\-i-) Health Assist

INSURANCE TPAPVTLTD
Annexure |l

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 notto be taken as an admission of liablity

DETAILS OF PRIMARY INSURED:

aroioyto: [ ][] OO OO OO OO OO wstse certfeaere. ] ICCICICICICC]

acemar/TPAIDN [ 0O0O00O000O0OC00O000C]

arame:  [C][C][E]V]RIMAMEICCICCOCOEDE G EC N ERME O MO RIEE O A mME OO

sacess [ ] 11100000000 00000 00000000000 0000 000000
OOO000O00000000000000000000000000000004d0o4da
| O O
pacade [ JJCICICICT et 111 IO CICICI [ JEmat 0 ]

o) Currenty covered by any oher Madiclaim /Heaith Insurance: [ ] Yes [] No  b) Dato of commencement of frst Insurance wihout break: [ 0] [0 ] [EE]

stmemmmm JOOO00000000000 e+ 00000C00000000000000

Suminsured (Rs.) DDDDD[:IDd‘,fhveyoubeenhom!akednmelasﬂwryeasshcemomtmollhemad? [CIves [Ino Date: [W][M]

Diagnosis: | 1 &) Previausly y any ofher Medidaim /Hezith : Oves Cne

I I I

ateme: [ C]EIREIMAMEIDOOODEDEEENOMERMEIDOMOR EMREDMAREDCOO

b} Gender mae [ Femde [ ] c)Age years Months [W][] ¢ DateotBin [0][0]  [a][m]

¢ Relafonshi to Prmary nsured:  Set || spouse[ | Cnid [] Faer ] momer ] Omer [ ] (Peasespecty [

NOwupaton  Sevice [ | SerEmpoyed [ | HomeMare] |  Swoeat [ | Reued [ ] otmer [ (Peasespedty |

ansessratienemabove): ][] IO OO0 OO 00000 000000000000000
OOoOO0OO000O00000000000 000000000 000000000400
cx[JOO00O0000O000000000000 ==O00000000000 0000000
e JC]CJCICIC  menene OO0 OO CC] I emare] ]

03s NN NOILL3IS I S NOiLOZS I oNOoIL3S I O NOLO3S N S NOuO3S NN v NOILO3S N

DETAILS OF HOSPITALIZATION: :
ammamsensenne. (00000000000 0000000000000000000000
b) Room Categary occupiedt: Daycere []  Sngeoccupancy [ Twin sharing ] 4 ormore beds perroom []

¢| Hospitalzation due te: Injury ] liness [0 Matemiy [] d) Date of injury / Date Disease first detecied /Dateof Deivey: [D][0] [M][m]

¢ bateofAdmisson: [0][0]  [W][M] nmme [F][H]  [W][H] g)Dateof Dscrage:[D][0]  [W][W] mTme: [H][7] : [W][H]

1) Winjury give cause:  Selfirflicied [ Road Taffc Accdert [] Substence Abuse / Akshdl Consurmption [ 1) liMedico legd  [] Yes[] No

AReprtedtoPaie [1 [ il MLC Report & Police FIRattaced ] Yes[] No l System of Nedicine: |

DETAILS OF CLAIN:

8 Delilkof be Trammalexpanses caimed Gaim Documants Submitted - Check List:

|. Pre -hospiaization expenses r. JCJOICCCIE] - Hospramawn expenses /s [ ][] IC] ] Ctaim ferm duly sgned
if. Post hospitabization expanses re. [J]CICICICICE] v Heatrcheck up cost: re JOOOOICIC] B coerottie caminimaton fany
v. Amblance Charges: r (OO0 womesiese 1] e (IO [ Hospital Main B

[C] Hospital Breat-up BY

Total re OICCCICC] - L
vi. Pre-hosptaizaton perioc ay ][] vik. Post-hosptatzaon perioe: days || ][_] g m?;ﬁum
t) Glaim for Domicliary Hosplalizaton: [ YesINo (1 yes, provide detas in anncrurs) ] Phamay 8
) Detais of Lump sum / cash benefit claimed D Operation Theater Notes
o sO000000 emce  » 0000000 O |
K. Crtal Bness beneft: w OOO0C00]  commescence s OO0OO00O0 gmﬁm’m‘?ﬁ&
v Pre/Post hospialzation Lumpsum tenefit: Rs. DDDDDDD vi. Others: DDD Rs. DDDDDDD D wrg&ms

