REIMBURSEMENT CLAIM FORM

TO BE FILLED BEY THE INSURED

The issue of this Form is not to be taken as an admission of liablity (Yo = Filladin.bloci leattars)

Medi Assist

DETAILS OF PRIMARY INSURED: _
LT IEIUE L JE AL [ ] s tercorteatona. | ] | ] f| [ ][] J] |

¢) Company / TFA [D (WA ID}Mo: _ _ _ |

qName: | || _|[¢]] A0l L | | N 0 0 5 N N | 0 S0 T

&) Address: | | B | |

a} Palicy No.- | | | ||

oy [ ]| N O N I | I |
Pnlode| | | || |_| b Phone Mo: | E mail ID:I
- DETAILS OF INSURANCE HISTORY:
a)] Currently covered by any other Madiclain / Health ‘nsurance: |:‘r"as |:| Mo  b)Date of commencemen: of first Insurance wrhout break: | || | | || | | _
o yos,oompany e || UL SN perse A I O]
Sum insured (Rs.) | | | | | | | ||:|] Hawve ol been hospitalized in the last four years since inception of the contract? |_ Yes il Mo Date: | || |

Diagnosis: | g) Prewiously covered by any other Mediclaim /Heallh insurance : : :| Yes _| Mo

DETAILS GOF IHE-I.IRED PERSON HOSPITALIZED:

f) If yas, company name: | | | | |

b) Gender Mabe Female C) Age years Manths ' d) Dale of Birth :

— e f— [ m—

o) Relaticnshin fo Primary insurcd: ~— Seff | SpoJsc Child |_| Father Mather Other (Plcase Specify)

) Oceupation Sarvice |_‘ Self Employed | | Home Maharj Student | Refrad  Other | | (Please Specify)

st = | | R || | | | || |

HEENE | | L L L
on: || OO s L JE L L L] L UL

Pin Codz | | | Phon No: | || | | | | | | | | | |Em.‘a|'IID:

DETAILS OF HOSPITALIZATION: =
a) Name of Hospital where Admitea: | | | |

[p][e]  [mif [¥LY]
&) Date of Admission: | | | || | | | 1) Time I_ILI |\|_| gJIJatentlJ:schalge:| || | | || | I_ILI hj Tirne: ; || |
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) Ifinjury give cause: Seffinflicled | Road Traffic Acciderd | | Substance Abuse [ Alcohol Consumaticn ) IFMedico legal | | Yes | No ‘
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) Roam Category occupied: Day cano |:| Single oocupancy |:| Twin sharing |:’ 3 or mare beds per room :|
c) llospitalization due to:  Injury | llness | | Matemity | d) Date cf injury ! Date Dis=ase first detected Date of Delivery:

Il) Reperted to Police |_| |_ iii. MLC Report & Police FIR attached |_| Yes u Mo i} System of Medicine: | |
DETAILS OF CLAIM:
a) Details of the Treatment expenses claimed Claim Documents Submitted - Check List:
|. Pre -hespitalization expenses Rs. ii. Hespitalization expenses Rs. | ' __ Claim form duly signed
Iﬂ
ii. Post-hospitalization expenses Rs. jv. Health-Check up cost:  Rs. o} Capy OF the: clown inimievort, i oty
) - = —ospital Main Bill
v. Ambulsnce Charges: Rs. vi. Others {code).| || || | Rs. 7 Hosotal Bredk-un Bl
ospi reak-up Bi
Total Rs. || Hospital Bill Payment Receipt
vii. Pre -hospitalization period: days |_| viii. Past -hospitakization period: days | || || | ~ Hospilal Discharge Summary
21 Claim for Damiciliary Hospitalization: ::| Yes |:| Mo  {Ifyes, provide details in anmexure) ~harmacy Bill
i .
c] Details of Lump sum / cash boncfit claimed: _ _ = _ | Uperatiofheater Notes

