TR v aife shear fifies CLAIM FORM - PARTA'to '
& sre 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:

aPotiey No: [ [ L ][I M OC I LTI byt NedcertifateNe- [ 1L 1L LI ICICIC L]

o) companyreain o [ 1L [ ]I IO IO

atame: [ [ ][I EOO OO O M ECEE O MM E O OO0 OO DO OM A E OO0

eaciress: [ ][] OO OO0 OOOO OO OO0 OO0 OO0 000000000000
I
S E I
Pin Code:E”:”:”:”:”:l PhoneNo.:DDDDDDDDDDDD Email ID:

DETAILS OF INSURANCE HISTORY:

a) Currently covered by any other Mediclaim / Health Insurance: |:|Yes |:| No b) Date of of first | without break: I:”:l I:”:l E”:”:”:'

otfyes, company name: [ ][ [ 1L JL I ICICICICICITI ] ety [ ]I OO

Sum Insured (Rs.)E”:”:”:”:”:”:l d) Have you been hospitalized in the last four years since inception of the contract? |:|Yes |:|No Date: E”:l E”:l

Diagnosis: | | ¢) Previously covered by any other Mediclaim/Health insurance: [CJves [Ino

atyes companymeme: ] ]I 0000000]

DETAILS OF INSURED PERSON HOSPITALIZED::

alame: [ WERIMAMECODOOOOMNR CEHEEEME DDOO00DDDOMEMECC]

b) Gender Male |:| Female[l c) Age years Ell:l Months E”:l d) Date of Birth I:”:l I:”:l DE”:”:'

e) Relationship to primary Insured: Self |:| Spouse|:| Child|:| Father |:| Mother |:| Other D(PleaseSpecify) |

f) Occupation Service[l SelemponedD Home MakeD Studen(D Retired |:| Other D(PleaseSpecify) |

9)Adaress (i aifrentfrom above) - [ ][ ][ ][I I CICICICI D DO E O OO OO0 O O OO 00D 000000
UOOOOO0000000000 0000000000000 00000000000
T
pin Code[ | [ [ I 1] PhoneNo: [ ][ [ I I [ Emaitio:| |

I onNoiwd3s N < Noilo3s I vnNoi3s I

DETAILS OF HOSPITALIZATION::
a)Name of Hospital where Admited: [ ][ ][ ][ ]I OO DO OO0 0O OO DO OO O D 0000
b) Room Category occupied: Day care |:| Single occupancy |:| Twin sharing |:| 3 or more beds per room |:|

¢) Hospitalization due to: Injury (] Niness [] Maternity [_] d) Date of injury / Date Disease first detected /Date of Delivery: I:l I:l I:l I:l I:l I:l |:| El
e) Date of admission: El |:| |:| |:| |:| |:| f) Time: |:| |:| |:| |:| g) Date of Discharge: |:| |:| |:| |:| |:| |:| h) Time: |:| |:| El El

1) If injury give cause: Self inﬂictedD Road Traffic Accident D Substance Abuse / Alcohol Consumption |:| 1) If medical legal |:| Yes |:| No

anNoiLoas

ii) Reported to Police [ ] Yes [_] No iii) MLC Report & Police FIR attached [ ] Yes [] No j) System of Medicine: |

3s I -Noio3s I 7 Noio3s I

DETAILS OF CLAIM:

a) Details of the Treatment expenses claimed Claim Documents Submitted - Check List:
1. Pre-hospitalization expenses Rs. |:| |:| D D [T i { s. D I:l D |:| Dl:":l [[] Ciaim form duly signed
iii) Post-hospitalization expenses Rs. |:| |:| |:| |:| DDD iv. Health-Check up cost: Rs. I:l I:l I:l I:l I:":":l [ Copy of the claim intimation, if any
v. Ambulance Charges: Rs. DDDDDDD vi. Others (code): |:||:| |:| s. |:| |:| E”:”:":":I U Hospﬁtal Main Bill !
» OOO0000 e
vii. Pre-hospitalization pariod: days |:| |:| El viii. Post-hospitalization period:  days I:l I:“:l [J Hospital Discharge Summary
b) Claim for Domiciliary Hospitalization: D Yes D No (if yes, provide details in annexure) |:| Pharmacy Bill

A

e

c) Details of Lump sum / cash benefit claimed: |:| Operation Theater Notes

1. Hospital Daily cash: Rs. DDDDDDD ii. Surgical Cash: 3 I:l D E”:”:”:“:l D ECG
i, Critical lliness benefit: rRe. [ JJCICICICIC] v Convalescence: . O] © poetors request for ‘""esfigfﬁmm

Reports (I

v. Pre/Post hospitalization Lump sum benefit: Rs. |:| |:| El El DDD vi. Others: |:| El D Rs. El El El |:| DDD g I MRI/ USG / HPE)

[] Doctor's Prescription

Fl
(7

o
I3

Totl e JOIOIOIOIOE] O others

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

1. Hospital mail Bill

2. Pre-hospitalization Bills: Nos

3. Post-hospitalization Bills: Nos

4 Pk Bills

5.