Total R O0OO0OO0O0 3O oves
DETALS OF BILLS ENCLOSED;
Si. No| Bill No. Date Issued by Towards Amount (Rs)
1. D] D] M M [Y Y Hospital main Bil
2 Dol M w[Y[Y Pr zaton B Nos
3 Dl o]l m| m[Y]Y Post-hasptalzation Bils: Nos
4 ol o| M w|Y|Y Pharmacy Bils
5. ool mw[Y]Y
6. plolmm[Y[Y
7 plolm{m|Y]Y
: SEICITIERE
10. DlD|ImMIm|Y |Y
DETAILS OF PRMARY INSURED'S BANK ACCOUNT:;
arn OO0 OO waccontumbe: [ ][] OO OO OO O
gmmname o seancr: [ ][ L 1CICICIC] CIOIOOIOO0000 OO0OO0O000 0000000000 OO0 8
&) Choque/ DD Payabio dotals: | | enrsceede: [ (IO 0D0O00010 OO0 i

(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 knoewledge and belief. If | have made any false or untrue statement, suppression
or concealent of any material fact with respect to questions asked in refation to this claim, my right to clam reimbrusement shal be forfeiled, | also consent & authorize TPA/
Insurance Company, io seek necessary medical informaticn / documents from any hospital / Medical Practitioner who has attenced on the person against whom this claim is made.
| hereby declare thalt | have included all the bills / receipls for the purpose of this claim & that | will not be making any supplementary clam excepl the pre/post-hospitalization

claim, if any.

Flace:

oate [2][c]  [u][¥]

Signature of the Insured

I H NolLD3Ss I

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

DATA ELEMENT

DESCRIPTION

FORMAT

SECTION A - DETAILS OF PRIMARY INSURED

2)

Policy No.

Enter the policy number

As alotted by the Insurance Company

Enter the social Insurance number or tha certifcats number of

Inception of the contract?

b) Sl No/ Certficate No. sodal fiealth inguisics schems As alotted by the oraganizaton
<) Company TPA ID No. Enter the TPA ID No. ﬂ?&%’o‘c”mgf alotted 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)  Dateof 1t of first | 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 orgarization in full
Policy No. Enter the policy number As alotted by the Insurance Company
Sum insured Enter the otal sum Insured as per the policy In rupees
d)  Have you been Hospitalzed in the last four years since Ind hether hospitalized in the last four years Tick Yes or No

Date Enter the data of Hogpitalization Use mm-yy format

Diagnosis Enter the diagnosis details Open Text
e) Previbusly covered by any other Mediclaim / Health Indicate whether praviously covered by another medclaim | Tick Yes'orNo

Insurance? Health Insurance
fi  Company Name Enter the full name of the Insurance Company Name of the orgarization 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
€)  Relatonship 0 primary Insured Indicatz relationship of patient with policy holder Tick the right option, il others, please specily
fy  Occupaton indcate occupation of patient Tick the right option. I 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 te the room gory ped Tick the right option
c)  Hospitaiization due to indcate reason of hospital: \ Tick the right option
d) 3:]!::fyinj|.nyDala Disease first detected / Date of Erites W rativant dile Use dd-mm-yy format
e)  Date of admission Enter date of admission Use dd-mm-yy format
fy Time Enter tme of admission Use hh-mm- format
Q) Date of discharge Enter date of discharge Use dd-mm-yy format
h)  Time Enter tme of discharge Use hh-mm- format
1) Ifinjury give cause indcate cause of injury Tick the right option

If Medico legal indcato whether injury is medico legal Tick Yes or No

Reported to Palice indcate whether police report was filed Tick Yes or No

MLC Report & Polce FIR attached indcate whether MLC report and Police FIR atached Tick Yes or No
i System of Medicene Enter the system of medicine followed in treating the patent Open Text

SECTION E - DETAILS OF CLAIM

a) Details of Treatment Expences Enter the amount claimad as t pe In rupeas (Do not enter paise values)
b) Claim for Domiciliary Hos pitalization indcate whether clam is for domiciliary hospitalization Tick Yes or No
<) 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 indcate which supporting documents are submitted Tick the right option

SECTIONF - DETAILS OF BILLS ENCLOSED

Indicate which bilis are encbsed with the amount in rupees

SECTION G - DETAILS OF PRIMARY INSURED's BANK ACCOUNT

made out to

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

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

c)  Cheque! DD payable details Enter: e name o the:tarmiitary the cliequs:/ DD should be Name of the individual / arganization in full

