IRDA protocols for the Hospitals

Provider Services- Cashless Facility Admission Procedure

The insured shall be provided treatment free of cost for all such ailments covered under the policy
within the limits / sub-limits and the sum insured, i.e., not specifically excluded under the policy.
The Provider shall be reimbursed as per the tariff agreed under the service level agreement for
different treatments or procedures. The procedure to be followed for providing cashless facility
shall be:

I. Pre-authorization Procedure - Planned Admissions:

1. Request for hospitalization shall be forwarded by the provider immediately after obtaining
due details from the treating doctor in the pre-authorization form prescribed by the Authority
i.e. “request for authorization letter” (RAL). The RAL shall be sent electronically along

with all the relevant details in the electronic form to the 24-hour authorization /cashless
department of the insurer or its representative TPA along with contact details of treating
physician and the insured. The insurer’s or its representative TPA’s medical team may
consult the treating physician or the insured, if necessary.

2. If the treating physician of the provider identifies any disease or ailment as pre-existing, the
treating physician shall record it and also inform the insured immediately.

3. In the cases where the symptoms appear vague / no effective diagnosis is arrived at,

the medical team of the insurer or its representative TPA may consult with treating

physician /insured, if necessary.

4. The RAL shall reach the authorization department of insurer or its representative TPA 7
days prior to the expected date of admission, in case of planned admission.

5. If “clause 3”above is not followed, the clarification for the delay needs to be forwarded along
with the request for authorization.

6. The RAL form shall be dully filled with clearly mentioning Yes or No and/or the details as
required. The form shall not be sent with nil or blanks replies.

7. The guarantee o f payment shall be given only for the medically necessary treatment

cost of the ailment covered and mentioned in the request for hospitalization. Non

covered items i.e. non-medical items which are specifically excluded in the policy,

like Telephone usage, food provided to relatives/attendants, Provider registration fees

etc shall be collected directly from the insured.

8. The authorization letter by the insurer or its representative TPA shall clearly

indicate the amount agreed for providing cashless facility for hospitalization.

9. In event of the cost of treatment increasing, the the provider may check the availability of
further limit with the insurer or its representative TPA.

10. When the cost of treatment exceeds the authorized limit, request for enhancement of
authorization limit shall be made immediately during hospitalization using the same

format as for the initial pre-authorization. The request for enhancement shall be evaluated
based on the availability of further limits and may require to provide valid reasons for the
same. No enhancement of limit is possible after discharge of insured.

11. Further the insurer shall accept or decline such additional expenses within a maximum of 24
hours of receiving the request for enhancement. Absence of receiving the reply from the
insurer within 24 hours shall be construed as denial of the additional amount.

12. In case the insured has opted for a higher accommodation / facility than the one eligible
under the policy, the provider shall explain orally the effect o f such option and also

take a written consent from the insured at the time of admission as regard to owing the



responsibility o f such expenses by the insured including the proportionate

expenses which have a direct bearing due to up gradation o f room

accommodation/facility. In all such cases the insurer shall pay for the expenses which

are based on the eligibility limits o f the insured. However provider may charge any

advance amount/security deposit from the insured only in such cases where the insured has
opted for an upgraded facility to the extent of the amounts to be collected from the insured.

13. Insurance company guarantees payment only after receipt of RAL and the necessary
medical details. The Authorization Letter (AL) shall be issued within 48hours of receiving

the RAL.

14. In case the ailment is not covered or given medical data is not sufficient for the medical
team of authorization department to confirm the eligibility, insurer or its representative TPA
shall seek further clarification/ information immediately.

15. Authorization letter [AL] shall mention the authorization number and the amount
guaranteed for the procedure.

16. In case the balance sum available is considerably less than the cost of treatment, provider
shall follow their norms of deposit/running bills etc. However, provider shall only charge

the balance amount over and above the amount authorized under the health insurance policy
against the package or treatment from the insured.

17. Once the insured is to be discharged, the provider shall make a final request for the pre-authorization
for any residual amount along with the standard discharge summary and the

standard billing format. Once the provider receives final pre-authorization for a specific
amount, the insured shall be allowed to get discharged by paying the difference between the
pre-authorised amount and actual bill, if any. Insurer, upon receipt of the complete bills and
documents, shall make payments of the guaranteed amount to the provider directly.

18. Due to any reason if the insured does not avail treatment at the Provider after the pre-authorization
is released the Provider shall return the amount to the insurer immediately.

19. All the payments in respect of pre-authorised amounts shall be made electronically by the
insurer to the provider as early as possible but not later than a week, provided all the

necessary electronic claim documents are received by the insurer.

20. Denial of authorization (DAL) for cashless is by no means denial of treatment by the health
facility. The provider shall deal with such case as per their normal rules and regulations.

21. Insurer shall not be liable for payments to the providers in case the information provided in
the “request for authorization letter” and subsequent documents during the course of
authorization, is found incorrect or not disclosed.

22. Provider, Insurer and its representative TPA shall ensure that the procedure specified in this
Schedule is strictly complied in all respects.

II. Pre-authorization Procedure - Emergency Admissions:

1. In case of emergencies also, the procedure specified in I (1), (2) and (3) shall be followed.
2. The insurer or its representative TPA may continue to discuss with treating doctor till
conclusion of eligibility of coverage is arrived at. However, any life saving, limb saving,
sight saving, emergency medical attention cannot be withheld or delayed for the purpose
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of waiting for pre-authorization. Provider meanwhile may consider treating him by

taking a token deposit or as per their norms.

3. Once a pre-authorization is issued after ascertaining the coverage, provider shall refund the
deposit amount to the insured if taken barring a token amount to take care of non covered
expenses.



II1. Pre-authorization Procedure - RTA / MLCs:

1. If requesting a pre-authorisation for any potential medico-legal case including Road Traffic
Accidents, the Provider shall indicate the same in the relevant section of the standard form.

2. In case of a road traffic accident and or a medico legal case, if the victim was under the
influence of alcohol or inebriating drugs or any other addictive substance or does intentional
self injury, it is mandatory for the Provider to inform this circumstance of emergency to the
insurer or its representative TPA.

IV. Authorization letter (AL):

1. Authorization letter shall mention the amount, guaranteed class of admission, eligibility, of
the patient or various sub limits for rooms and board, surgical fees etc. wherever applicable,
as per the benefit plan for the patient.

2. The Authorization letter will also mention validity of dates for admission and number of
days allowed for hospitalization, if any. The Provider shall see that these rules are strictly
followed; else the AL will be considered null and void.

3. In the event the room category, if any, is not available the same shall be informed to the
insurer or its representative TPA and the insured. For such cases, if the insured is admitted

to a class of accommodation higher than what he is eligible for, the provider shall collect the
necessary difference, if any, in charges from the insured.

4. The AL has a limited period of validity - which is 15 days from the date of sending the
authorization.

5. AL is not an unconditional guarantee of payment. It is conditional on facts presented - when
the facts change the guarantee changes.

V. Reauthorization:

1. Where there is a change in the line of treatment - a fresh authorization shall be obtained
from the insurer immediately - this is called a reauthorization.

2. The same pre-authorization form shall be used for the reauthorization, and the same
turnaround times as specified shall apply.

VI. Discharge:

1. The following documents shall be included in the list of documents to be sent along

with the claim form to the insurer or its representative TPA. These shall not be given

to the insured.

a. Original pre authorization request form,

b. Original authorization letter,

c. Original investigation repots,
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d. All original prescription & pharmacy receipt etc

2. Where the insured requires the discharge card/reports he or she can be asked to take
photocopies of the same at his or her own expenses and these have to be clearly stamped as
"Duplicate & originals are submitted to insurer”.

3. The discharge card/Summary shall mention the duration of ailment and duration of other
disorders like hypertension or diabetes and operative notes in case of surgeries. The clinical
detail shall be sufficiently and justifiably informative. In addition, the Provider shall provide
all the relevant details pertaining to past treatment availed by the insured in the Provider.



4. Signature of the insured on final Provider bill shall be obtained.

5. In the event of death or incapacitation of the insured, the signature of the nominee or any of
insured’s of the family who represents the insured as such subject to reasonable satisfaction
of Provider shall be sufficient for the insurer to consider the claim.

6. Standard Claim form duly filled in shall be presented to the insured for signing and identity
of the insured shall be confirmed by the provider.

Billing:

1. The Provider shall submit original invoices directly to insurer or its representative TPA and
such invoices shall contain, at the minimum, following information:

a. the insured's full name and date of birth;

b. the policy number;

c. the insured's address;

d. the admitting consultant;

e. the date of admission and discharge;

f. the procedure performed and procedure code according to ICD-10 PCS or any other
code as specified by the Authority from time to time;

g. the diagnosis at the time treatment and diagnosis code according to ICD-10 or any
other code as specified by the Authority from time to time;

h. whether this is an interim or final bill/account;

i. the description of each Service performed, together with associated Charges,

J- the agreed standard billing codes associated with each Service performed and dates

on which items of Service were provide; and.

k. the insured's signature (in original).

2. The Provider shall submit the following documents with the final invoice:

a. copy of pre-authorization letter;

b. fully completed claim form or the relevant claim section of the pre-authorization letter,
signed by the insured and the treating consultant for the treatment performed;

c. original and complete discharge summary in standard form and billing form in the
standard form, including the treating Consultant's operative notes;

d. original investigation reports with corresponding prescription/request;

e. pharmacy bill with corresponding prescription/request:

f. any other statutory documentary evidence required under law or by the insured's policy;
and

g. photocopy of the insured's photo identification (e.g. voter's Smart card/ ID card,
passport or driving license etc).

3. The Provider shall submit the final invoice and all supporting documentation required
within 2 days of the discharge date.

STANDARD DISCHARGE SUMMARY:

1. Components of standardization:

a. List of standard contents in the discharge summary

b. Standard guidelines for preparing a discharge summary so that the
interpretation of the terms in the document and the information provided is
Uniform.