6.

7.

8.

9.

10.

DETAILS OF PRIMARY INSURED'S BANK ACCOUNT::

CLC I | ) aceount Number: [ ][ ][] 111 IO
9 8ank name and a1 OO0 OO0 000 00000000 0000000000000 2
d) Cheque / DD Payable details:l | e) IFSC Code: I:”:H:l DDDDDDDDDD DDD i

(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-hospitalization claim, if any

Date [o][o] [w][w] ML

| Signature of the Insured

H NOILO3S

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 As allotted by the oraganization
number of social health insurance scheme
c)  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 Surname, First name, Middle name
e) Address Enter the full postal addresse Include Street, City and Pin code
SECTION B -DETAILS OF INSURANCE HISTORY
a)  Currently covered by any other Mediclaim / Indicate whether currently covered by another Mediclaim Tick Yes or No
Health Insurance? / Health Insurance .
b)  Date of commencement of first Insurance Enter the date of commencement of first Insurance Use dd-mm-yy-forrmat
without break
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  Indicate whether hospitalized in the last four years Tick Yes or No
years since 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 /  Indicate whether previously covered by another Tick Yes or Noe
Health Insurance? mediclaim / 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 Tickthe Tight option. TT others, please specity. |
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)  Date of injury/Date Disease first detected / Enter the relevant date Use dd-mm-yy format
Date of Delivery
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 Enter the name of the beneficiary the cheque / DD should Name of the individual / organization in full
be made out to

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.




2o THARY AN i sfrear 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

amwmmmDDDDDDDDHHHDDHHHDDDDDDDDDDDDDDDDDDDDDDI
b) Hospital ID: |:| DDDD |:| |:| |:| |:| c) Type of Hospital: Network:l:l Non Network:l:l (if non Network fill section E) @

o Name ofhe westing doctor: | s [ ][] [a] ] (e JL LA I LI [RI s T e f] CE] T ] 0 ol Co) [ [E] L sl [a] ] [E] ]
e) Qualification: f) Registration No. with State Code: |:| |:| |:| DDD |:| |:| g) Phone No. |:| |:| |:| |:| |:| |:| |:| |:| |:| |:| |:|

m
(2}
b=}
o
=z
>
DETAILS OF THE PATIENT ADMITTED I

awmaversn: (JE0ENEENEIDO00EDEEEONEOE00RNDEEOEOEERED
b) 1P Registration Number: ||| |[_J[ I ][ ][ ][] <) Gender: Male[] Female[] ) Age: Years: Months ] [14] ) Date of birth: [0 |[D]  [w][m]

) Date of Admission: [ ][] [m][ ] g) Time: (][] h) Date of Discharge: [ D][ D]  [M][V ] 1) Time: [m][m]
) Type of Admission Emergency[ | Planned[ ] Day Care [ ] Maternity[ ] K) It Maternity  i)Date of Delivery: [ D][ D] ][] i) Gravida status: || [_|[]
I) Status at time of discharge: Dischargetohome [ | Discharge to another hospital [ |  Deceased [ ] m) Total claimed amount |:| |:| |:| |:| |:| |:| |:|

DETAILS OF AILMENT DIAGNOSED (PRIMARY)

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

1. primary Diagnosis || [ [ | ][ J[_][] I | I. Procedure 1: O I I I I |
i. Additional Diagnosis: || [ | |[ ][ J[_][] I | i. Procedure 2: I O I I |
ii. comortiaites [ | [ ][ 1L J[J1[] I | ii. Progedure 3: I I |

iv. Co-morbidities I:’ I:”:l I:l | ” | I:l | | iv. Details of procedure:| |
I | I |

oNoiLo3s I € NOILD3S

c) Pre-authorization obtained: |:| Yes [ ] No d)Pre-authorization Number: I:, I:”:, I:l Dl:l |:| D |:| |:| |:| |:”:|

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

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

ii) If injury due to substance abuse / alcohol ption, 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. |:| |:| |:| |:| |:| |:| |:| |:| |:| |:| vi. If not reported to police give reason: | |

