| No b) Date of commencement of first Insurance without break: [w][ ] CAed

eptryes,company name: [ ][ [ JL [ JCIC I ICICICICICICT  eorey e LI IO OO
Sum Insured{Rs.DDDDDDDd}HaveyouheenhosplullzedintheIastfcuryearsslncelneepﬂonoftheconlrac!? [J¥es [ 1o Date: E“EI

Diagnosis: | 1 &} Previously covered by any other MediclalmfHealth insurance: D Yes D No

ejttyes, company name: [ [ 1L I JCCIC IO

NETAI S (VF INS|IRFT BERSON HOSPITALIZED::

v OEOEOEDE0000000EE00NEEE000000000EEEEDOD

b) Gander Male || Female [ | c) Age years Months [ ][ 1] d) Date of Birth (][]

e) Relationship to primary Insured: Self [_| spouse[ | Child[ ] Father [ |  ‘Mother [ | Other [_|(Please Specify) I

floccupation  Senvice[_|  SelfEmployed| | HomeMake |  Student [ |  Retired [ ] Other [ ](Please Specity) |

aadaress (i difient romaabove): ][] ] 1110000 000000000 000000000404
N I D O I
ew:[ 111 OO0 00000000000 «=O0000000000000000000d
pincode[ | [[JCICI  Preneno: ][] ] Emaiti:

RETAN § (IE UOSDITAL IZATION:

St I N T o

b) Room Category oceupied: Daycare [ ]  Single occupancy [ ] Twin sharing [] 3 or more beds per room []

BN ownouwoas I = NOU O35 _ v nowoas

¢jHospltalizaion dueto:  Injury (] tiness (] Matemity (] d) Date of injury / Date Dissase first detected /Date of Delivery: [D][ D] g
sousatsmision: 53] [ [E omwe @D @ avsovsewss @5 [H [E swmedm @E
Iy If injury give cause:  Self inflicted[ ] Road Traffic Accident [] Substance Abuse / Alcohal Consumption [ ] 1) ¥medicallegal [] Yes [] No ®
iy Reported to Police [ ] Yes [ ] Ne i) MLC Report & Police FIR attached [ ] yes [] No i} System of Medicine: | |
DETAILS OF CLAIM:
a) Details of the Treatment expenses claimed Claim Documents Submitted - Check List:
I, Pre-hospitalization expenses Rs, D D DDDDD ii. Hospitalization expanses  Rs. D D DDDDD [ claim form duly signed
iy Post-hospitalization expenses Rs. I:l D Dl:“:“:l[:‘ Iv. Health-Check up cost: Rs. |:| [:] DI:":":'[:] [ Copy of the claim intimation, if eny
v. Ambulance Charges: rs CJIOIOIOCE] weetmesieoder: 1] /e IO g T""ﬁa! :a'":'" »
p reak-up
Total R LICICICICICIC ] [] Hospital Bill Payment Receipt i
i, Pre-hospitalization pariod: days [ 1 1[] vill Post-hospitalization period:  days | I[_I[ | L] Hospks! ischarge Sumrmsey ‘:3'
b} Claim for Domiciliary Hospitalization: [ Yes [J no {if yes, provide details in annexure) ] Pharmacy Bill m
¢) Details of Lump sum { cash bensfit claimed: [C] Operation Theater Nates
1. Hospital Daily cash: Re. [ O] i Surgleal Gash: e JIOIOC] B ees _
iil. Gritical liness benefit: Re. [ I IICICIC ] i Gonvalescence: rs. [ I L1 poctore n_aqu:f:;;n;esﬂgaluor::r
v. PrefPost hospitallzation Lump sum bengfit; Rs. I:' |:| I:II:":":”:l vi. Others: I:I |:| ]:l Rs. |:| I:| I:":":[DD g éﬂ:ﬂsfﬂmmn
Total e IOIOICICIOE O others
DETAILS OF BILLS ENCLOSED:
§l. No| Bill No. Date Issued by Towards Amount (Rs)
1 ol ol m| m| v| vy Hospital mail Bill
2. ol o] m| m| v| v Pre-hospitalization Bills: Nos
3 bl ojm) mf viv Posthospitalization Bills: Nos 2
4. ol of m| m] v| v _Pharmary Eille g
5 ol o]l m] m) v] ¥ 2
b. ol of m| m| vl v m
7. pl ol m| mf y|y
8. ol o| m| m] ¥| ¥
9 ol o] wm| wm| v| v
10. pl of wl wml v] v
NETHN S N DRIMADY INSHREN'S BANK ACCOINT-
L I N o ) Aceount Numbver: [ 1[I |11 IO ] @
ssankeme and srancke ][] 1111 OO OO 0000 00000000 0000000000 OO 2
d] Cheque f DD Payable detalls:| 1 epirsccoce: [ ][] 11110 L1003