2. Standard Contents of Discharge Summary Format:



a. Patient’s Name*:

b. Telephone No / Mobile No*:

c. IPDNo:

d. Admission No:

e. Treating Consultant/s Name, contact numbers and Department/Specialty :
f. Date of Admission with Time :

g. Date of Discharge with Time :

h. MLC No/FIRNo*:

i. Provisional Diagnosis at the time of Admission:

j- Final Diagnosis at the time of Discharge:

k. ICD-10 code(s) or any other codes, as recommended by the Authority, for Final diagnosis*:
1. Presenting Complaints with Duration and Reason for Admission:

m. Summary of Presenting Illness:

n. Key findings, on physical examination at the time of admission:

o. History of alcoholism, tobacco or substance abuse, if any:

p. Significant Past Medical and Surgical History, if any*:

q. Family History if significant/relevant to diagnosis or treatment:

r. Summary of key investigations during Hospitalization*:

s. Course in the Hospital including complications if any*:

t. Advice on Discharge*:

u. Name & Signature of treating Consultant/ Authorized Team Doctor:
v. Name & Signature of Patient / Attendant*:

* refer to guide notes below:

3. GUIDE NOTES FOR FILLING DISCHARGE SUMMARY FORMAT:

a. The patient’s name shall be the official name as appearing in the insurance policy document and the
attendants should be made aware that it cannot be changed subsequently, because in some cases the
attendants give the nick names which are different from documented names. As a matter of abundant
precaution, all personal information should be shown to the patient/attendant and validated with their
signatures.

b. The contact numbers shall be specifically those of the patient and if pertaining to attendant, the same
should be mentioned.

c. Where applicable, copy of MLC/FIR needs to be attached

d. Desirable not mandatory

e. Significant past medical and surgical history shall be relevant to present ailment and shall provide the
summary of treatment previously taken, reports of relevant tests conducted during that period. In case
history is not given by patient, it should be specified as to who provided the same. Schedule-I11

f. Summary of key investigations shall appear chronologically consolidated for each type of investigation.
If an investigation does not seem to be a logical requirement for the main disease/line of treatment, the
admitting consultant should justify the reason for carrying out such test/investigation.

g. The course in the hospital shall specify the line of treatment, medications administered, operative
procedure carried out and if any complications arise during course in the hospital, the same should be
specified. If opinion from another doctor from outside hospital is obtained, reason for same should be
mentioned and also who decided to take opinion i.e.whether the admitting and treating consultant wanted
the opinion as additional expertise or the patient relatives wanted the opinion for their reassurance.

h. Discharge medication, precautions, diet regime, follow up consultation etc should be specified. If
patient suffers from any allergy, the same shall be mentioned.

i. The signatures/Thumb impression in the Discharge Summary shall be that of the patient because
generally the patient is discharged after having improved. In other cases like Death summary or transfer



notes in case of terminal illness, the attendant can sign, the inability of the patient to sign should be
recorded by the attending doctor.
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STANDARD FORMAT FOR PROVIDER BILLS

1. Components of standardization: Standardization involves three components:
i. Bill Format

ii. Codes for billing items and nomenclature

iii. Standard guidelines for preparing the bills.

2. Format Specified: The bill is expected to be in two formats.

i. The summary bill and

ii. The detailed breakup of the bills.

3. Explanation and Guidelines - Summary Bill

1. The summary format is annexed in the Schedule-IV A

ii. The Bill shall be generated on the letter head of the provider and in A4 size to aid
scanning.

iii. The summary bill shall not have any additional items (only 9)

iv. The provider has to mention the service tax number in case they charge service
tax to the insurance company.

v. The payer mentioned in the bill has to be necessarily the insurance company and
not the TPA.

vi. In case of package charged for any procedure/treatment, the provider is expected
to mention the amount in serial no 9 only. Items beyond the package are to be
mentioned in serial numbers 1 to 8.

vii. The patient/attendant signature is mandatory on the summary bill format shall be as below:

Field Name ' Remarks
Provider Name | Legal entity name and not the trade name
Provider Registration Number Registration number of the provider with

local awhorities. once the clinical
estahlishments (registration and
regulation) bill, 2007 is passed, then
registration number under this act

Address Address of the Facility where member is
admitted. A provider can have more than
one facility.

(1P No Unique number identifying the particular

| hospitalization of the member

Patient Mame Full name of the patierﬁ_ '
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Payer Mame

Mame of the Insurance company with
whom the member is insured. In case of
cash patient then the field is o be lefi
blank. If the bill is raised o more than
one insurer then the primary insurer who
has given cashless is to be mentioned.
The name of insurance company needs fo
be mentionad and nat the TRA,

biembszr address

Full address of the member

Bill Mumber

Bill number of the provider

Bill Drate

Date on which the bill is generated.

PAN Mumber

FAN Number — Mandatory

Service Tax Regn Mo

Date of admission

Hegistration number from service tax
authorties, Mandstory in case service ax
iz charged in the bl

Date of admission of the member in case
of IPD cases. In cose of Day care
procedures, this is the date of procedure

Diate of discharge

Date of discharge of the member in case
of IPD cases, In case of Day care
procedures,  this s the  date ol
procedurs{same as date of admission)

Bed Mumber

Bed number in which the patient is
admitted. In case the member is admitted
under more than one bed number, all the
numbsers have to be mentioned.

5L Mo | of hilling Summary

All items under the primary head REs.
“100000° in the detailed bill have 10 be
summarized into  this In  cpse  the
procedure is packages, then only bills
amount bevend the package needs 10 be
mentioned here.

5L Mo 2 of billing Summary

All items wnder the primary head
Ra 200000 in the detailed bill have 1o be
summarized  into  this. In  case  the
procedure i packages, then only bills
amount bevend the package needs to be
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mentioned here,

SL Mo 3 of billing Summary

All items umder the primary head Rs.
SI00000° in the detailed bill have 1o be
summanzed into  this. In case the
procedure is packages, then only balls

amount beyond the package needs to be
mentioned here.

5L Mo 4 of billing Summary

Al items under the primary head
Rs. 40000 in the detailed bill have 1o be
summanzed into  this. In case the
procedure is packages, then only bills
amount beyond the package needs to be

mentomed here,

5L Mo 5 of billing Summary

All  items under the pnimary  head
s “S00000° in the detailed bill have to be
summarized  into  this, In case the
procedure is packages, then only balls
amount beyond the package needs to be

mentiomed here,

5L No & of billing Summary

All  items  wunder the primary  head
B G000 in the detailed bill have 1o be
summarized into  this. In case the
procedure 1s packapes, then only bills
amount bevend the package needs to be
mentioned here,

5L Mo T of billing Summary

All  items  under the primary  head
Fs. Y000 in the detailed hill have to be
summarized into  this. In case the
procedure 15 packages, then only bills
amount beyond the package needs to be
mentioned here,

SL Mo 8 of billing Summary

All  items wnder the primary heise!
Rs " R00000° in the detailed bill have 1o be
summarized into this. In  case the
procedure 15 packeges, then only balls
amount beyond the package needs to be
rentioned e,

SL Ko 9 of billing Summary

All  ilems  wicer the  primary  head
R '900000 in the detailed bill have to be
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summarized into this. If more than one
procedure is done, the total amount of the
to procedures neesds to be summiarized

Tewaal Ball armonani

Surm total of all tterms 1 to 9 i the ball

[ Amount paid by the member

Amount of bill paid by the member
including co-pay, deductible, ron-medical
items ete incl discount offered o member,
if any.

.ﬁ.muuil.l.t:hrgcd to Payer

Amount pavable by Insurance company

Dhscount Amouant

Amount offered as discount 1o the
INSUFAmCE COmpany

Service tax

Amouni Payable

Amount in words

Service Tax chargeable to  insurance
COmpany

| Total  amount payable by insurance

company incleding service tax

Above amount in words for the sake of
clarity

Patients signature

Signature of the patient or the attendant of
the patient necds to be mandatorily taken

Authorized signatory h

S

The signature of the authorized signatory

at the provider

4. Explamation and Guidelines = Detwiled Breakup of the Rill
i.  The summary format is annexed in Schedule-1V-B
ii.  The Bill shall be generated on the letier head of the provider and in Ad size

paper 10 aid scanning.

11, The billing has 1o be done at level 2 or 3

vil.

In case of medicines'consumables, the relevant level code has o be mentioned
(40000, 400002 and the text should indicate the actual medicine used

If providers have outsourced the phammacy w external vendors, in such cazes the
providers can attach the onginal bills separmely, However, the summary of this
original kill has io be mentiomed in the summary bill.

[n case of pharmacy retums the same code onginally used is to be used with a
megative sign in the units.

In case of cancellation of any service the same code originally used is to be used
with a negative sign indicating reversal,
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vill, The date on which the service is rendered is to be mentioned in the bill. This

woukd be

a. the date of requisition in case of investigations
b, date of consultation for professional fees
¢. date of requisition in case of pharmacy/consumables irespective of when

they were used

d. date of return of pharmacy items for pharmacy returns
ix.  The additional guidelines 1 fill the summary format shall be as below, except
that the first section of the ball 1s same as the bill summary referred in 3 above.

Field Nume Remarks

Date Date on which service i rendered, For
example, this is the date of investigation,
date of procedure elc,

Code Level 2 or 3 code of the billing ftem as
per the codes( Part I1)

Paticulars Text explanation of the item charged

Rate Per umt price {per duy"rmm renl, per
consultation charge)

Unit No of units charged(hours, days, number
as appropriate)