CLAIM DOCUMENTS SUBMITTED - CHECK LIST

Operation Theatre Notes MLC reports & Police FIR

Hospital main bill Original death summary from hospital where applicable

[]  Claim Form duty signed [J  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
D Copy of Photo ID Card of patient Verified by hospital |:| ECG

D Hospital Discharge summary |:| Pharmacy bills

O O

O O

O O

Hospital break-up bill Any other, please specify

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

parssoteossial [ ][ ][ ]I ]OIO0 O OO OOOHODOO0DOO0O0O000O00000004d
{0

S| oo o o | |
Pin Code: |:| |:| |:| |:| |:| |:| b) Phone No. |:| |:| |:| |:| |:| |:| |:| |:| |:| |:| ¢) Registration No. with State Code: I:’ I:’ I:’ |:| |:| |:| |:| |:|

d) Hospital PAN: |:| |:| |:| |:| |:| |:”:| |:| |:| |:| ¢) Number of impatient beds |:| |:| |:| f) Facilities available in the hospital 1.0T |:| Yes |:| No ii.ICU |:| Yes |:| No

ii. Others: [ |

DECLARATION BY THE HOSPITAL

We hereby declare 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 ppression or | of any material fact,
our right to claim under this claim shall be forfeited.

e [0][0] [M[v] [1[]

Place: | Signature and Seal of the Hospital Authority:

N - NoiLo3s I c NoiLo3s




oY TR v 17w i 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



() (U0} aHBHAB,0188] V) AHla [} 304,
MIBRRLM  3»)S)oNIOMINALI @RoYEBBUD
af)MIUBANIVBS @RYGCOIWY MABaHIONIAV
(REVICANNE 3HID \63BUJ

1 Meailcd MoaueM@3 MMaHIOBM HMUIMIWOS GaldsIMl  ©a0@O DM aHIOMBM] Alailag oS
VRO EMEOMINSWIEN) MSaflEINS)IN.

2. (al®lQi@ato 30,000 ©)alW)OS alBlOGH, MIENITWMEUWBHE QANCWVRIW] EME MAIEMEU3 2O(@AROWV]Fo6M)
eIElee)M®. @YU l(@] MCIVHH aleRoAIW] GlAITD QIS 150 O)alWIEM. AOYIN)H:U3, 30a]|E0aUM,HSAV)

&0 AREIWIVWAIDTHE HAICOH]OH 15% @M LIEH)INO).

3. @ERU0aI@IWIG3 @RALAIQIWBS allesloru@es @@ aldlosH LIElenM®. dlailac 24 aemlen)d
af)@leno SDMEalaHy0d @RWIBlEoEMo. @RUDI@IWIGS MIlTd M) @S2 GIM) GUdaHo HBVlo TVOABafla]
al6Mo MBI SMUMIVI@MIMN)o @IGeOE: Q68BN &:$lW)o.

4 H)OOOO 15 HSEHHUB DBB 0B @YUDI@IVIGE CaleMeaEselo @Y @RYGIARNMN@IEM.

5. 6o eIElEn)MTIMIT] MIOY alOWIAN OB IGUE TVAGL IEHHENB®IEM.

1. ©a0@0 aBeHIOMAV Glail.ag) @30S ORWloGando aldds af) al)@ePao®)oal@lafla] Baflglclessmo.
a10dg enil- @R UoYaI(@] GRWIB:OCIBUS al)dlafleEnemam)o, GRWIBHOBIH:S)OS Bajlo @YU AITIWOS
Tuleno GOEINA|S)GOMENE@)AI6M.

(DE®INSVQ MBS AOOIBHWOS GaNIGZO GOl af)S)OD DalEWIWIHH0.0dhWlo GaNdo MVRWOS
moSC.in ag)aM ealsNineaLdlene eiElea)o )

2 301=2Im@3 AWwlmSalodee: avenol

3 @RV @IV BIMBS 6enM@3 nilad (301=1mad ), enilefload @Lan@oes)gg

4 DOYAMYBUB, £106NT HSAVHUB,aVH0D, 60.V1.EH, af)STVEO @REIVIVAIWHS
a301=IN@3 enilendud/ o138/ 0lealods/ adleilo

5. @010l 308 /al0MBH08 af)aBIAUWIOS EH0a]l

DOMOODBIE DQIOIHNAN HHVlo Gala|0)dUd @INY alOWIAN ANLIDIVODTIGE GRW 2|)HEIS)ELHEBGIEN).

