CLAIM FORM - PART A" to 'CLAIM FORM FOR HEALTH INSURANCE POLICIES OTHER THAN TRAVEL AND PERSONAL ACCIDENT - PART A

TO BE FILLED BY THE INSURED

. i . (To be Filled in block tetters)
The issue of this Form is not to be taken as an admissian of liablity

DETAILS OF PRIMARY INSURED:
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a) Cunently covered by any other Mediclaim / Heall Insurance: [ Yes | ] No  b) Date of commencement of first Insurance withoul break D E] [:] D[]

aves, smpany oome [ JCICIOCIEOCECIEN e OO0O00000000000000000
Sunvinsured (Rs ) D D I:] E] I:J D Dd) Have you been hospilalized 1n the last four years since inceplion of the conliact? L__]Yes I:l No Date E] l:l D D

Dragnosts | e} Previously covered by any other Mediclaim /Health msurance : |:| Yes D No

1 o o o

DETAILS OF INSURED PERSON HOSPITALIZED: :

A I e e o o oo e 6 e o o e o o e e
{5 Eiondor Male [ ] Femaie [ aageyears ][] wonns ][] @rvaeorsn (][] [F][F] CICICIE)

&) Relalionship 1o Pnmary insired Sedl D SpuuscD Chitd [_] Fathor [j Mother l:l Other I:] (Please Specity) l ]
1) Oscupiilion serice || seiempioyed [ | Homenaher| ] Swoan [ metes [] omer [ ] Please specity) | ]
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BETAILS OF HOSPITALIZATION: :

aaneartiesmainere aameed [ JACCOCICNO000O0O00O0O0000000O00000O00000

b) Room Calegory occuped Day care D Single ociupancy [:] Twin sharng {:| 3 or more beds per room D
¢} Hospitahization due to Injury D lliness D Maternity E] d) Date of njury / Dale Disease first detected /Date of Delivery: D
) Date of Admission EI I:] E] [:‘ D D 1) Time: [_:] El I:] g) Date of Discharge: I:| l:l E‘ I:I ‘:] E] n) Time: D E:I

1 mjury give cause Self inllicted E_] Road Trafhie Acoident [___] Substance Abuse / Alcohol Consumption [:] 1) I Medico legal D Yas D No
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u) Reported lo Paice [_J N - MLC Repornt & Police FIR attached 171 Yes[1 No 1) System of Medicine: | |

DETAILS OF CLAIM:

a} Details of the Trealment expenses claimerd Claim Documents Submitted - Cheek List:

1 Pic -hosplahzation expenses Rs D D [___I D D l_—j {:] i Hospitalization expenses Rs. D [] D |:| D D D [ Claim form duly signed
i Posl-hospitalizalion expenses Rs D D D D D [___] L;] v Health-Check up cost: Rs, D D D l:‘ |:| D I:I [:] Copy of the claim intimation, if any
v Ambulance Charges Rs [:‘ [:] D D D D [-t] vi Othets {code) |:| D D S D [:] D D D D \:' D Hospital Main Bl

] Hospital Break-up Bil
— fote] k D I:j ’:J E] D DD D Hospilal Bill Paymenl Receipt
vit Pre -hospitalization period days [__-' D L_J it Post-hospitalization penod  days E:' E_] D

23

P

D Hospilal Diseharge Summary

) Claum for Domiciary Hospital ation Ij Yes [:] No g yes, provine detisk, in annexure) Pharmacy Bill
] y
c) Detalls of Lump sum ¢ cash benefit daimed D Operation Theater Notes
1 Hospital Dafiy cash Rs DDDDDDD i Surgical Cash Rs DDDDDDD D ECG
~ - T \ D Daclor's request for investigation
n Crtical Hiness benefi Rs [:l D D D D D [_] w Convalescence Rs [:l [:l D I:I D D D D Invesligation Reports (including CT

v Pre/Post hospialization Lump sum benefit Rs [] D [j D r_j] D [] v Others: [_‘ [:] D Rs [::l [j D D D D D D ;)A:::L:Siié:iam
Tot R [IUDOOE 3 o
DETAILS OF BILLS ENCLOSED:
SI.No|  Bill No. Date Issued by Towards Amount (Rs)
1. Hospital mam Bill
2. Pre-hospitalization Bills Nos
3, Post-hospitalization Bills: Nos
4, Fliarmtacy Bills
5.
6.
7
2.
9
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DETAILS OF PRIMARY INSURED'S BANK ACCOUNT::
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DECLARATION BY THE INSURED:

I hereby declare (hal the information furmished in the claim form 1s rue & correct 1o the best of my knowled
or concealent of any material fact with respect lo questions asked in relation to this claim, my right to cl