Amount Rate*unit(s)
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1. Schedules:
Schedule-IV A
SUMMARY BILL FORMAT
Provider Name | ...... Bill Number | ......
Provider
| registration No. Bill Diate
Address PAMN Mumber
Service Tax
IP Mo Regn No
| Date of
Patiend Name | admission
KHXX [nsurance | Diate of |
Payer Name Company Ltd Discharge |
Member Address Bed Number |
Billing Summary
51 No Primary Code Particulars Amount
1 1 (W Room & Nursing Charges
2 2000 ICU Charges
3 00000 OT Charges
4 A0 Medicine & Consumables
5 SO0 Professiomal Fecs'
6 600000 | Investigation Charges
7 T Ambulance Charges
8 RO Miscellaneous Charges
2 SO00B0 | Package Charges
Total Bill Amount 0
Amount paid by | .
member | L (1]
Amount charped 1o
Payer ) 1]
Drscount Amount i
Service Tax 0
Amount Payahle | 0
| Amount in Werds | Rupees Zero Only
Patients Signature Authorized Signatory
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Scheduale-IV B
DETAILED BREAKUP FORMAT
EART-
ProviderName  |..oooo Bill Number | ...
Provider
registration No. Bill Date
Address PAN Number
Service Tax
IP No Repn No
Date of
Patient Name admission
[ate of
Paver Name Discharpe
Member Address Bed Mumber
Billing Details
51 Mo Date Code Particulars Rate | Nos(Unit) | Amount
| 101001 | General Ward Charges | 500 [ 500,00
2 401001 XXX medicine | 8D 2 106,00
3 4001000 | XXX Medicine - return | 50 =] =540, 00
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FART-II;
Ll 1 Lirwael 1 Lewel2 | Level 2 Level 3 | Level § Rarmar ks
Coxde Codi Conde
100000 | Room & Nursing Charges
10G0HK | Room B Kluising Changes | 101000 | Room Charges
100000 | Roam B Numsing Chargas | 100000 | Room Charges 100001 | General Ward charges ~
100000 | Aoom & Nuring Charges | 101000 | Room Charges | 100002 | Semi-private room charges
h L] Hum_;l;_hh.-ijnl Charges | 100000 | Rooen Charges 100002 | Singhe Room charges
100000 | Hoom B Nursing Charges | 101000 | koo Charges | 101004 | Singhe Deluse room charges
10000 | Hoom & Nursing Charges | 101000 | Bsam Changus A0HMNS | Ceslya nossm Shargis
10000 | Room & Nursing Charges | 101000 | Boam Chargis 100006 | Srite changas
100000 | Room B MWursing Charges | 101000 | Room Charges 10MMIT | Blectriciky charges
000K | Roam B kursing Changes 100000 | Boom Charges 10L00E | Bed sheet charges
100000 | Room B Nursing Charges | 101000 | Raom Charges 108009 | Hol water chages
1000 | Aoom B Muring Changes | 100000 | kaasn Charges 10EMD | Estabishmant Charges
160000 | Room & Wursing Charges | 101000 | Rooen Charges | 108011 | Alpha/Water Bad Crarges
100304 | Apom & Mursing Charges | 101080 | Boopm Charges 1I-:ITII]'1; Abtsndant Bad Charges
100000 | Aoom & Wuwrsing Charges | 102000 | Bygrsing charge: B .
100000 | Room & Wursing Charges | 102000 | Muwrsing charges | 102001 Hurﬂl:lg'-'uﬁ )
1000430 | Rpom B Kursing Changas 102000 | Mursing charges | 102002 | Dwessing
10000 | Apam B Rluiging t;l-u:;_f!;ﬁ 102000 | Kaising charges | 102002 | Mebulzation
100000 | Aoom B Rursing Charges. | 102000 | Rersing charges | 102004 | Injection charges
100000 | Room B Nursing Charges. | 102000 © Warsing chages | 103005 | infusion pump chages
100000 | Aoom & Kursing Charges | 102000 | Wursing charges | 100006 | aye Changes
100000 | Aoom & Wwsing Cranges | 102000 | Wursing chages | 102007 | Blood Trassiusion ':}hqu-:-_
| 1DI000 | Room B Wursing Crarges 103000 | Duty Doctor {fee
| 100000 | Aoom B Kursing Charges | 103000 | Duty Doctor fee | 103001 | Duiy Docior fee
100000 | Anom R Nursing Charges | 103000 | Duty Doctor fee | 103002 | AMO Fees
100040 | Aogm B Hursing Changes | 104000 | Moniler cherpes -
1000 | Aoom & Nursing Charges | 104000 | Monitor cherpes | 104001 | Pubie Owpmeter chiages If usad in
niormal
Fozezim
2000001 | ICU Changes
200004 | ICU I'_'hir!ﬁ 2OL0D0 | O Charges
D000 | ICU Cranges ZOL030 | KU Charges 201001 | Burns 'Ward
2000 | ICU Changes JL030 | BOU Charges 201002 | HOLP charges
200000 | ICU Charges 201000 | ¥0U Charges 201003 | ICCU charges
| M0 | ICU Changes 000 | KU Charges 200004 | isnlagion ward changes
| 20000 | 10U CRangss LK | KU Charges 201005 | Neurs ICU charges
| 200000 | 1CU Charges 201000 | 10U Charges 201006 | Peduatric/neanatal KU
i charges .
I 200000 | ICU Changes 201000 | KU Charges 201007 | Post Operative KU i
2000 | 10U Changes 00000 | KU Charges 201008 | Asgowsry Hoom
| S | IEU Changes FOL000 | DU Charges 200008 | Swgical KU
[ 200000 | 1CU Cranges 202000 | KU Nursing []=T
| chafges FEsing
chirged
eperbel
¥
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200000 | 1ICU Charges 202000 | 10U Nursing 202001 | Mursing fees If BCL
changes narging
charged
semaratel
¥
200000 | 1CU Charges 202000 | 16U Mursing 203002 | Deessing oy |
charges i rsing
charged
saparatel
¥
200000 | iCU Changes 202000 | 10U Nursing 202003 | Mebulization iy
changes nursing
charged
weneratel
— *
200000 | CU Charges 203000 | 10U Nursing 102004 | Injection charges I
| ehanges rAursing
! charged
I seperatal
| i ]
200000 | KU Charges 202000 | ICU Nursing 202005 | Mhusion pump charges [
changes [
200004 [ KU Charges 200 | Monitar charges
200000 | KU Charges 203000 | Monitgr charges | 203000 | Monitor changes
200000 | KU Charges 203000 | Monibar charges | 203003 | Pulse Dwymeter charges W used in
[l
200000 | KU Charges 203000 | Monitar charges | 203002 | Cardiac Monitar charges
000D | KU Charges 204000 | Moanitar changes | J03004 | LABF charges -
BOD000 | U Charpes 204000 | Monitar charges | J03005 | Photatherapy Changes
0000 | iU Charges 204000 | 1CU Supgplies &
equipment
A000 | KU Charges 204000 | ICU Supplies & oAl | Owygan charges
equipment ]
JO0000 | IKU Charges 204000 | ICU Supplies & oAl | ventiator charges
equipment
00000 | ICL Charges 200080 | ICU Supplies & 4003 | Suction pumg charges
I il g
200000 | ICU Charges 204000 | ICU Supplies & | 204004 | Bipsp charpes
ol gt
200000 | KW Charges 204000 | ICU Supplies & DS | Pacng Charges Temanra
equipmant ¥
Pac=mak
- - — - — o — r
700000 | ICU Charges | 204000 | ICU Supplies & | 204008 | Defiorillatar Charges
equipment
I00000 | OT Charges
B00000 | OT Charges 301000 | OT rent
300000 | OT Charges [_mimu aT rent 300001 | Major OT charge
300000 | OT Charges | 300000 | OTrent | 300002 | Minor OT Charge
300000 | OT Charges 301000 | O rent 30003 | Cath Lab Chasges
FO0000 | OT Charges 01000 | OT renk FOA004 | Theatre charges
0000 | OT Charges I0100 | OT rent BA005 | Labowr Resam Chafges
300000 | OT Charges I02MND | OT Egueprrsant
charges
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300000 | OF Charges 302000 | OT Equipment | 302001 | C-are charges
chianges
00000 | OT Charges 302000 | OT Equipment 302002 | Endoscopy charges
changes |
00000 | OT Charges 302000 | OT Equipsnent 02007 | Laprascaps charges
changes
300000 | OF Charges 502000 | OT Equipmen 0004 | Equipment changes If not
charges specifipd
A00DDD | OF Charges 302000 | OT Equipment A0FH5 | Manitor charges far OF
thange mianiari
L -
00000 | OF Charges 302000 | OT Equipmien 02006 | Wstrument charges for OT
chianges il
[P — nu
300000 | OT Charges 303000 | OT Drugs &
Consumabiles
00000 | OT Charges 303000 | OT Dwags & 305000 | OT Drugs
I Consumakbles
00000 | OT Charges 30004 ' OT Doaps & 303002 | Implants
| Consumakles
00000 | OT Charges 303000 . OT Dvuags & 03003 | OT Cansumables includes
[ Consumables il awir
=,
catheter
el
F000H | OT Charges FR00] |I OT Deugs B 03004 | OT Materials
Consumables
300000 | OT Chasges 303000 | OT Drugs & 303005 | OT Gases
Cansumables
300000 | OT Chasges 303000 | OT Drugs & 303006 | Anapsthetic drugs
Consumaties
00Ny | OT Chasges A0 | DT Serlimtion
F00HNY | OT Chaeges AM000 | OT Serlization J0E0R] | TS50 Charges ]
QOO0 | Medicine B Consumabiles
charges )
200000 | Medidne B Conssmables | A0M000 | Medking & o
charges Consumahles
Charges —
ADDDND | Medicine B Consismabiles | 40000 | Medicine & 401001 | Ward MMedicines OT drugs
charges Cé il ey s, under OT
charges charges
400000 | Medione & Comswmables | ab2000 | Medicine & 401002 | ‘Ward Cordurnaliles
charges Cansumabies
CNarges
4000 | btedione B Conswmables | aia030 | Medicine & 401003 | Ward didpdiablay
charges Cansumahles
charges
Q00000 | Mladicne & Conswmables | 401000 | Medicine & 401004 | 'Ward blaberk
charges Cansumabies
charges )
A0 | Medicne & Consumables | 401000 | Medicine & 40005 | Vatcination drugs
charges Consumables
charges
500000 | Professional fees charges
S00000 | Professional leas charges | SO00M0 | Visit charges