. Hospital Daily cash: Rs. i. Surgical Cash: Rs. m

if. Critical liness benafit: B - T Jp— Rs. ~ Dociok request for investigation
Invesbgation Keporls {Including CT

IMRI/ USG / HPE)

3
i

. Pre/Post hospitalization Lump sum beneft: Rs. vi. Cthers:

- Jocios Prescrnptions
Total Rs. | _ ~ Cthers

DETAILS OF BILLS ENCLOSED:
S1. No. | Bill No. Date Issued by Towarda Amount (Rs)

Fospital main Bill
Fre-hospitalizat on Bills: Mos
Faost-hosgitalization Bill s: Nos

Fharmacy Bills
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DETAILS OF PRIMARY INSURED'S BANK ACCOUNT:
L | | | || oAccounttumber: | | IL L || .

N _H, |_ =i —.— §||_ |_ | I[_” ||_| ] || = ] = |_] | |r ” _H i |_||_ T | e | H___ _| | )

d) Chegus / DD Payabe details: | | ©)IFSCCode: | 10 I [ ]
DECLARATION BY THE INSURED:

| hereby declare that the information furnished in the claim form is true & corract to the best of my knowledge and kelief, If | have made any false or untrue statement, suppression or concealznt of any material
fact with respect to guestions asked in relation to this claim, my right to claim reimbrusement shall be ferfeized, | also consent & authorize TPA / insurance Company, to seck necessary medical information /
decuments from any hospital / Madical 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 caim %
that | will not be making any supplementary claim except the pre/post-hospitalization claim, if any.

Date | |

;| | | || | | Place:

Signature of the Insured

(IMPORTANT: PLEASE TURN DVER)
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GUIDANCE FOR FILLING CLAIM FORM - PART A (To be filled in by the insured)

DATA ELEMENT DESCRIPTION ! FORMAT

SECTION A - DETAILS OF PRIMARY INSURED

a) Palicy No. Enter the policy number As allotted by the Insurance Company
b)  SI. Nol Certificate No. E;:i:t::ﬂ?&“:ﬁ;ﬁﬂ;"g&g‘:ﬂ”;he’ or the certificate number of | o Jystted by the organization
¢) Company TPA ID No. Enter the TPA ID No. Ec_?ggigg;nﬁi::;tass allotted by IRDA and printed
d) Name Enter the full name of the policyhalder Sumame, First name, Middle name
e) Address Enter the full postal address Include Street, City and Pin code
SECTION B -DETAILS OF INSURANCE HISTORY

a) Currently covered by any other Mediclaim / Health Indicate whether currently covered by another Mediclaim / Tick Yes aor Na

Insurance? Health Insurance
b) Date of commencement of first Insurance without break Enter the date of commencement of first Insurance Use dd-mm-yy-forrmat
c) Company Name Enter the full name of the Insurance Campany MName of the arganization in full

Policy Na. Enter the policy number As allotted by the Insurance Company

Sum insured Enter the total sum insured as per the palicy In rupees
d) TEve you hoan Hosgilalized in The:last. four years slice Indicate whether hospitalized in the last four years Tick Yes or No

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 / Health Indicate whether previously covered by another mediclaim / Tick Yes or Na

Insurance? Health Insurance
f) Company Name Enter the full name of the Insurance Campany Mame of the arganization in full

SECTION C -DETAILS OF INSURED PERSON HOSPITALIZED
a) MName Enter the full name of the patient Surmame, First name, Middle name
b) Gender Indicate Gender of the patient Tick Male or Female
c) Age Enter age of the patient Mumber of years and months
d)  Date of Birth Enter Date of Birth of patient Use dd-mm-yy farmat
e) Relationship to primary Insured Indicate relationship of patient with policyhalder Tick the right optian, if others, please specify
f) Occupation indicate cccupation 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 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 admitted Enter the name of hospital Name of haspital in full
b) Room category cccupied indicate the rcom categary occupied Tick the right option
c) Haospitalization due to indicate reason of hospitalization Tick the right optian
d) gatle of injury/Date Disease first detected / Date of Bl the ralenant data Use dd-mm-yy format
elivery

e)  Date of admissian Enter date of admission Use dd-mm-yy farmat
fy 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 Paolice indicate whether police repart was filed Tick Yes or No