<)

IFSC Code

Enter the IFSC code ofthe Bank branch

IFSC code of the Bank branch in full

SECTIONH - DECLARATION BY THE INSURED

Read declaraton carefully and mention date (in ddmm:yy format), place (open text)and sign.
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INSURANCE TPAPVTLTD

DETAILS OF HOSPITAL

Annexure Il

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

(To be Filled in biock letters)

9 Nomacf o hosia DDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDI

(0 | |

3) Hospital ID:

¢) Typa of Hospital: Netvork: [] Non Network [ (if non natwerk fill section E)

o Name dietrsairg oo [ (s ][0] =] W] M MEI O OO OFEMNREENOMNRMEOOMOREMNEDMNEMFED g 3

€) Qualification

DETAILS OF THE PATIENT ADMITTED

nRegstaton o winsaecoce: [ [ JICICIC] oo [0 2

a) Nama of the Patiant:
o PRegitmton umber: (][] JLICICICIC]
lfe]  [w[«]

1) Date of Admission:

1 Type of Admission;

DETAILS OF AILMENT DIAGNOSED (PRIMARY)

LOEMEMEMECOOOOEMFREEALOMNEMEDOLMEAE EMEOMEAEED

¢)Gender Mde[ ] Female []
9) Time E] IEE
Emergency ] Plaared [] DayCare [] Matemiy []

) Stats attmeofdischage:  Dischamgetohome []  Discharge toanoter hosptal []  Deceased ]

0 Age: Years o[ W] (W] o) oute ot [T][2]  [][¥]
noseotDsce: [0][3]  [u][v] yrme: [H][H]  [w][u]

o Date ot Denery: [ 0] (0] [w][] nomiasaus: [ ][]
OO0OC0O0OO

K I Nateraity

m) Teta! caimed amount

5 — W i — Bl
s OO0 | | | e OOOOOO0O | |
oo (OO0 | | | e DOOOOOO | |
tomsan: OOOO0CO | || wres 0000000 | |
o (000000 | | | ot | |

¢) Pre-authorization obtaned:

[Oyes [INo  ¢)Pre-autnodzation Number:

0

€) I authorization by netwok hosptal not obtained, give reason I

) Fospitalzation dustoimjury. [ 1Yes [ No | 1iYes, give cause

ii) I injury due to substarce abuse/ aloshol consumption, Test conduciod to establsh this

vemte, [ 111 COICICI0IOICI0

CLAIM DOCUMENTS SUBMITTED - CHECK LIST

v I not regorted o palice gve reason: [ I

Salfnficed[] Road Traffic Accident [] Substance abuse / akonol O

[J Yes []No (Yes atachreperts) i, If Modios lega: [ ] Yes [] No iv.Reported toPoice [Yes [] No

Clam Fom duy signed

Onginal Pre.authorzafion requast

Copy of he Pre-auorzaton approval letier

Copy of Photo 1D Card of patient Verified by hosodtal
Hospdal Discharge summary

Operation Theatrs Noles

Hospital man bal

Hospital break-up bil

Oo0ooooooo

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

Investigation epors

CTMRUSGHPE investigation repods

Doxtor's referance shp for mvestigation

ECG

Pharmaxy bills

MLCrepors & Poice FR

Origingl death summary from hospita whese appicabie
Any oher, please specily

o0o0Ooooao

scesarrerosts [ ][ 110 1C1C1C1C1O101C10I0 0000000 O00O0O0O0O0O0O00O0O0O0O0O0O0001010]
O o [

e OOOO0OOOOO0OOCCICIE] se
LT | O O

OOOOOOO 000 «vemeeotepasevess: [T b racites svasveinte rosoa

pacose: ][ 1ICICIC]

o) Hopial PAN:

O O
o RepsratonNowin stateCode: || [ [ 1JCJ 1]
o1 Clves [ o wicy Clyes T e

i Others. I

DECLARATION BY THE HOSPITAL

(PLEASE READ VERY CAREFULLY)

that the fumished n i¥s Caim Form s tne & coned b e best of ow kaowledge and bedz(. If we have mace any fase or unt iy o

ow ncmochn under his ciaim shall be forfeded.