Schedule-iy

500000 | Prafessional fees charges | S0A000 | Visit charges 501001 | Censultation Changes
500000 | Prafessional fees charges | 500000 | Visit charges 501002 | Medicsl Supervizion
Charges
500000 | Professional fees charges | 500000 | Wisit charges 501003 | Professional fees
500000 | Prafessional fees charges | 502000 | Surgery Charges
SO0000 | Prafessional fess changes | 503000 | Surgery Charges | 502000 | Surgeons Charges
SO0 | Prolessional fees charges | 503000 | Surgery Charges | 502002 | Assisstamt Surgeors Fee ‘Wauld
alsa
inclisda
Standby
Surgean
SOO000 | Prafessignal fees charges | 503000 | Anapsthetists
fes
SOODN | Prafessional fees charges | 503000 | Anaesthetists SO3000 | Anaesthetists fes
fes
S0O0000 | Prafessional fees charges | 503000 | Anaesthetists S03002 | OT standby charges Providers
fier charge
for
standbry
anaesihe
] 1zt
SO0 | Professional fees charges | 504000 | Intensivist s0e000
Charges
SO | Professional fees charges | 505000 | Techrician ZO5000 | AT fCxth Lab Techrdcian
u’lirﬁi
SOOI Frnfmlm'ulftﬁ_-!:!!ws 505000 | Fhiysiatherapy
500000 | Prafessional fees charges | 504000 | Frocedure
e charges
500000 | Prafessional fees charges | 504000 | Frocedure 504000 | Bedside procedures Catheteri
changes ratian,
Caniral
I Line,
Tracheas.
Romy,
Veresact
| ian
SOO000 | Professional fees charges | SOA000 | Pragedure S0ED0Z | Suture charges
charges
GOMMID | Mvebigatan Charges
G000 | vestigatson Charges GO0 | B0 Chemistry um
Sodium,
Leres #1e
BODMOD | bnvestigatian Charges GOE000 | Cardiclogy o
charges procedur
&5 likg
erho,
ELG A
GOODDD | Mwestigatsan Charges BOGO0D | Hasrotolagy IS5
charges matching
el
EDOONHY | Bnvestigation Charges GO0 | Micrabickagy hlood
charges culiung,
C&5
GOODHMY | brvesstigation Charges GOS0 | Meurology Tor ERAG,

EEG Biz
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Inrvestigatson Charges GOSD00 | Muckear PET LT,
rmedicine Bong
SLan #1C
Investipatian Charges GOTO00 | Pathology
l_'hBI',EH-
Investigatian Charges GORODD | Fadickogy Xera, CT,
LErdices MRl 21c
Fvestigatsan Charges GO0 | Serclagy
charges .
Investigatan Charges L0000 | Medical Chrosom
enetics al
Analysis
£l
Inwestigation Charges GLIOMD | Prakiles Profiles
ingraad
al
individua
11ess
iLEnid
profile,
LFT gtc]
Arnbulance Changes
Arnbulance Charges TOUH | Amblance
ﬂlﬂrﬂ._ll!;i-_ .
WEspelanecs charges
hincelaneous charges BOL000 | Admisssan
charges .
Mncelaneous charges BO2000 | Arendant Tood
charges
Mncelaneous charges BOE0O0 | Palient lood
charges
Mncalsnasus charges ADED00 | Registration
L'I'IEI'EH.
Mincelanaous charges BOS0O0 | MRD Changes
Miscelaneous charges BOE000 | Dooumeniatsan
charges
Micelaneous charjes BODOD | Tedephane
charges
Misgelananais charges BOEOO0 | Bie Medical
| Waste Charpes
Miscellaneous charges BOFRO00D | Taxes Luwury Excliading
Taw/Surcharge/Service WAT &
Charge SErvice
B Tas
Package Charges Te b
| useid
| grily =
; case of
| packages
Package Charges | 501000 | Cardiac Sungery | KD-10- | CASG T be
PLS used
| i
| case of

packages




Package Charges

02000

CarcinlogyPacka
Res

10310
PCS

FTCA
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Dental
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Gastrectamy - Fartial
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Ganeral Surgery

ICp-10-
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oty in
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case of
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aaly i
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Package Charges

F1 1000
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Procedures
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IMRT

To be
ueed
ol in
case of
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Package Charges
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Opthalmology

Proceounes

KD-10-

Cotarsel
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anly in
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Fafkage Charges

§1300

Orthopaedic
Surgery

K0-10-

Edateral TKR

Schadule-V

Tobe
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onky in
case of
pACkages

Package Charges

A0

Plasti Surgery

IC0-10-

Skin Grafting

To b
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case af

paciages |
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915000

Pulmanclogy
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ICD+ 14
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16000
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Packape Chargas
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List of Generally excluded in Hospitalisation Policy

wN0

List of Expenses Generally Excluded (" Non-Medical"")
in Huspital Indemnity Policy -

SGGESTHINS

| FOIETRIEY COSMETICS PERSONAL COMFORT DR CONVENIENCE ITENS
| HAIR REMOWAL CREAM Mo Mavable
1 RARY CHARGES (UNLESS SPECIFIEDN MMCATED) Mt 1w el
3 ARy FOOD Saf Mivable
4 BARY UTILITES CHARGES et Iuvabde
5 BABY SET Ml §asu i
(3] _B.llﬂ":' BOTTLES ar Pasu e
7 BELISEH Sail oy lils
E COEY TOWEL Ml Payirlts
0 HAME WASH ol Pavuhike
14 FCISTLRISER PASTE BRLISH Ml Moyuilile
11 FWDER Mol Pavalile
| b RAAR "as abile
| B SHOE COVER MNi# Pavnile
14 BEALUTY SERVICES P awuhile
15 BELTS BHACES- Essemiial &nd miy he
paid specifially for cadis
whn have sndergine
smigrry of Lesiass o
lambar splne,
L3 BLIDE Ml mayalely
17 BARBER CHARGES Mk Skl
18 CAPS St Puvahbile
1% COLD PACK HOT PACK ot Mivabile
| 20 CARRY BALE Bl Fuvadde
21 CRADLE CHARGES Wil Ppvihie
22 COrAER = Mol Favuhls
23 HSPCSA BLES RAZORS CHARGES | for sise preparations) 1"ayubile
34 Nof Payuhle
EALLDE-CGLOGHL, - ROOM FRESHNERS
I% EYE PAD Ml Pavnhle
h EYE SHEILD Mol Pavphle
I7 EMAIL (INTERNET CHARGES Ml TPanvubile
i FOOD CHARGES {OTHER THAN PATIENT: DIET PROVIDED | Mot Pavabile
BY HOSPIT ALY
29 FOOT COVER il Pavabile
a0 Ol Mol Pavabile
31 LECEINGS Essenital in hariatric jamil
B o sl THETY ol
slvohl e cowiilered For
Hhiese cnndiEnn where
. surgery Asell s ginyalr,
13 LALUNERY CHARGES Mt Fuyulile
33 MINERAL WATER Poal Fayalily
T4 Ol CHARGES Sl Pavadisa
15 SANITARY PAD Nl Paynlile




16 SLIPFPERES N Fayakle
v TELEPHOME CHARGES Mo "ayable
1B TISSLIE PAPER Mol Payalele
9 TOOTH PASTE Mol Pavalidc
40 TOOTH BREUSH Moi Pavabde
41 GUEST SERVICES Mok Parahde
42 BED PAM Mt Povalie
1] BED UNDBER PAD CHARGES Mot Pavalibe
24 CAMERA COVER Mol Pavalie
45 CLINIPLAST Yot Payahle
ih CREFE BAMDAGE Nal Payahle! Payahle By
ilc paticnt
47 CURAPDORE Nl Pasahle
41 THAFER OF ANY TYFE il Pavable
44 DV, COOCHARGES M Pavable { Heowgver of
L1} & speeifically sougi
by lmsurer TFA then
iy ahle)
0 EYELET COLLAR M Pyl
il FACE MASK Mod Puyvalele
52 FLEXI MASK Moi Puvalde
53 GALUSE SOFT Mol Povalile
i GALZE Mot Puvalic
53 HAND HOLDER Mai Pavahie
S HANSAPLAST ADHESIVE BAMDAGES Saf Pavahibe
LT INFART FidID il Pascihle
.11 SLINGS Ressaialde cosis For ane
slimg im cise of upper arne
Tractures shomhl bs
comsidered
ITEMHS SPECTFICALLY POLNCTES
) WEIGHT CONTROL FROGEREAMS SLUPPFLIES SERVICES Fuclusion in policy unless
ey ise spevified
lx] COST OF SPECTACLER COMTACT LENSES HEARING AlDE | Exclusion im polecy umless
ETC.. uiherw me specified
il DENTAL TREATMENT EXPENSES THAT DO NOT REQUIRE Exclusion in policy nmless
HOSPITALISATI N ofherwise specifiel
fid HORMONE REMLACEMENT THERAFY Exchusion in policy uiless
athers ise specified
a3 HOME VISIT CHARLGES Eucluskai in uslicy mnless
otherwise specificd
a4 INFERTILATY! SUBFERTILITYY ASSISTED COMCEPTHIM Eaclasian in pueliey wiless
FROCEDURE mlherwise sprecalice
h5 OBESITY (IMNCLUDING MOREBID OBESITY ) TREATMENT IF Exclusien i pilicy unbess
EXCLUDED IM POLICY b ise 5 el
L] FEYCHIATREIC & FEYCHOSOMATIC DISORDERS Exclusing in policy unless
mibcrnisc specilied
BT COREFCTIVE SLURGERY FOR REFRACTIVE ERRODRE Eouelisiom in poliesy imless
i e e speecifed
[ TREATMEMT OF SEXUALLY TREARSMITTED DISEASES Esclusion im poley umless

ollerwise specilied




Go DONOR SCREEMING CHARGES Exclwsion an pudicy unbess
mhernise speeified
ki L ADMISSIONREGISTREATION CHARGES Exelision b policy ielsss
v raise §pediTiad
7l HOSFITALISATION FOR EVALLUATION DIAGHOSTIC Exelimiomn b prolicy aless
PLIRPOSE e s specifled
T2 EXPEMNSES FOR INVESTHRATHOM TREATMENT M Payalile - Exebusbon in
[RRELEVAMNT TO THE DISEASE FOR WHICH ADMITTED OR | policy umless otherwise
DIAGROSED apgilied
Ti ANY EXPENSES WHEN THE PATIENT 15 DIAGKOSED WITH Pl payahbe as per
RETRO WIRLS + (R SUFFERING FROM THIV AIDS ETC 15 HIV AT eacliasien
DETECTED MEECTLY OR INDIRECTLY
pr s STEM CELL IMPLANTATION SUTRGERY and starage Mol Pavable excep Bome
Marrow Transplamtation
where covered e nslicy
ITEMS WWHANCH FORM PART OF HOSPITAL SERVICES WHERE SEFARATE
CONEDMWABLES ARE NOT PAFARLE BUT THE SERVICE IS
] WARD AND THEATRE BOCEING CHARGES Fawakle wnder O
L harges, nofl pasahls
separacely
T ARTHROSCOMY & ENDOSCORY INSTRLUMENTS HKewial charged by the
heuspital payatle.
Purehse ol Fislhramears
il ey able.
TT FICROS0OPE COVER Puvalde umiler (11
Charpes, nol separadely
TE SURGICAL BLADBES HARMOMNIC SCALPEL SHAVER Fuyable umder CFT
i hanrges, nal sepraraliely
™ BURGICAL DRILL Fayuhle umler (T
L harmes, nol sefraraicly
an EYE KIT Fayalble mnaler €FT
hrpes, nel separately
gl EYE DEAPE Fayable wnder L7
U harpes. nol separacely
B X-FaY FILM Favable nder Balbalngy
Chorges, no ns
comswimalile
E3 SMUTLM CUP PFavable under
lavestigatinm € ‘harzes, noi
its conyumakble
.23 ROYLES APPARATLIS CHARGES Furt of OT Charges, mog
sppsralils
i BLOOD GROUPIMG AND CROSS MATCHING OF DONORS Part of Cost ol Blesod, ned
SAMPLES kil
24 Antiseptic or disimfieciam botions Mot Fayarhle-Fart of
Ibressiing Chargos
a7 BAMD AIDS, BANDAGES, STERLILE IKIECTICNS, NEEDHLES, | Mot Fasahle - Pard i
SYRINGESR Ibressinz charues
LE COTTON Yol Paynhle-Fart of
Pressangz © harzes
L COTTON BAMDAGE Ml Payahble: Part uf