(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 untrua 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

Date [o][o] [w][u] '

| Signature of the Insured

I H NolLD3s

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 the social Insurance number or the certificate
number of social health insurance scheme

As allotted by the araganization

¢} Company TPA ID No.

Enter the TPA ID No.

Licence number as allotted by IRDA and printed
in TPA documents

d)  Name

Enter the full name of the policy holder

e}  Address

Surname, First name, Middle name

Enter the full postal addresse

Include Street, City and Pin code

SECTION B -DETAILS OF INSURANCE HISTORY

=4

) 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
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

d)  Have you been Hospitalized in the last four
years since Inception of the contract?

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
Indicate whether hospitalized in the last four years Tick Yes or No

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 Insurance?

Indicate whether previously covered by another
mediclaim / Health Insurance

Tick Yes or Noe

} Company Name

Enter the full name of the Insurance Company

SECTION C -DETAILS OF INSURED PERSON HOSPITALIZED

Name of the organization in full

a) MName Enter the full name of the patient Sumame, First name, Middle name
by _Gender Indicate Gender of the patient Tick Male or Female
¢} Age Enter age of the patient MNurmber 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 Tfight option. f O1ers, please speciy.

g) Address Enter the full postal address nclude Streel, 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) MName 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

¢} 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

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

I} Ifinjury 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

i) Systemn 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

¢} Details of Lump sum/ Cash benifit claimed

In rupees (Do not enter paise values)

Enter the amount claimed as lump sum / cash benefit

:ate which 4] ments are submitted
SECTION F - DETAILS OF BILLS ENCLOSED

Tick the right option

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

¢}  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

¢} 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.




2o gvEing v i giear fafies CLAIM FORM - PART B

TO BE FILLED IN BY THE HOSPITAL
HEALTH INSURANCE TPA OF INDIA LTD. 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

L 1 [ O I
b) Hospital ID: I O I ¢) Type of Hospltal:  Networke[ | Non Network:[| (f non Natwork fil section E}

o Name ofthe esing doctor: [ 1[5 | [ ][] [a] [w] [ JLJC L LI CICEDC] CRI G (NI Ll f] [E) ] ) ol Lol () LI [ [al[w] (] (] 2
&) Qualification: f) Registration No, with State Code: |:| |:| |:| DDDD |:| g) Phone No. D DDDDDDDDDD »

DETAILS OF THE PATIENT ADMITTED I

a) Name of the Patient: [ ][ [ s][ u][R] (][] (] CEI IO I 1 CICEIC (RIGS] (3 A N A (] CEI OO v 0 el e el CEl D NI LAl i LD
b 1P Registration Mumber: |_|[_ ][] J[J[CJ[C] <)ender: Male[] Femate[] ) Age: Years: [ ][] Months| W][M] ) Date ot bint:[D |[D]  [][m]

f) Date of Admission: [0 |[D]  [M][W] gTime[H][H]  [w][m] h)Date of Discharge: [D][ D]  [W][W] [¥][y] wvime: [][H] [m][w]
1) Type of Admisslon  Emergency[ | Planned[ | DayCare[ | Matemity[ ] K} If Maternity  1)Date of Delivery: |?||_D| W"m mm i) Gravida Status: D D D
1} Status at time of discharge: Discharge lohome [ ] Discharge to another hospital ] D a[] mTotal claimed amount || [ 1 ][]

DETAILS OF AILMENT DIAGNOSED (PRIMARY)

