e iy ghen fafee CLAIM FORM - PART A' to *
™ a1 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)

DETAILS OF PRIMARY INSURED: I

aypalieyho:[ [ OIOI DD OO OO CIEI LTI T wstNedGetieate No. [ 11 1L

e cempanyreatn e [ [ OICI IO OO COIE N

dname: [ ][] [EIM M E OO OO A MAEEE O M A E OO OO OO O M M E O]

saseess: [ OO0 00000000O0000O000000000000000000000 &
OOOOO0000000O00000000000000000000000000000 g
G N [

pncose I IICIT] moseec ]I e |
DETAILS OF INSURAMCE HISTORY:
&) Currantly covered by any other Mediclaim | Health Insurance: [ ] Yes [ ] No b Date of commencement of first Insurance without break: [0 ][ 0] [W][7] [M][ ][ 1[7]
atpmsmsmprene OO0 00000 e JO000000000000000000
sum insured (Rs)[_| [ ][ ][] [][][__] 1 Haveyoubeen hospitalized in the lastfour years since incaption ofthe contract? [ Yes [ 1Mo pate: [v][] [][] g
Diagnosis: | | &) Previously covered by any other MadiclaimMealth insurance: [ves [Ine E
&) yes,company name: [ [ ][0 ][] IO ] =
DETAILS OF INSURED PERSON HOSPITALIZED::
e | {5 | S O I
b} Gender Mae | | Female| | c)hgeyears [ |[[] Monts [][] dibsteofiinth []] - [MI[7] 1]
&) Ralationshipto primary Insured:  Selt [_] Spouse[ | Chid [ | Father [ |  Mother [ | Other [ | Please Specity) | |
flOccupstion  Servics | SelfEmployed| | HomeMake[ |  Student [ |  Ratired [ ] Other [ | Please Specity) | | &
alagiress (i airentromabowe) . [ ][] OO0 O00000000 000000000000 &
(N O
wJ000000000000000000 00000000 0000000
T o o I
DETAILS OF HOSPITALIZATION::
I I I I A i [
b} Room Cabgory occupied: Daycae [ |  Single occupancy [ Twin sharing [_] 3 ormore bads par room [_| w
¢) Hospitalzation due to:  Injury [ ] Miness []  Meatemity [ | d) Date of Injury | Date Disease first detested Date of Detivery: [ [ ] [ 110 E
e 5 im0 s s O o
1} finjury give cause:  Self inflicted [ ] Read Traffic Aceident [ ] Substance Abusa | Alcoh ol Consumption [ ] I} ¥ medical legal [ Yes [ ] Mo
ii) Reportedto Police [ ] Yes [] No il MLC Repori & Polica FIR attached [ J¥es [ Mo ) Sysiem of Medicine: | |
DETAILS OF CLAIM:
a) Datails of the Treatment expenses claimed Claim Documents Submitted - Check List:
1. Pra-hospitalization axpanses fs. [ | JCIC LI ] i Hospitalization sxpenses  &s. [ [ ][] J[ ][] [J Claimtorm duly signed
i) Post-hospitalization expenses Rs. [ [ ] JCIC O] iwHealth-checkupoost:  Rs. [ [ LI Dc""’m“fh"fi"“"“m"'i“"’
v. Ambulance Charges: re. JOCICICICIE] womeneossr [ ][] 8 CICICICICIC] g::::::" N
Total = DDDDDDD | HuspltalBiIIPay:n-mRmpt m
vi. Pre-hospitalization pariod: days [ ][ ][] vil. Posthospitakzation pediod:  dmys ||| [ ] [ Homial Discharge Summary g
b} Claim for Domiciliary Hospitalization: Cdves [ Mo (if yes, provide details in annexurs) [] Phamacy il m
c) Details of Lump sum / cash benefit claimed: [] operation Theater Notes
Lot Dy it wnOOO0000  ssweces & OOOOOO0 O ece o
lil. Critical Miness benefit: ml:“:”:”:”:“:”:l . Cenvalescence: Rs. DDDDDDD g m&:ﬁ;ﬁ:ﬁfﬁmﬂ
. PrefPost hospltalization Lump sum benefit: Rs. [ [ ][] [ ][]  wiotes: [ [ [ | » [ 111 0 gms&g:ﬁs;m
Tt O =
DETAILS OF BILLS ENCLOSED:
Sl.No.| Bill No. Date lssued by Towards Amount (Rs)
i Hos pital mail Bil
[ Pre-hospitalization Bills: Mos
: nm;tm;na_ jzation Bills: Mos g
:
8
DETAILS OF PRIMARY INSURED'S BANK ACCOUNT::
L T ”

o esnname zns eeanct |11 0] OO OO0 00 OO 000000 OO0 D00 0000 OO 2
) Chaqu DD Payabls detals: T I | A i

(IMPORTANT. PLEASE TURN OVER)




DELARATION BY THE INSURED:

| hereby declare that the information furnished in the claim form is true & cormect to the best of my knowledge and belief. If | have made any false or untrue statament,
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
wham this claim is made. | hereby declare that | have included all the bills / recaipts for the purpose of this claim & that | will not be making any supplementary claim except

the pre/post-hospitalization claim, if any

pate [0][0] [][W] [

| Signature of the Insured

| ELEREH

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)  Palicy No, Enter the policy number As allotted by the Insurance Company

b) Sl No/ Certificate No.