Dhressinge O haroes




i} MICEROPMIRE SURGICAL TAFE bt Puvabde-Favakle by
the ptient whei
preseribed, ntberw ise
ingludegl o Dpgssing
Charges

4] HLADE Mol Payahle

w2 APROM Ml Payahli -Fart of
Hinspinal Servises’
Dispaosnble linew to be
part ol OV TACL chaloes

Q% TORMIUET Mot Pavable (service is
charmed by hosplinls,
consumsbles cannnt be
spparaiedy charmed)y

% OETHORUNDLE, GYMAEC BUNWDLE Fart of Diressing Charges

B URINE COMTAINER Mod Mavabde

ELEMENTS OF RO CHARGE

s LUXURY TAX Acimal lax leyied by
BN EFTIME R i5
payablePart of ronm
charge For swl limiis

a7 HY AC Fart ol reom charge pok
paivalde separiiely

ag HOLUSE KEEPING CHARGES Part ol rasnm charge i
pavahie separaicly

i) SERVICE CHARGES WHERE NURSING CHARGE ALSO Part of rosm eharge na

CHARGED pasuhle separately

100 | TELEWISION & AlR CONDITHOMER CHARGES Pavable unilber mem
charges nat if separalch
levicd

[[i]] SURCHARGES Part of Boom Charge, Mol
iy able b o ey

162 | ATTENDANT CHARGES Mol Mavalde - Part al
R Chiarpes

3 | IM Y INIECTION CHARGES Part oF nursing charges,
niel pivabde

1114 CLEAM SHEET Part of
Latmusles (Hinmag b g
minl iy ahie separately

mi EXTRA DHET (- PATIENTIOFTHER THAN THAT WHICH Fatiene et pvoyidiei hy

FORMS PART OF BED CHARGE) Euspidul is pavable

i BLAMEKET WaARMER BLAMEET Mot Payable- part of roosm

charzes
AIMINISTRATIVE OR NON-MEDICAL CHARGES

ay ADMISSI KIT Ml Pavable

I0E BIRTH CERTIFICATE M Mavalsle

[ BLOCD RESERVATION CHARGES AND AMTE MATAL Mo Mavahle

BOOKING CHARGES

110 | CERTIFICATE CHARGES Moi Favabde

1 COURIER CHARGES M Favubde

11 | CONVENY ANCE CHARGES Mni Mravahie

ABETI CHART CHARLES Ml Fasahie

113




4 EOCUMEMTATION CHARGES / ADMINISTRATIVE Mt Pavahle
EXPEMSES
1k BISCHARGE PFROCEDURE CHARGES i Favable
il DALY CHART CHARGES M Pavable
117 | ENTEANCE PASE ' WISITDRS PASS CHABGES Mol Puivalsli
11§ | EXFENSES RELATED TO PRESCRIFTION ON DISCHA RGE T b il By pantiwnd
iindir Pest Hesp where
il mvissilve
1% | FILE OPENING CHARGES Mol Mavalse
120 | INCIDENTAL EXPENSES / MISC, CHARGES (MOT Mout Pavalde
EXFLAIMEL
121 MEDICAL CERTIFICATE Mok Payulie
122 MAINTAINANCE CHARGES Swi Pavuhle
125 MEDICAL RECORDN Yol Payulibke
124 PREPARATION CHARGES Nal Payviihile
125 PHOTOOOMES CHARGES il Fasvahle
126 PATIENT IDEMTIFIC ATION BAND ' KAME TAG sl Payable
1X7 WASHING CHARIGES Miod Payvnhble
I8 | MEMCINE BOX P Pavahble
19 MOETUARY CHARGES PFavable npio 24 hrs,
shiftimo ¢liarses sl
pavuhle
130 MEDICO LEGAL CASE CHARGES (MLC CHARGES) Mg Pavalle
EXTERNAL M BABLE DEVICES
131 WALKING AlDS CHARGES Mot Pavable
132 BIPAF MACHINE Mut Favalie
133 CORMMODE Mot Payahle
134 | Crar CAPD ECHIIPMENTS Dhea iee midl prasaabie
135 | INFUSHIN PLIMP - COET N Device mod pavahie
156 OXYGEM CYLINDER (FOR USAGE QOUTSIDE THE HOSPITALY | Nei Pavahbe
137 FULSECR Y METER CHARGES Dhew iiw @l paysihls
138 SPACER M Payahli
119 SFIROMETRE Irevie mok payahle
140 | SPO2 FROBE Mod Pavable
EY ] HEBULIZER EIT Mid Mavable
143 STEAM INHALER M Pavablc
143 ARMELIMG Mot Favalale
144 THEEMOMETER Mot Favalle {paid by
[rmlien i
145 CERVICAL COLLAR Mot Pavalde
14 SPLIWT Mot Pavahde
147 IHABETIC FOOT WEMAR Ml Payuhide
148 EMEE BRACES [ LONWG SHORT! HIMGED) Mol Payuahibe
140 KEMEE IMMOBILIZER SHOULDER IMMOBILIZER Yol Payihie
1 51} LUMBO SACHAL BELT Essemrial anmd shoukl b

pakl specifically for cases
whir have nmlerpumse
surge iy of il spang,




L1 | MIMBUS BED OR WATER OR AIR BED CHARGES Payvable for any 1CL
paticnd requirmg more
chan 3 dlays i 0L all
pericnis with
parapleziafquead riplogia
for any reasom and wi
reasina bl goar af
approsimately Ks 300,
lay

152 AMBULANCE COLLAR Pl Pyl

153 AMBULANCE BOUIPMENT Mot Favahie

| 54 MRS HENLTY Mol Prvahile

155 | ABDDMIMAL BINDER Essemtial andl should be
paml in post swrgery
patiemis of myjor
ahdnminul swrgery
inchading TAH, LRSS,
nei=inmal herida regeibr,
ecxplorntory laparolonyy
for meestinal obsirucimn,
v g transplant cie,

ITEME PAYARLE IF SUPPORTED BY A PRESCRIFTION
| 54 BETAMMNE " HY DROGESN PEROXIDESPFIRIT My he payvahle when
DISINFECTANTS ETC [rreserilscd for paticwi, no
paynhle for haspital use in
CFT vr ward or for
ilressaigs m Baspital

| &7 PRIVATE NURSES CHARGES. SPECIAL NURSIMNG CHARGES | Post hospialization
nersing clearges nal
Pavuhibe

153 MUTRITION PLAMMING CHARGES - IHETICIAN CHARGES- Faticiin THel pros e ey

MET CHARGES hispatal = pavable

15% SLMGAR FREE Tableis Fayuhble =Sogar lree
varinmis of admissalle
medicimes are mol
exiimied

160 CREAMS POWDERE LOTIONS ( Tofleteries are nol pavabdeonly Fayable whem prescribed

prescribed medscal phimmbititicals pavabiel

161 Digestion gels Mayabile whem preseribed

152 ECG ELECTROMXES Upto % electrosles ore
rodpmired Mer every case
vigitimp OT or HCLL For
lmger siay i BORLL, @
reguiire @ change und at
lizasd ome sel every seosnd
ilay must b payahle,

163 GLOVES Sagrilived Gloves payahles
nmsierilized gloves nol
pavakle

([ HIV KIT Fayuhle = payuhie Fre
operalive sreenmg

165 LISTERINE! ANTISEFTIC MOUTHWASH Favable when prescribial




15 LOZERGES Pavahibe when prescribici
157 MOLUTH PAINT Pas:alile whin priscribicd
168 | NEBULISATION EIT I wsend during
lieilailizanien s payahle
resany
| b5 HOYVARAPID FPavahle when prmrlhul
170 | WORLINDGEL AMNALGESIC GEL Favable whin priseeibi
171 FYTEE GEL Fayable when preseribed
172 WACCIMATION CHARGES Romiine Yaccinatinm nal
Fayahle * Fast Hile
Witcimaticn Mivable
FPART 0F HOSPTALS OWN COSTE AND NOT PAVARLE
173 | AHD M Favable - Parl of
Hossital's imtermal Losp
174 ALCOHODL SWARES Ml Pavable - Parl ol
Huospiial's inrermal Cosi
175 SCRUB SOLUTION/STERILLILM Mot Pavabde - Parl of
Hosjsial's imlermal Cosi
FTHERY
176 | YACCINE CHARGES FOR BARY ot Pavuhile
17F | AESTHETIC TREATMENT / SURGERY Sob Payuhle
174 | ThA CHARGES Yot Pavahle
179 | WIsCO BELT CHARGES Ml Payalile
1B | ANY EIT WITH =2 DETAILS MENTIONED [IELIVERY KIT, Wil Payahle
ORTHORIT, RECOVERY KIT, ETC]
1E| EXAMIMNATION GLOVES Ml pasalde
1E2 EIOMEY TRAY M Pavakile
1K3 MASE i Favable
184 | OUNCE GLASS i Pavabile
165 | OLUTETATHON CONSULTANTS SURGEONS FEES Mol prawable, excepd for
tebemedicime consnHoisns
w liere covered by palics
I&8s | OXYGEM MASK Mok Fasvahle
F. PAPER GLOVES Mol Pryuhle
138 PELWIC TRACTION BELT Sheiihl he payabde in cuse
of PIVD) requiring
Traction ax this is
gemcrally nod reused
139 | REFERAL DeTOR'S FEES Ml Pavahle
1 | ACCU CHECK [ Glistometery, Sinps) Ml paxahde pre
BiiEpil lasutn or pos
Bospitabisation | Beperis
imid Charls regquired
Dy ige nol pavakble
14aj PAN CAM Sl Favabile
LK SOFNET Ml v ble
195 TROLLY COVER Mol Pavalde
194 UROMETER, URINE JUG Mok Favahde
195 | AMBLULANCE Fayahle- Ambulance from

hoine i hosgital oF
interhospital shifs is
pavalde’ KT A s specilic




red|miremenl is pavable

TEGADERM ' VASOFIX SAFETY

Payable - muximum of 3
i A8 hres and thes | w24
lirs

L/RINE BAG

Payable whire medicaly
negessary il @ reasana bl
Cisl - mathmum | per 24
hrs

|93

SOFTOVAC

Mot Payable

| 5%

STOCKINGS

Essintlal for ease like
ARG ele, whereil
shatibd be palid.
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INSURANCE REGULATORY AND
Hﬁ DEVELOPMENT AUTHORITY