General Manager

Inditrade Insurance Broking (P)Ltd
MES Building, Lissie Junction
Kaloor-682017

Ph.No- 04846714823,
Mob-9633278226

6 ©GWlo Gala|0)H U3 BRVHMM@M B)MBaldW] HICMILNEHHY B3anTTV)POW] NITWH|SEMo.
Phone No-0481-2573850

7. GRO3aI060D ORZWlo Gala|0}dHUd BRWa)HBHIS;OMDIMGUdaHO0 BREAIGHDM MEMISANBB GaNdo - 2
al)@lafla] 0Sals lle:00lOS Bajlo MVIERe TVaSI®o »HIEC®IENEHHY BanTIIGRIBE GRUEHENBEIEN.

8  SAUNWVISOLI (alWOM U0)(Ud)aUBHM/aIBS] MV)dHla )00 af)aIBHs @RAIR @R(ald000 GIVLAIMO
@RM)atiC1EN)M HOLIVSBAIGRISS RO(@ER DD alRL®] (ald002)88 DMUMD alGlodH LIE1H)EW)
88). MY alFL®IV]OLl GRoMEEBU GILAIMEMIG3 MM AllElE)E:EWI, AOEMASW)EGHEVO 6)21Q))EIUIU3
@R ailaloo MITWee|5aId alle:00] MeeIm  &orlail8omio ML ceaoe@o&ﬂcsces)g} 6830an1aVl@3 @6 IO
@)Ll @RCIYIGEHMBM6.




0L1H0 I)BOMEAWIS M) (VR @an00 -2

(€09 @aNdo n)P@]Lils] GREMIMIICWHM HAV(@:50], IO 63)a0lM, EBAICAIDG:0 ail. 63, EISWo — 04
oM QileNM OO CRW 2PCEEENBMIG)

1. OA(@OTVMo © teeeeeeeesesesssssesse e RRRRERSSH244 4448888214444 12404444 4488844444885

2. Gal® : UDY(UD}aHUBD/ © ettt et e oo et et a ettt et ee et ettt et e et ettt et ettt e e s seseesseeeseenesenen

AUIBS] TUYBHIANEODB [ & oooeeeiviisisssssssiisssssss iR AR AR AR

onil.adl.ag)@3 @rowo © eeeeseeeeesee et eRs e R AR ARS8 AR

3. Ga@3Qilenvo © eeeeeuee e aa AR R
MBI oo

4. OSLINGANEM MAUB .ot BIDOGIEIENUDB: ...t seseseaeene

5. 2OO® T © seresssssssesesssssesssssssssssssssssessssssesssssssssasassaseases QUQAV.rrereernennns

6. 2NDOLICYQ DT i ooooviiiiiiiriiiiivivninsesssnsssssssssssssssssssssssssssssssssess

7. GOLQIMO BRMaHCIB)ON SIS onsssssssess9444941448888RRRRRS429114000 34114888 RRRRRR 8899912400004 8 5 RRRRRRRSSSSS11 400804855 RRRRRSSS

8. @1®UD)al(@]W1G3 maﬁmgom) ool et r et a ettt st s et et ettt b s bbb s s s se et ass et aseas

9. @RYUV)AI@IVI@3 Mlam)o AWlMi210d2 @R ®lo®] ..

10. @QYUD)Al(@IW)OS Gald, CRG3ANRIDMO eemnsesssssssas s

1. 6NITWE |G GOGLIBUY DABHIOMBAT HHMUMIWOS

@3RI MOMIGRISS @RWa] ®TR®I eumnresssssssss s
12. OKVNo ©210® @)
unelo:
OIWIOI o

¢2®3 QilaiGla) GREAIGHNHOM QilaIeEBU3 VBIWINEMM)o MEa|OUd D MSAIGWOS (alWOIM U0)(Ud)aH D
M /18] qV)Hl0 0000 @RS EGTLAIMo  @RM)HC]2|)OB06NEIB1H6)) B WOeEMaN)o/6Nil.afl.ag)@d @Rowo
@REEMAN)o af)MH6) GENIOEDL IO |SISISS@6M).

DSQUD AUNBOIBIWIODS BAUB eceeereeeeerrerreeeesssssssessssessssesssssssssssesssssesssssssssssssssssssssssssssssssssseesssssses
Sl

GaN26Nd MMIA et ee et s st st s st se st st s e st s st e sae s e seesaseasesassaesseesaseasenas

®loo] : aIgsloes avlos

(space for Office use)



	Page 1
	Page 2
	Page 3
	Page 5