Insurance Company, to seek nec

claim, if any.

oae ()] [0 DOCIE) eece

Signature of the insured

ge and belief. If | have made any false or untrue slatemenl, suppression
aim 1eimbrusement shalt be forfeited, | also consent & authorize TPA /
ssary medical information / documents from any hospital / Medical Practitioner who has attended on the person against whom this claim is made

I hereby declare that | hava included all the bills / receipts for the purpose of tius clam & that | will nol be making any supplementary claim excepl the pre/post-hospitalization

IR - NOIL03S

GUIDANCE FOR FILLING CLAIM FORM - PART A (To be filied in by the Insured)

DATA ELEMENT

DESCRIPTION

FORMAT

SECTION A - DETAILS OF PRIMARY INSURED

a) Policy No

Enten 1he policy number

As allotted by the Insurance Company

b) 81 No/ Cerlificate No,

Enter the social Insurance number or tha certificate number of
social henllh insurance szheme

As allolted by the oraganization

c) Campany TPA 1D No,

Enter the TPAID No

Licence number as allotted by IRDA and printed
in TPA documents.

o} Name

Enter the full name of the policyholder

Surname, First name, Middle name

) Address

Enten the full postal address

Include Street, City and Pin code

SECTION B -DETAILS OF INSURANCE HISTORY

a) Currently covered by any other Muediclaim / Health
Insurance?

Indicate whether currently covered by another Mediclain /
Health Insurance

Tick Yes o1 No

b}  Dale of commencement of first Insurance without break

Enler Ihe date of commencement of first insurance

Use dd-mm-yy-forrmat

c)  Cormpany Name

Enter the [ull name of the Insurance Company

Name of the organization in full

Policy No

Enter the policy number

As allotted by lhe Insurance Company

Sum msured

Enter the lotal sum insured as per the policy

In rupces

d)  Have you been Hospitalized in the |ust four years since
Inception of the contract?

Indicate whether hospitalized in the last fow years

Tick Yes or No

Dale

Entor the date of Hospitalization

Use mm-yy format

Diagnosis

Entar he diagnums retalls

Open Text

#) Previausly covered by any allier Madiclam / Health
Insuranes?

Indicate whelher previously covered by another mediclaim 7
Healih (nsurance

Tick Yes or No

f)  Company Name

Enter the Iull name of the Insurance Company

Name of the organization in full

SECT

ION C -DETAILS OF INSURED PERSON HOSPITALIZED

a) Name

Entes the full name of the patient

Surname, First name, Middle name

b} Gender

Indicate Gender of the patient

Tick Male or Female

o) Ago

Enter nge of the patient

Nurber of years and months

d)  Date of Birlth

Enter Date of Bith of patient

Use dil«mmi-yy format

e}  Relationship to pimary Insured

Indicale relationship of patient with policyholder

Tick the nght option, if others, please specify

fl QOccupalion

ndicate occupation of patient

Tick the right option, If others, please specify

g)  Addiess

Enter the full postal address

Include Street, City and Pin code

h)  Phone No

Enlor the phone number of patient

Include ST cade with telephone number

1) E-mal D

Enter e-mail address of palient

Complele e-mail address

SECTION D - DETAILS OF HOSPITALIZATION

a) Name of Hospital where admited

Enter the name of hospital

Name of hospital i full

) Room category occupied

indicate the room category occupied

Tick the right oplion

c) Hospitalization due to

indicate reason of hospitalization

Tick lhe right oplion

d} Dale of injury/Dale Disease first delecled / Dale of
Dalivery

Enter \he relevant date

Use dd-mm-yy format

e) Date of admission

Enten date of adimission

Use dd-mm-yy format

f) Time

Enter tune of admission

Use hi-mm- format

dq) Date of discharge

Entet date of discharge

Use dd-mm-yy fornnat

1) Time

Enter time of discharge

Use hh-mm- format

i} ifinjury give cause

indicate cause of injury

Tick the right option

If Medico legal

indicate whether injury is medico legal

Tick Yes or No

Reported to Police

Iindicate whether police report was fited

Tick Yes or No

MLC Report 8 Police FIR attached

mdicate whether MLLC report and Police FIR attached

Tick Yes or No

1} System of Medicene

Enter the system of medicine followed in treating the patient

Open Text

SECTION E - DETAILS OF CLAIM

a) Details of Treatinent Expences

Enter the amount claimed as treatment CRpEnces

In rupees (Do not enter paise values)

b) Claim for Domiciliary Hospitalization

Indicate: whether claim 1s for domiciliary hospitalization

Tick Yes or No

c) Details of Lump sum/ Cash berabt clamed

Enter the amounl claimed as lump surmn / cash benefit

In1upees (Do not einler paise values)

o) Ctaim documenis Submilted-Check List

indicate which supporting documents are submitted

Tick the right option

SECTION F - DETAILS OF BILLS ENCLOSED

Indicate which bills are enclosed with the amount in rupless

SECTION G - DETAILS OF PRIMARY INSURED's BANK ACCOUNT

a) PAN

Entar the permanent account nurmber

As allolted by the Income Tax Deparlment

L) Account Nurnbe)