Ref: IRDA/HLT/REG/CIR/125/07/2013 3 July, 2013

ALL LIFE AND NON-LIFE INSURANCE COMPANIES

{except AIC and ECGC) and

All TPAs

Re: Amendment to Guidelines on Standardization in Health Insurance

This is issued in terms of Section 14(2) of IRDA Act 1999 and has reference to Circular
ref. IRDA/HLT/CIR/036/02/2013 dated 20/02/2013 regarding Guidelines on
Standardization in Health Insurance. The following amendments may kindly be noted:-

A. Standard Definitions of terminology used in Health Insurance Policies

in terms of Regulation 5 (n) of the IRDA Health Insurance Regulations, 2013 and
with reference to Para 1 of the above-mentioned circular dealing with standard
defintions, the Authority hereby stipulates the following amended definitions
while defining the respective terms in all health insurance policies:-

S| No. 1. Accident

An accident is a sudden, unforeseen and involuntary event caused by external,
visible and violent means.

S| No 2. Co-payment

A co-payment is a cost-sharing requirement under a health insurance policy that
provides that the policyholder/insured will bear a specified percentage of the
admissible claim amount. A co-payment does not reduce the Sum Insured.

SI No 4. Deductible

Deductible is a cost-sharing requirement under a health insurance policy that
provides that the insurer will not be liable for a specified rupee amount in case of

gfesm e, e 9, a‘-lﬁ'{?ﬂﬂ, ETETE-500 004. YA Parisharam Bhavan, 3rd Floor, Basheer Bagh, Hyderabad-500 004. India.
® : 91-040-2338 1100, %a4: 91-040-6682 3334 Ph.: 91-040-2338 1100, Fax: 91-040-6682 3334
3-0a: irda@irda.gov.in  99: www.irda.gov.in E-mail : irda@irda.gov.in Web.: www.irda.gov.in




indemnity policies and for a specified number of days/hours in case of hospital
cash policies which will apply before any benefits are payable by the insurer. A
deductible does not reduce the Sum Insured.

( Insurers to define whether the deductible is applicable per year, per life or per
event and the specific deductible to be applied)

Sl No.5. Dependant child
This definition stands deleted.
Sl No. 8. Hospital

A hospital means any institution established for in-patient care and day care
treatment of illness and/or injuries and which has been registered as a hospital
with the local authorities under the Clinical Establishments (Registration and
Regulation) Act, 2010 or under the enactments specified under the Schedule of
Section 56(1) of the said Act OR complies with all minimum criteria as under:

--has qualified nursing staff under its employment round the clock;

--has at least 10 in-patient beds in towns having a population of less than
10,00,000 and at least 15 in-patient beds in all other places;

--has qualified medical practitioner(s) in charge round the clock;

--has a fully equipped operation theatre of its own where surgical procedures are
carried out;

--maintains daily records of patients and makes these accessible to the
insurance company’s authorized personnel.

Sl No. 12. Medical Practitioner

A Medical Practitioner is a person who holds a valid registration from the Medical
Council of any State or Medical Council of India or Council for Indian Medicine or
for Homeopathy set up by the Government of India or a State Government and is
thereby entitled to practice medicine within its jurisdiction; and is acting within the
scope and jurisdiction of licence.’

(Insurance companies may specify additional or restrictive criteria to the above,
e.g. that the registered practitioner should not be the insured or close family
members)




S| No.18. Reasonable Charges

Term modified fo ‘Reasonable and Customary Charges’ and definition to read
as such.

Si No.23a. Acute Condition

Acute condition is a disease, illness or injury that is likely to respond quickly to
treatment which aims tc return the person to his or her state of health
immediately before suffering the disease/illness/injury which leads to full
recovery.

Si No.23. Day Care Centre

A day care centre means any institution established for day care treatment of
illness and/or injuries or a medical setup within a hospital and which has been
registered with the local authorities, wherever applicable, and is under the
supervision cf a registered and qualified medical practitioner AND must comply
with all minimum criteria as under—

--has qualified nursing staff under its employment;

--has qualified medical practitioner/s in charge;

--has a fully equipped operation theatre of its own where surgical procedures are
carried out;

--maintains daily records of patients and will make these accessible to the
insurance company'’s authorized personnel

S1 No.28. Post Hospitalisation Medical Expenses

Medical Expenses incurred immediately after the insured person is discharged

from the hospital provided that:

Such Medical Expenses are incurred for the same condition for which the insured
person’s hospitalization was required and

. The inpatient hospitalization claim for such hospitalization is admissible by the

insurance company
Si No. 29. Newborn baby

Newborn baby means baby born during the Policy Period and is aged between 1
day and 90 days, both days inclusive.




S| No.30. Cumulative Bonus

Cumulative Bonus shall mean any increase in the Sum Insured granted by the
insurer without an associated increase in premium.

SI.No.31. Maternity Expenses

Maternity expenses shall include—(a). medical treatment expenses traceable to
childbirth  ( including complicated deliveries and caesarean sections incurred
during hospitalization).(b). expenses towards lawful medical termination of
pregnancy during the policy period.

S| No. 34a. Internal Congenital Anomaly

Congenital anomaly which is not in the visible and accessible parts of the body
SI No. 34b. External Congenital Anomaly

Congenital anomaly which is in the visible and accessible parts of the body

S| No.35. Unproven/Experimental treatment

Treatment including drug experimental therapy which is not based on established
medical practice in India, is treatment experimental or unproven.

S| No. 41. Contribution

Contribution is essentially the right of an insurer to call upon other insurers liable
to the same insured to share the cost of an indemnity claim on a rateable
proportion of Sum Insured.

This clause shall not apply to any Benefit offered on fixed benefit basis.

S| No.44. Portability
Portability means ftransfer by an individual health insurance policyholder (

including family cover) of the credit gained for pre-existing conditions and time-
bound exclusions if he/she chooses to switch from one insurer to another.




S| No.45. Room Rent

Means the amount charged by a hospital for the occupancy of a bed on per day
(24 hours) basis and shall include associated medical expenses.

. Standard Pre-authorisation and Claim form

With reference to Para 3 of the circular on Guidelines on Standardization in
Health Insurance referred above, the Authority hereby makes the following
amendments to the Pre-authorisation Form and the Claim Form respectively:

1. Pre-authorisation form:
(a). Provision for capture of contact details of relative attending to the insured
has been made.

2. Claim form: 1
(a). The cIaimAis applicable for Health Insurance policies other than Personal
Accident and Travel policies .
(b). Under Part B of the form, the sub-heading should read as ‘Additional
details in case of non network hospital’ instead of ‘Details in case of non-
network hospital'.

The forms are attached.

Insurers and Third Party Administrators are advised to make a note of the
amendments and ensure necessary compliance.

o

(T.S. Vijayan)
Chairman

EWJ: ﬂ‘(" .




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 block letters)

DETAILS DF HOSPITAL

a)Name of hehospitat [ (] (1) IO OO0 I0C D00 30 C O 100OC O30 O )02 ie !
b) Hospital ID: rEEErT e o) Type of Hospital: ~ Network [ Nor Network [ (It non network fil section E)
d) Neme ofthe veating doctar: ] 1] [E1[& [ [F] =T ) (e e “wl[wii 1[ ) =[1[w]= 50000 [ S
) Qualffication | nregsraionNo.withstateCode: T |7 [ I[ JL 1] erenenene. [ IO

DETAILS OF THE PATIENT ADMITTED

o) Nameof e Patent | [i Lo | e s Lo Jlea ] L JL L Dol o gt ol Lofl S S0 Lo o bl fbo Sl [ L | afleflsdl gl 1|
0) 1P RegisrationNumber [ ][ [ ][ J[ L[ ][] ciGender Maie [] Female[]  d)Age Years[ |[ | Montns[ ][ | epaeotvimn |0 ] [ 0] []1]
foaectadmsson: [ (1 I[E] (100 ewme ()] ¢ [E]E] h) Date of Discrarge: | || | [ [*] htme [31[F) - [w[M]
i) Type of Admission.  Emergency| | Planned [ | DayCave [ | Maternity | KtMaemty i DateotDeive:[ [ | [ 1{ ] [ I | iGrvdasews | ][ ][]

1) Status at time of discharge.  Discharge to home || Discharge to another hospital [ | Deceased [ | m) Total claimed amount U u D D ] j

DETAILS OF AILMENT DIAGNDSED (PRIMARY)

a) ICD 10 Codes Descriplion b) ICD 10 PCS Description
1. Pnmary Diagnosis: 1 | i. Procedure 1. g .
ii. Additienal Diagnosis: T ii. Procedure 2:
iii. Co-morbidities: [ iii. Procedure 3:

iv. Co-morbidities iv. Details of Procedure) I

d) Pre-authorization obtained: ClYes [INo e Preauthorization Number: | || [ JL [ I

f) If authonzation by network hospital not obtained, give reason: [

q) Hospitalizationdue to Inury: ] Yes [_| No i. It Yes, give cause Self-inflicted || Road Traffic Accident [ | Substance abuse / alcohol consumption |

i If Injury due to Substance abuse / alcohol consumption, Test Conducted to establish this: (] Yes [ ] No (If Yes, attach reports) il If Medico legal: [IYes TINo v Reported to Police: [ | Yes [ | No

v. FIR no. D D D D D ‘:] [:] D D [: vi. If not reported to police give reason: [

CLAIM DOCUMENTS SUBMITTED - CHECK LIST

D Claim Form duly signed []  Investigation reports

[[] Original Pre-authorization request [] CTMRUSGHPE investigation reports

[] Copy of the Pre-authorization approval letter [] Doctars reference slip for investigation