11338

onowozs I  © NOLLDE S

a) ICD 10 Codes Description b) ICD 10 Codes Description
| Primary Diagnosis Dl:”:”:“ || ||:| I ‘| 1. Procadure 1: D| " ||:|| || ID I
i, adaitional Dragnosts: [ I 1111 I I ipocenwre2 [ ][ ]J[JC] I
it comoiaites [ |[ [ I 1L I 1] I I i.procedure3: [ ][] I ][] I[
ivcomesidiies || L JC 1] | | Iv. Detals of prosedure: ]
[ | !
) Pre-authorization obtained: Oves [N e Preauthorization Number: | [ [
e] If authorization by network hospital not obtained give reason: 1 1
) Hospitalization due to injury: [ Yes [] o LI Yes, givecause  Self-inflictsd_] Road Traffic Accideni_| Substance abuse / akcohol consumption [
i) f injury due to substance abuse f sleohol ption, Test conducted to establish this: ] Yes [_] No (If Yes, attach reports) iil. If Medico legal:[_JYes [] Mo iv. Reportedto police ] Yes [] Mo

v.FIRNn.D |:| D D D DD D [:l D vi. If not reperted to police give reason: 1 |

CLAIM DOCUMENTS SUBMITTED - CHECK LIST

[ Claim Form duty signed []  Investigation reports

[ original Pre-authorization request [  CTUMRUSGMPE investigation reports

[ oy of the Pre-authorization approval letter [C] Doctor's reference slip for investigation "
[] conyof Photo ID Card of patient Verified by hospital ] Ece §
[[] Hospital Discharge summary [] Phamacy bils 2
[] Operation Theatra Notas [] MLC reports & Police FIR o
O Hospital main bi ] Original death summary from hospital where applicable

[] Hospital break-up bill [C]  Any other, please specify

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

aasaretiosial [ [ ]I DD D OOODHOHHOOOHOOO 0000 O0OoOoooooe
EEnEEE e RN

o 10 O000O0000CO00000O000O0O«= OOO0000000000000000
I T I T T T
) Hosgllal PAN: O0O0O0000000 atumber ofmpasentvess [ 1] aFachites avaableinthenossitst .07 [1ves [] No iicu []ves [Ino

lil. Others: 1

DECLARATION BY THE HOSPITAL

‘We hereby declare the information furnished In this Clalm Form Is true & correct to the best of our knowledge and belief. If we have made any false or untrue stat t, suppression or Iment of any material fact,
ourright to claim under this claim shall ba forfeited.

oae:  [0][o] [u][i]

Place: 1 ! Signature and Seal of the Hospital Autharity:

4 noLLo3s




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 MName of the hospital in full
b)  Hospital ID Enter ID number of hospital As allocated by the TPA
g}  Type of Hospltal Indicate whether in netwark or non network hospital Tick the right option
c) Name of treating doctor Enter the name of the treating doctor Mame of doctor in full
e) Qualification Enter the qualification of the trealing doctor Abbreviations of educational qualifications
T} 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
a) Phone Mo. 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
) Gender Indicate Gender of the: patient Tick Male or Female
d)  Age Enter age of the patient MNumber of years and months
e) Date of Birth Enter date of birth Use dd-mm-yy format
) Date of Admission Enter date of admission Use dd-mm-yy format
a) Time Enter Time of admission Use hh:mm format
h) Date of Discharge Enter date of Discharge Use dd-mm-yy format
1} Time Enter tima of Discharge Use hhemm format
iy Type of Admission Indicate type of admission of patient Tick the right option
ky  If Matemity
Date of Delivery Enter Date of Delivery if maternity Use 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 time of discharge Tick the right option
) Total claimed amount Indicate the total claimed amount In rupees {Do not enter paise values)
SECTION C - DETAILS OF AILMENT DIAGNOSED (PRIMARY}
a) 1CD 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) ICD 10 PCS
Pracedure 1 Enter the ICD 10 Code and deseription of the first procedure Standard Format and Open text
Pracedure 2 Enter the ICD 10 Code and deseription 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
g8) [fauthorization by network hospital not obtained, give | Enter reason for not obtaining pre-authorization number Open text
reason
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
Ifinjury due to substance abusefaleohol consumption | Indicate whether test conducted Tick Yes or No
test conducted to establish this
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

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

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

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

) Number of Inpatient bads. 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




3o 3HIRE e A1Te i fafree
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
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