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

As allotted by the oraganization

c) Company TPA 1D No.

Enter the TPA 1D Na,

Licence number as allotted by IRDA and printed
in TPA documents

d) Mame

Enter the full name of the policy holdar

Surname, First name, Middle name

@]  Addrass

Enter the full postal addresse

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
without break

Enter the date of commencement of first Insurance

Use dd-mm-yy-forrmat

¢}  Company Name

Enter the full name of the Insurance Company

MName of the organization in full

Palicy Na

Enter the palicy number

As allofted by the Insurance Company

Sum insured

Enter the fotal sum insured as per the policy

In rupeas

d} Have you been Hospitalized in the |ast four
years since Inception of the coniract?

Indicate whather hospitalized in the last four years

Tick Yes or No

Diata

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
madiclaim / Health Insurance

Tick Yes or Noe

) Company Name

Enter the full name of the Insurance Company

Mame of the organization in full

SECTION C -DETAILS OF INSURED PERSON HOSPITALIZED

a) Mame 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 Tormal

e]  Relationship to primary Insured

Indicate relationship of patient with policyholder

Tick the right oplion, I others, please specify

fy  Occupation

indicate occupation of patient

Tick the right option. T oiNers, please specy.

a)  Address Enter the full postal address Include Sireef, City and Fin code
k) Phone Mo, Enter the phone number of patient Include STD code with telephone number
1y E-mail ID Enter e-mail address of patient Complete e-mail addrass

SECTION D - DETAILS OF HOSPITALIZATION

al  Name of Hospital where admited

Enter the namea of haspital

MNama of haspital in full

b)  Rooem category occupied

indicate the room category cccupied

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

a) Date of admission

Enter date of admission

Use dd-mm-yy format

fi  Time Enter time of admission Use hh-mm- format
g) Date of Discharge Enter date of discharge Use dd-mme-yy format
h) Time Enter time of discharge Use hh-mm- format
1) If injury give cause indicate cause of injury Tick the right opfion

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 attachad

indicate whether MLC report and Police FIR attached

Tick Yes or Mo

i) System of Medicene

Enter the system of medicine followed in treating the patient

Open Text

SECTION E - DETAILS OF CLAIM

al 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 Yesor 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 suppoding documents ars submitiad

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 Numbear

Entar the Bank account number

As allotted by the Bank

c) Bank Mame and Branch

Entar the Bank name along with the branch

Name of the Bank in full

c) Chague/ DD payable details

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

Mame 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.




oo sARY 2w sife sfrear fafies CLAIM FORM - PARTB
HEALTH INSURANCE TPA OF INDIA LTD. ; _TO BEFILLED IN BY THE HOSPITAL

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 of the hospital: DDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDI
b} Hospital ID: I o Type ot Hospital:  Network{ | Non Network: [ ] {f non Network fil section E)

o Name ofthe veatng doctor: [ ][5 |w ][ ] [ ] [ ][] (=] IR (s M A1 ] EE N el o] o] [ [E] I ] (Al (] [E] ] g
o) Qualification: 1) Registration No. with Stae Code: | || |[ [ |[ [ I ][] aremenene. [ [ [ I ICICICICICILI0T ®

DETAILS OF THE PATIENT ADMITTED

apemsaserun:. [ EOE N EEEODCO0OADEEIONEEEOOEOEEODEOEREED
hHPR«gIWﬂinnHm:DDDDDDDD ¢)Gender: Mala[ | Female[ | d}lﬂa:\'m:DDMommDD e}Da‘nofbirth:DD |:||:| DD
tswotsimsion [[]5] [ [F] awe[@E] [E  wowooswe[[ FE] HE v FAE
i) Type of Admission Emergency[ | Planned[ | DayCare [ | Maemity[ | k) If Maternity  {jDate of Delivery: DD DD DD iimmidasmm:DDD
I) Status at time of discharge: Dischagetohome [ | Discharge toanother hospitsl [ | Deceased [ | m] Total claimed amount DDDDDDD

DETAILS OF AILMENT DIAGNOSED (PRIMARY)

anouo3s I o nouods

N 1CD 10 Codss Daserption b 1CD 10 Codos Description
Lpamaryisgnoss [ ][ ][] J ][] wroceturet: [ [ 11O
i Addtonal Diagnosis: || [ ][ 11111 iprocedue2: [ [ JL I I ICIC]
wcomoniases [ [ 111 iwprocsdwe [ ][I ]
wcomomiates [ ][ JICICIC]C] . Detil of procadue:
¢} Pra-authorizaton obained: Clves [0 & Presuthorzationnurwer: [ ][] 1 ICICICICICICICICIE]