{1 Copy of pholo ID card of patient verified by hospital [] Ec6

[[] Hospital Discharge summary [] Phamacy bills

[[] Operation Theatre notes [ MLCreport& Police FIR

[[] Hospital main bl [_] Original death summary from hospital where applicable
] Hospital break-up bil 1 Anyother, please specify

ADDITIONAL OETAILS IN CASE DF NDN NETWORK HOSPITAL ~ (ONLY FILL IN CASE OF NON-NETWORK HOSPITAL)

a)Adaress of the Hospital: ||| | ]Il [ L] _JLJL LI JOC OO 3OO e e rr e
A | F O T == [ (g Y W1 1
o e - e e N I
ncode:| ([ ][] I[]  eenonemo [ [ ]I ¢) Registration No. with state Code:[ (][ [ 1[Il [ 1[]
d) Hospilal PAN: I I ey Number of tnpatent beds | [ || ) Facilties available in the hospital i OT: []Yes [ INo ii.icu: [|Yes []No

fii. Others : L,f

|
.

W 4 NOILOJS IEEEEEEE S NCILOZS I 0 NOILD3S M O NO L O3S I © NOILDDS I Y NOiL03

DECLARATION BY THE HOSPITAL (PLEASE READ VERY CAREFULLY)

We hereby declare that the information fumished in this Claim Form is true & cormect to the best of our knowledge and belief. If we have made any false or untrue statement, suppression of concealment of any material fact,
our nght to ¢laimunder this claim shall be forfeited.

e [F][0] (L] O

Place: 1 Signature and Seal of the Hospital Authority:




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 Hospital Enter the name of hospital Name of hospital in full

b)  Hospital ID Enter ID number of hospital As allocated by the TPA

¢)  Type of Hospital Indicate whether In network or non network hospital Tick the right option

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

e) Qualification Enter the qualifications of the treating doctor Abbreviations of educational qualifications

f)  Registration No. with State Code CEgéi‘ the registration number of the doctor along with the state | s 5yacated by the Medical Council of India

g) Phone No. 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 hospital Name of hospital in full

b)  IP 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

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

f) 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 discharge Use dd-mm-yy format

i) Time Enter time of discharge Use hh:mm format

)] Type of Admission Indicate type of admission of patient Tick the right option

k) If Maternity
Date of Delivery Enter Date of Delivery if maternity Use dd-mm-yy format
Gravida Status Enter Gravida status if matesnity Use standard format

1) Status at time of discharge Indicate status of patient at time of discharge Tick the right option

m) Tolal claimed amount Indicate the total claimed amount In rupees (Do not enter paise values)

SECTION C - DETAILS OF AILMENT DIAGNOSED (PRIMARY)

a) ICD 10 Code
Primary Diagnosis Ei';t;:éz; BRI ER = v ptlon of the primary Standard Format and Open text
Additional Diagnosis 5;:;;22 AR Sesiction of the additional Standard Format and Open text
Co-morbidities Enter the ICD 10 Code and description of the co-morbidities Standard Fogmat and Open text

b} ICD 10 PCS
Procedure 1 Enter the ICD 10 PCS and description of the first procedure Standard Format and Open text
Procedure 2 Enter the ICD 10 PCS and description of the second procedure | Standard Format and Open text
Procedure 3 Enter the ICD 10 PCS and desceiption of the third procedure Standard Format and Open text
Details of Procedure Enter the details of the procedure Open text

¢)  Pre-authorization obtained Indicate whether pre-authorization obtained Tick Yes or No

d)  Pre-authorization Number Enter pre-authorization number As allotted by TPA

€) Ié::toh:rization by network hospital not obtained, give Enter reason for not obtaining pre-authorization number Open text

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

Cause

Indicate cause of injury

Tick the right option

If injury due to substance abuse/alcohol consumption,

test conducted to establish this

Indicate whether test conducted

Tick Yes or No

Medico Legal

Indicate whether injury is medico legat

Tick Yes or No

Reported To Folice

Indicate whether police report was filed

Tick Yes of No

FIR No.

Enter first information report number

As issued by police authorities

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 £ ~ DETAILS IN CASE OF NON NETWORK HOSPITAL

a) Address Enter the full postal address include Street, City and Pir Code

b)  Phone No Enter the phone number of hospital In¢clude STD code with telephone number

c}  Registration No. with Stale Code Egézr the registration number of the doctor along with the state As allocated by the Medical Council of India
d) Hospital PAN Enter the permanent account number As allotted by the Income Tax department

e)  Number of Inpatient beds 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




CLAIM FORM FOR HEALTH INSURANCE POLICIES OTHER THAN TRAVEL AND PERSONAL ACCIDENT — PART A
TO BE FILLED IN 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:

WWWuJDjDDDDDDDDDDDDDDDDtWWWWMDDDDDDDDDD

acemany TeADNo: [ [ J[ ][ LI JOOLILIOLIOLIOE

anme: [ [ ][O0 DHEDDOOOODCOMECSES EODOOMOSE B COEE R L

eaisess: [ [ ][ OO O0O 0000000000 0O0COO0 00000000 000u00O0der
e 5 o 6
oy 1 2 D010 00000000000 == ] 00000000000 000 IL:
rinCose (1 (][O proneNo: [ | [ | IO L[] emaiing ]

DETAILS OF INSURANCE HISTORY }

¥ AN ATIC S———

a) Currently covered by any other Mediclaim / Health insurance: [ |Yes [ | No  b) Date of commencement of first Insurance without break: ﬁ D D D D D

LT T Y A O
Sum Insured (Rs.) D D D D D D D d) Have you been hospitatized in the last four years since inception of the contract? ‘[ 7] Yes [] No Date i [ D =

Diagnosis. " : e} Previously covered by any other Mediclaim / Health insurance - || Yes [ I No

Bityes, Campery Neme |7 ][] [ )L IO OIOICIEIE]

DETAILS OF INSURED PERSDN HOSPITALIZED:

atame | ﬁﬁ*jpED#‘EDDDDDDDDDDDDjEj“}DDDDDDDDDDDDDED
b) Gender Mae | Femaie [ c)Age: years| ][ | montns [ ][] oyoateatminn: [ | [I[] [ ][]

¢) Relationship to Primary insured: ~ Self [} Spouse [_| Child | | Father [_| Mather | |  Other [ | (Please Specify} I ‘

O AMNALE N30

f) Occupation: Service || Self Employed | |  Homemaker | Student [ Retred _ |  Other [ | (Please Specify) | ‘

s OO CO0C0000000000C00000000000000000
LD OOO00GC O OOOREEMNEL LU OGO0000000C 00000000 «
e [ 1 1O0O0LOCO0LO0MO0OL0N s=[ [ 1L ]L]1D0O0000000000]0000
pncode | |1 U ][ J[JC] eroneno: || [ I ICICICICI]  Emate] 1

[UalERats1s]

DETAILS OF HOSPITALIZATION: | _n
et 0000000000000 0000000000000 0000
b} Roocm Category occupied: Day care | | Single occupancy [ | Twinsherng | | 3 or more beds per room [ |

¢) Hospitalization due to: ury ] liness [_] Matemity [ | d) Date of Injury / Date Disease first detected /Date of Delivery: D D D D D D
epaectadmssion [ |[]  [C]]  []L]  emwee ][0 0 (I gbaecDischager 1] []0] IO mrme 0] ¢ ]

i) If injury give cause:  Selfinflicted | | Road Traffic Accident [ ] Substance Abuse / Alcohal Censumption [ i, If Medico legal. [Jves [ |No

ii. Reportedtopolice: Yes [ | No iii. MLC Report & Paiice FIR attached: [ ves © INo i) System of Medicine: | ‘
DETAILS OF CLAIM:

a) Details cf the treatment expenses ciaimed Claim Documents Submitted- Check List:

i. Pre-hospitalization Expenses; Rs. I:] E:‘ D I:] l::‘ D E] ii. Hospitalization Expenses: R, D 10 Claim Form Duly signed
fir. Post-hospitalization Expenses: Rs. D D I:] D D D D iv. Health-Check up Cost: Rs. D D D D D D D | | Copy of the claim intimation, if any
v. Ambulance Charges. R [ I v Otvers feoder! s | IO | | Hospita! Man Bil

Total o 3 D D D D D D Hospital Break-up Bill

Ij Hospital Bill Payment Receipt

vii. Pre-haspitalization penod: days D [:_] [ ] viil. Post-hospitalization period:  days D D D [7] Hospital Discharge Summary
b) Claim for Domiciliary Hospitalization: [ves [ INo (If yes, provide details in annexure) D Pharmacy Bill
¢} Details of Lump sum / cash benefit claimed: [] Operation Theatre Notes

i. Hospital Daily Cash: R [ I i I i Surgical Cash: re [ ]I | B ece
jii. Critical HIiness Benefit: Rs. D D D D D D D iv. Convalescance: Rs. D D D D D D D [ Docors request for investgation

[ ] investigation Reports (Inciuding CT

v PrefPost hospitalization Lump sumbenestRs. [ [ [ [ ][] 1] womes [ I ]0 | = [JLICICIC IO (] LMRI1USG HeE)

Doctor's Prescriptions

Total s [J1OOOO0 | 5 omers

DETAILS OF BILLS ENCLOSED:

S.No  BillNo Date Issued by Towards ) T W Amount (Rs)
1 | Hospital Main Bill

2 Pre-hospitalization Bills:__ Nos

3 * i Posthospitalization Bills:__Nos

a4 5 Pharmacy Bills

5 D N I

[} < :

- —t il - . L

72 o - .
g - | -

95

10

A ] _LH_JLJ N o

¢) Bark Name and Branch UJEDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDD
) Cheque! DD Payable detais: L e 2 A A I I I | O |

L IW Valdialsy -~ SEUsiji§awisy = EifeiBReteiny Vel taliRatslad

{IMPORTANT: PLEASE TURN OVER)




DECLARATION BY THE INSURED:

i hereby declare that the information furnished in this claim form is true & correct to the best of my knowledge and belief. If | have made any false or untrue statement,
suppression or concealment of any material fact with respect to questions asked in refation to this claim, my right to claim reimbursement 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 ciaim is made. | hereby declare that | have included all the bills / receipts for the purpose of this claim & that I will not be making any supplementary claim except

the pre/post-hospitalization claim, if any.