MLC Report & Police FIR attached indicate whether MLC report and Police FIR attached Tick Yes or No
i) System of Medicene Enter the system of medicine followed in treating the patient Open Text

SECTION E - DETAILS OF CLAIM

a) Details 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
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 submitied 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

Enter the name of the beneficiary the cheque / DD should be

B i Name of the individual / organization in full

c) Cheque/ DD payable details

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.
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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 (To be Filled in block letters)

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

a) Name of the hospital:

a) Hospital 1D: c) Type of Hospital: Network : |:| Non Netwaork : |:| (if non network fill section E)
c) Name of the treating doctor: s [lu IR = : . L |[I{M|]| E M1 L[] E

) Qualification: f) Registration No. with State Code: g) Phone No.

DETAILS OF THE PATIENT ADMITTED

I Y NOILD3S I

a) Name of the Patient; S|IU||R||IN]JJA||M|]E F RI|S|| T N|IA]|M]|| E M DI|D|| L||E N|| A

b) IP Registration Mumber: c)Gender: Male [ | Female [ ] d)Age: Years |Y ||Y | Manths] M| (M e) Date of birth: | 2 || © M| M Y || Y
f) Date of Admission: D || D MM YI|Y g) Time: | H]|[H MM h) Date of Discharge: | D] D M ||M Y |lY i) Time: H|| H M || M
i) Type of Admission: Emergency |:| Planned |:| Day Care D Maternity |:| k) If Maternity i) Date of Delivery: | D|| D M| IM YIlY i) Gravida Status: :

|) Status at time of discharge:  Discharge to home [ | Discharge to another hospital | |  Deceased [ ] m) Total claimed amount

DETAILS OF AILMENT DIAGNOSED (PRIMARY)

a) ICD 10 Codes Description b) ICD 10 PCS Description
| Primary Diagnosis i. Procedure 1:
ii. Additional Diagnosis: ii. Procedure 2:
iii. Co-morbidifies: iii. Procedure 3:
iv. Co-morbidities: iv. Details of Procedure:
c¢) Pre-authorization cbtained: D Yes D No d) Pre-authorization Number:

e) If autharization by network hospital not obtained, give reason:

f) Hospitalization due to injury: [Jves [] Ne |. If Yes, give cause Selfinflicted [_] Road Traffic Accident [ ] Substance abuse / alcohal consumption [ ]
ii} If injury due to substance abuse / alcohol consumption, Test conducted fo establish this: [ | Yes [ ] Me (If Yes, attach reports) i, If Medica legal: [ | Yes [ | No iv. Reportedto Police [ |Yes [ | No
v. FIR No. wi. If not reporied to police give reason:

CLAIM DOCUMENTS SUBMITTED - CHECK LIST

[:| Claim Form duly signed |:| Invesfigaiion reports
|:| Original Pre-authorizafion request |:| CTIMRIUSGIHPE investigation reporis

Copy of the Pre-authorization approval letter Doctor's reference slip for invesiigation

y g

[ ] CopyofPhoto ID Card of patient Verified by hospital [ ] ECG
[ ] Hospital Discharge summary [ | Pharmacy bills
[[] Operation Theatre Notes [[] MLC reports & Police FIR
|:| Hospital main bill |:| Original death summary from hospital where applicable
[] Hospital break-up bil [] Anyother, please speaify

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

a) Address of the Hospital

City: State:

Pin Code: b) Phone No. c) Regisiration No. with State Code:
d) Hospital PAN: | &) Number of inpatien! beds f) Facilifies available inthe hospital 0T [ JYes [] No i.icu [Jves [] Mo
iii. Others:
DECLARATION BY THE HOSPITAL (PLEASE READ VERY CAREFULLY)

We hereby declare that the information fumished in this Claim Form is true & correct to the best of our knowledge and belief. |f we have made any false or unirue sialemeni, suppression or concealment of any material fact
our right to daim under fhis claim shall be forfeited.