Dak:

] MM

Pae: |

of any materal b,

Sarature and Sealof the Hosoital Authority:

N 5 NOLLD3S I - NOILO3S I  C NOUO3S I O NOLLOZS I S NOIL03S




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

DATA ELEMENT DESCRIPTION FORMAT
SECTION A - DETAILS OF HOSFITAL
a)  Name of the hospital: Enter tha name of hospital Nama of the hospital in full
b)  Hospital D Erter ID numbier of hospital As allocated by the TPA
t}  Type of Hospital Indicate whether in netwark or non netwerk hospital Tick the right opticry
c)  Name of trealing docior Enter the name of the treatng doctor Mame of doctar n full
e)  Qualificaton Erter the qualification of the freating doctor Abbreviations of educational qualificatons
f)  Registration No. with State Code Enter the registration number of the coctor along with the statecode | As allocated by the Medical Council of India
g)  Phone No. Enter the phene number of doctor Include STO code with telephone number
SECTION B - DETAILS OF THE PATIENT ADMITTED
a)  Name of Patiert Enler the name of patient Name of patientin full
b) P ragistration Number Enferinsurance provider registzation number As allotted by the insurance povider
c)  Gender Indicate Gender of tha patient Tick Make or Femele
d)y  Age Entar age of the patient Number of yaars and months
a)  Date of Birth Enter date of birth Use dd-mm-yy format
f)  Date of Admission Enler data of admission Use dd-mm-yy format
g) Time Enter Time of admis sion Use hh:mm format
hy  Date of Discharge Enter date of Discharge Use dd-mm-yy farmat
T iJ_ Tine | Entsr ime uf-D;harge Use bh:mm format
i) Type of Admission Indieate type of admission of patiant Tick the right opfion
k) IfMatemity
|. Data of Dalivery Enter Date of Defivary if maternity Use dd-mm-yy format
ii. Grawvida Status Enter Gravida status if maternity Use standard formal
I} Status at ime of dscharge Indicate status of patiant at tima of discharge Tick the right option
M} Total caimed amount Indicate the total claimed amount I rupees (Do not anter paise values)
SECTION C - DETAILS OF AILMENT DIAGNOSED (FRIMARY)
| cD10Cose I
Primary Diagnosis Entarthe ICO 10 Cade and description of the primary dlagnosic Standard Format and Open lext
Addtional Diagnosis Enter the ICD 10 Code and description of the additional diagnesls Stardard Format and Open fext
Co-morbidites Enter the ICD 10 Code and descriptien of the Co-morbdities Standard Format ardd Open text
b)  ICD10PCS
Procodurs 1 Entar the ICO 10 Coda and description of the first proceduna Standard Format and Open text
Procedure 2 Enter the ICD 10 Code and descripticn of the second procedurs Standard Format and Open fext
Procedure 3 Enter the ICO 10 Code and deseription af the third procedire Standard Format and Open text
Datails of Procedum Enter the details of the procedure Open lext
c)  Pre-authorization obtained Indicate whether pre-authorization obtained Tick Yes or No
d)  Pre-authorization Number Enter pre-autherization number As allotted by TPA
e} Ifauthorization by network hospital not obtained, give reason|  Enter reasen for net oblaining pre-authorization number Open fext
fl  Hospitalization due to injury Indicate if hospitalizafion is due to injury Tick Yes or No
Calse Indicate cause of injury Tick the right option
el e e Indicate whather test carduciad Tick Yes or No
Madico Legal Indicate whether inury is medico legal Tick Yes or No
Raporied to Police Indicate whather police raport wes filed Tick Yes or No
FIR No. Enter first information report number As issued by police authrifies
Ifnot repotted to police, giva reason Enter rezson for net reparting to palice Opan taxt
SECTION D - CLAIM DOCUMENTS SUBMITTED-CHECK LIST
Indicate which supporing d ts are submitt
SECTION E - DETAILS IN CASE OF NON NETWORK HOSPITAL
a)  Address Enter the full postal address Include Street, City and Pin Coda
b)  Phone No. Eriter the phone number of hosplial Include STD code with lelephone number
5)  Registialion No. with Stale Code mséigacrjfp“i‘r;auﬁ”!”h:?nbl;rpgfig’e Hospital obtained from local body| . oted by the Gily Gorperation/ Muricipality
d) Hospital PAN Enter the parmanent account number As allocated by the Income Tax Depariment

2)

Number of Inpatient beds

Enter the number of inpafient bads

Digits

Faciliies avalable in the hospital

Indicate facilities available in the hospital

Tick the right aption. If others, please specify

SECTION F - DECLARATION BY THE HOSPITAL

Read ceclaration carefully and mention dale (in dd.mm:yy format), place (open text) and sign, ard stamp