Date: D I:] D F’Iace:]

‘ Signature of the Insured

{
r
¢
¢
‘
a

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)  8i. No/ Certificate No.

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

As allotted by the organization

¢}  Company TPA D No.

Enter the TPA ID No

License number as allotted by IRDA and printed

in TPA documents.

d) Name

Enter the fuli name of the policyhoider

Surname, First name, Middie name

e)  Address

Enter the full postal address

Include Street, City and Pin Code

SECTION B - DETAILS OF INSURANCE HISTORY

a)  Currentiy covered by any other Mediclaim / Health
insurance?

Indicate whether currently covered by another Mediclaim /
Heaith 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 format

¢) 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

Enterthe total sum insured as per the policy

In rupees

d) Have you been Hospitalized in the [ast 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 Use mm-yy format
Diagnosis Enter the diagnosis details Open Text
e) Previously Covered by any other Mediclaim/ Heaith Indicate whether previously covered by another Mediclaim / .
Tick Yes or No
Insurance? 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) Relationshipto primary insured

Indicate relationship of patient with policyhoider

Tick the right option. If others, please specify.

f) Occupation

Indicate occupation of patient

Tick the right option. If others, please specify.

g)  Address Enter the full postal address include Street, City and Pin Code
h)  Phone Ng Enter the phone number of patient Include STD code with telephone number
i) E-mail iD Enter e-mail address of patient Complete e-mait address

SECTION D - DETAILS OF HOSPITALIZATION

a) Name of Hospital where admitted

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

Enter the relevant date

Use dd-mm-yy format

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
i) If Injury give cause indicate cause of injury Tick the right option

If Medico legal Indicate whether injury is medico legai 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

1) System of Medicine

Enter the system of medicine foliowed in treating the patient

Open Text

SECTION E - DETAILS OF CLAIM

(=X

a) Defails of Treatment Expenses Enter the amount claimed as treatment expenses 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 benefit claimed Enter the amount claimed as lump sum/ cash benefit In rupees (Do not enter paise values)
) 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 amounts 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 atong with the branch

Name of the Bark in full

d)  Cheque/ DD payable details

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

Name of the individualf organization in full

e) 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.




REQUEST FOR CASHLESS HOSPITALISATION FOR MEDICAL INSURANCE POLICY

{To be filled in block letters)

DEJAILS CF THE THIRD PARTY ADMINIS TRATOR

aj Name of TPAJ Insurance company:
b} Toil free phone number-

¢) olf free FAX:

=SOSR RPN . TO BE FILLED BY THE INSURED / PATIENT

a) Name of the Patient: | E b S N | : L T = S S ‘ LS
b} Gender: [ Imae | Femae stAge  Years I [ | / =’v’104‘:§3‘zsl l|I [ d) Date of births I'l ol I 4
’ | i Contact numberof | ! i 1 - !
@) Comact aumber 1 p .
) Contas l i — ! —f . . g} insured oard ID number; ’ I
- . . T ol | 1 L] L] ¥ L] - E 1 L L} ¥ L] i
hy Policy number / Name of corporate: l i I : I l } } f i E } . : ; l I . I . l I I i} Employee iD: I ! i '
j) Currently do you have any other Mediclaim / Health insurarice: | Fes [ No CompanyName | % | | i : "I b= I‘
Give details y :
k) Do you have afamily prysician: [ | Yes ] o 1) Kame of the tamily physician: | ' Rl |- A =
Y : \ |
i) Contactoumber. ifany: [ ] L0 Y (PLEASE COMPLETE DECLARATION ON THE REVERSE SIDE OF THIS FORM)
P A R e TO BE FILLED BY THE TREATING DOCTOR / HOSPITAL G N MR TR 7 S 3.0
7‘ = o y R Y
a) Name of the teating docter. | | 1 | L | ] b) Contact number i H AU [_i 1 I

¢) Nature of [LLNESS / Disease
with gresenting complaints

d )Relevant clinical findings: |

||
IF

| (ARSI |
&) Duration of the present aximen!:l i I i ! |Cays

f} Provisionat diagnosis:

100 10 Code: |

§) Proposed ine of reatment: [ ] Medical Management |..] Surgicai Management [ }intensive care Il investigation | Non aliopathic treatment

) lnvestigation & ! or Medical "SR T . ) 3 Route of crigy administration:
Managamant provids details e . e

DiSuged, nameof sugey i 10010 PCS Code: |
‘ !

i} If other reatments provide  © == i How did injury oocur:

delals. [ |

. saia e | | Y II i Reported to Polica - [ |Yes | [ho i FIRNo = IVI II
v injury / Disease caused due to substance abusa f alcohol consumption: [ [%s | o viTestconducted to establish this © [ es  [No {if Yes attach reporis)
iy In case of [le e [IL [ia Date of Delivery: = ®
Details of the patient admitted Mandatory: Past History of any chrenic iflness if yes, since (month [ year}
3) Date of adm i } 1) b) Time: | : | : | ' | ' ]| Disbetes 1] i
¢) Is this an emergency / a planned hospitalization evem?: l Eamryency I Pianned ; | T [
d) Expected no. of days stay in hospital Days &) Reormn Type: p ST ! Hgpananspn i
f) Per Day Room Rent + Nursing & Service Charges + Patient’s Diet Rs. I | | d Hypesipidemias I |
) Expected cost for investigation + diagnoslics. - Rs. I i f ; L Osteoarthrtis |
b} 1GU Charges' R | | || AstnalCOPD/ Bronghitis |
iy OT Charges: Rs I : | ! : { 1 Cancer i i
|} Professicnal fees Surgeon + Anesthetist Fees + consufiation Charges Rs. I I : P Alcohel or dryg abuse I |
k) Medicines + Consumaties + Cost of impiants {if appiicatie pisase Rs. | I ] | Ary HiV or STD f Related aimenls I

specify} Other hospital expenses if any
Any other Ailment give details:

)
iy All inglusive package charges if any applicable Rs. i i

gl i -
m} Sum Total expected cost of hospitaiization Rs.

{PLEASE READ VERY CAREFULLY)
N T AT - L. 1 RO~ B ORMSTT  DECLARATION i St M 1. ki A

We confirm having read underslecd and agreed to lhe Declarations on the reverse of this form

N 1
a) Name of {fie treaticg doctor I

N Ll
: i '7 ¢) Registration No. with Slale Code I

. ] o
3) Quaificalion ] |

Hospital Seal {Must include Hospital iD) ; Patient / Insured Name & Signature:
(IMPORTANT: PLEASE TURN OVER)




DECLARATION BY THE PATIENT / REPRESENTATVE
1. L agree to allow the hospital to submit all ariginal documents pertaining to hospitalization to the Insurer/T.F:A afler the discharge. ! agree ta sian on the Final Bifl & the Discharge Summary,

before my discharge

2. Payment to hospital is governed by the terms and conditions nf the poicy. I case the Insurer / TFA :s nol liable to settle the hospital bill, | underiake to settie the bill as per the teems and
conditions of the poticy.

3. Al non-medical expenses and experses not relevan! lo current hospitalization and the amounts aver & above the limit authorized by the Insuret/T.P.A nol gaverned by the terms
and conditions of the policy will be paid by me.

4. | hereby declare to abide by the terms and conditions of the policy and if at any time the facts disclosed by me are found to be faise or incorrect | forfeit my claim and
aaree to indemnify the Insurer / T.H.A

5.1 agree and understand that TPA s in no wav warranting the service of the hospital & that the Insurer/ TPA is in no way guaranteeing that the services provided by the hospitat
will be of 2 particular quality or standard.

§ 1 hereby warrant the truth of e forgoing particuiars in every respect and | agree that if { have made or shall make any false or untrue statemen!, suppression or concealment with respact
to the claim, my right to ¢iaim reimbursement of ihe said expenses shali be absolutely forfeited.

7. | agree to indemnify the hospital against all expenses incurred on my behall, which are not reimbursed by the Insurer / TPA.

2} Patient’s [ Insured's Name:

¥ Contact number [ Patient’s [ insured's Signature:

HOSPITAL DECLARATIGN

1. We have no objection to any autharized TPA ! Insurance Company official verilying documents nertaining lo hosgilalizalion,
2 Al valid original docurnents duly countersigned by the insured / patient as per the checklist below wilt be sent to TFA/ Insurance Company within 7 days of the palienl’s discharge.

3 All non medical expenses . OR expenses nat relevant to hospitalization or liness. OR expenses disafiowed in the Aulhorization Lelter of ihe TPA /7 Insurance Co. DR arising out of incorrect
nformation i the pre-authorisation form will be coliected from the patient.

4 WE AGREE THAT TPA / INSURANCE COMPANY WILL NOT BE LIABLE TO MAKE THE PAYMENT IN THE EVENT OF ANY DiISCREPAMNCY BETWEEN THE FACTS IN THIS FORM
AND DISCHARGE SUMMARY or other documents

% The patien! declaration has been signed by the patient o« by his representative i our presence.
5. We agree lo provide clarifications for the quaries raised regarding this nospitalization and we take the sole responsibiity for any delay in offering clanifications.

7 We wiil ebide by the ferms and conditions agreed in the MOU,

Haspital Seal Doctor's Signature

DOCUMENTS TO BE PROVIDED BY THE HOSPITAL IN SUPPORT OF THE CLAIM

1. Detailed Discharge Summary and o Bills from the hogpital

2 Cash Memos from the Hospilais / Chemists supporied by proper prescription

3. Receipts and Pathological Test Reports fram Patnoiogists. supported by nete from the attending Medice! Practiioner / Surgean recommending such patnological Tests.
4 Surgeon’s Certificate stating nature of operation performed and Surgean's Bifl and Receipt

5 Certificates fram attending Medical Praciitioner / Surgeon thal the patient is fully cured.