8] if authorization by network hos pital not obtained give reason: |

f} Hospitalization due to injury:[_] Yes [ Neo 1. M Yes, give cause Saltinflicted_ Road Traffic Accidenf_| Substance abuse/ alcohol consumption ||

il W injury dus to substance abusa/ alcchol consumplion, Test conducied bo estatiish this: [ Yes [ ] Mo (M Yas, attach reports) i, If Medico legal:[_[Yes [ ] No iv. Reportedtopolia [ | Yes [] Mo

v 000000000  rmimecsts somnaon | |

CLAIM DOCUMENTS SUBMITTED - CHECK LIST

[ Clsim Form duty signed [0  investigation reports

[ original Pre-authorization request [0 CTMRUSGHPE investigation repors

[ conyof the Pre-sutarization spproval letter [[] Doctor's referance siip for investigetion

]  Copy of Phote ID Card of patient Verified by hespital [] Ece

[] Hespital Discharge summary [] Pharmacy bills

|:| Operafion Thesatre Notes D MLE reperis & Police FIR

[ Hospital main il [ Original desth summary from hospital whe re applicale
[] Hospial braskup bill [ Anyother pease specify

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

o I |
e

| e O | O | |
T T L O R

d) Hospital PAN: CICICI ]I ] eiMumber ofimpstisntbeds [ [ ][] fiFaciisesavsisbieintrebasptsl — tor [¥es [] Mo iitcu [ Yes [] o

il Others: [ |

DECLARATION BY THE HOSPITAL

W haraby declare the i nformation fumis had in this Gaim Form is trie & comact to the best of aur knowledge and belief. If we have made any falss or untrue statement, suppression of concaal mant of any material fact,
olir right to claim under this claim shall be forfaited.

oge: [O][E] [M[] [

Place: | Signature and Seal of the Hospital Auhority:

Il 4 nowoas I o nolLoas




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

DATA ELEMENT

DESCRIPTION

FORMAT

SECTION A - DETAILS OF HOSPITAL

a) Mame af 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

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

@) Qualification Enter the gualification of the treating doctor Mobreviations of educational gualifications

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

a) Fhone Ma. Enter the phone number of doclor Includa STD code wilh lelephones number

SECTION B - DETAILS OF THE PATIENT ADMITTED

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

b) IF 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

&) Date of Birth Enter date of birtth Use dd-mm-yy format

fi  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 Dischame Use dd-mm-yy format

)] Time Enter time of Discharge Use hh:mm fomat

il Type of Admission Indicate type of admission of patient Tick the Aght option

k) If Matarmily
Date of Dalivery Enter Date of Delivary if matemity Use dd-mm-yy format
Gravida Status Enter Gravida status if matemity Use standard format

1} Status at time of discharge Indicate status of patient at time of discharge Tick the Aght cption

M) Total claimed amount Indicate the total claimed amount In rupees (Do nat enter paise values)

SECTION C - DETAILS OF AILMENT DIAGNOSED (PRIMARY)

a) 1CD 10 Code
Primary Diagnosis Enter the ICD 10 Code and descriplion of the primary diagnosis Standard Formal and Open text
Additional Diagnosis Enter the 1C0D 10 Code and descriplion of the additional diagnosis Standard Formal and Opean lext
Co-morbidities Enter the 1C0 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
Procedure 3 Enter the 1CD 10 Code and description of the third procedure Standard Format and Open text
Details of Procedure Enter the details of the procedure Opan text

=] Pre-authorization cblainad Indicate whethar pre-authorization oblained Tick Yes or No

d) Fre-authonzation Numbser Enter pre-authorization numbear As allotted by TRA

g)  Ifauthorization by network hospital not obtained, give | Enter rezson far not obtaining pre-authorization number Opean text
reason

f)  Hospitalization due o injury Indicate if haspitalization is due to injury Tick Yes or No

Cause

Indicate cause of injury

Tick the right eption

Ifinjury due to substance abuse/alcohol consumption

tast conducted to establish this

Indicate whether test conducted

Tick Yes or No

Madico Lega

Indicate whethar injury is medico legal

Tick Yes or Mo

Reported to Police

Indicate whethar palice report was filed

Tick ¥es or Mo

FIR Mo,

Enter first information repart numbear

As issued by police authrities

If not reported to police, give reason

Enter rezson for net 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 addrass Inelude Street, City and Pin Code

b Phane Ma. Enter the phone number of hospital Inelude STD code wilth lelephone number

(4] Registration Mao. with Slate Cod Enter the registration number of the Hospital obtained from local Az allocated by the Cily Carporation /| Municipality
body like City Corporation / Municipality

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

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

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

SECTION F - DECLARATION BY THE HOSPITAL

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