Date: D
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Place: Signalure and Seal of the Hospital Authority:
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GUIDANCE FOR FILLING CLAIM FORM - PART B (To be filled in by the hospital)

DATA ELEMENT DESCRIPTION FORMAT
SECTION A - DETAILS OF HOSPITAL
a) Name of the hospital: Enter the name of hospital MName of the hospital in full
b)  Haospital ID Enter |D number of hospital As allocated by the TPA
c)  Type of Hospital Indicate whether in network or non network hospital Tick the right option
c) Name of treating doctor Enter the name of the freating doctor MName of doctor in full
eg)  Qualification Enter the qualification of the treating doctor Abbreviations of educational qualifications
fl  Registration No. with State Code Enter the registration number of the doctor along with the state code | As allocated by the Medical Council of India
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 patient Name of patient 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 manths
e}  Date of Birth Enter date of birth Use dd-mm-yy format
fil  Date of Admission Enter date of admission Use dd-mm-yy format
gl Time Enter Time of admission Use hh:mm format
h}  Date of Discharge Enter date of Discharge Use dd-mm-yy format
ij Time Enter time of Discharge Use hh:mm format
i}  Type of Admission Indicate type of admission of patient Tick the right aption
k) If Maternity
i. Date of Delivery Enter Date of Delivery if maternity Use dd-mm-yy format
ii. Gravida Status Enter Gravida status if maternity Use standard format
I} Status at time of discharge Indicate status of patient at time of discharge Tick the right aption
M)  Total 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 Enter the ICD 10 Code and description of the primary diagnosis Standard Format and Open text
Additional Diagnosis Enter the ICD 10 Code and description of the additional diagnaosis Standard Format and Open text
Co-morbidities Enter the ICD 10 Code and description of the Co-morbidities Standard Format and Open text
b) ICD10PCS
Procedure 1 Enter the ICD 10 Code and description of the first procedure Standard Format and Open text
Procedure 2 Enter the ICD 10 Code and description of the second procedure Standard Format and Open text
Procedure 3 Enter the ICD 10 Code and description of the third procedure Standard Format and Open text
Details of Procedure Enter the details of the procedure Open text
c) Pre-authorization obtained Indicate whether pre-authorization obtained Tick Yes or No
d}  Pre-authorization Number Enter pre-authorization number As allotted by TPA
e}  If authorization by network hospital not obtained, give reason| Enter reason for not obtaining pre-authorization number Open text
f) Hospitalization due to injury Indicate if hospitalization is due to injury Tick Yes or No
Cause Indicate cause of injury Tick the right aption
::‘t{j:{juuztgﬁ{:naz:abtj}:s (t:: isabuae!almhul oot olone Indicate whether test conducted Tick Yes or No
Medico Legal Indicate whether injury is medico legal Tick Yes or No
Reported to Police Indicate whether police report was filed Tick Yes or No
FIR No. Enter first information report number As issued by police authorities

|f not reported to police, give reason

Enter reason for not reporting to police

Open text

SECTION D - CLAIM DOCUMENTS SUBMITTED-CHECK LIST

Indicate which supporting documents are submitted

SECTION E - DETAILS IN CASE OF NON NETWORK HOSPITAL

a) Address Enter the full postal address Include Street, City and Pin Code

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

c) Registration No. with State Code Eg%;;%ﬁiﬁ"ﬂﬁ?ﬁg{;ﬁ;m Hospllal iksnad perioce: borly As allocated by the City Corporation / Municipality
d) Hospital PAN Enter the permanent account number As allocated by the Income Tax Department

g)  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 aption. 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 siamp
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