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

¢) Cheque/ DD payable details

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

Name of the individual / organization in full

c) IFSC Code

Enter the IFSC code of the Bank branch

IFSC code of the Bank branch in full

SECTION H - DECLARATION BY THE INSURED

Read declaralion carefully and mention dale (in ad:mm:yy format), place (open text) and sign




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

. L, X A o (To be Filled in block letters)
Please include the original preauthorization request form in lieu of PART A

DETAILS OF HOSPITAL

smamestveross [ OO OO0 0000000000 N o o o I
a} Hospal iD D L] E_l D D D [:] EJ LJ ¢} Type of Hospital Network [ ] Non Netwark [ {if non network fil section F)

prenerneramess OO0 O0OCO000C00000000D000000000000000
e) Qualification f) Registration No. with State Cune: D D D [:] D D DD g} Phane No D D D D L—_' [:] D D D D D

DETAILS OF THE PATIENT ADMITTED

3] Name o e Patert DDDDDDDDL][][___I[]DDD[]DEDDDDDDDDDDDDDDDDDDDD
oy P Regsvavon Number [ J[TICICIITICIC] o cender e [ Femate [T a)age vears [ monins[ J[7] &) Dote of b CIO OO0 OO

fy Dale of Admission: D [:I D D D g} Time: [:_] [_] [J D t) Date of Dischaige D D D D l:] E’ 1) Tune D I:] rj D
1) Type of Admission Emergency [:] Pianned [:] Day Care [:] Maternity [:] k) If Maternity i) Date of Delivery' D D D D D 1} Gravida Status D [:’ D
I} Status attime of discharge — Discharge to home [:] Discharge to another hospital [] Deceascd D i) Tolal claimed aniount D D |:| D D I:’ D

DETAILS OF AILMENT DIAGNOSED {PRIMARY)

[ ERAIRED

it ICD 10 Codes Description b} ICD 10 PCS Description

| Pimary Diagnosis D E:l L—J D D D D 3 1. Procedure 1 D l:l D D D D D

w Additonal Diagnosis [ (] L] L] [:] D L] |[ _ TPIOCETE? D D D D D D D I[——
woomnaes [ L]0 Il wroceanes [1)C]0O00 I

1v. Co-momidilies D [_] ’;_] D D D D e T v Details of Procedure ]

0 NOILOZS IS S NOILO3S

¢) Pre-authonzation obtained [:] Yes EJ No d) Pre-authonzation Numbes I:l [:I D D I:I D ':] D D l:l D D D

e if authorizalion by network hospital not oblained, give reason I_
I Hospitalization due to mjury l:] Yes |:| No L1l Yes, give cause Sel!—mfhcled‘:] Road Traffic Accident ]:] Substance abuse / alcohol consumplion D
iy INinpury due to substance abuse / alcohot consumption, Test conducted lo estabhsh this [j Yes |:| No  (If Yes, attach reports) . Iif Medico legal: D Yes D No iv. Reporied lo Police DYes I:] No

v FIR No D I:I D D D D D [:I D D vi. I not reported 1o police yive reason L ]

CLAIM DOCUMENTS SUBMITTED - CHECK LIST

Claim Form duly signed Investigalion reports

Otiginal Pre-atthonzation request CTIMRIUSG/HPE investigation reports

Cupy of the Pre-authonzalion approval letter Dactor's reference slip for mvestigation

Copy of Photo 1D Card of panent Verfied by hosprtal ECG

Huspilal Dischatge summiry Phanracy bills

Operation Theatre Notes MLC reponts & Police FIR

Hospitat mam bili Onginal dealh summary from hospital where applicable

ooooogogo
ooooocooo

Hospilal break-up bill Any other, please specify

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

a1 Adress o e Hospt DUGDDDGDUDUDDDDDDDDDDDDDDDDDDDDDDDDDDD
DDDDDDDDEI]DDDDDDDDDDDDDDDDDDDDDDDDDDDDD
o UOOO00000000000I0 0 see LOOO00000000000000
ocos [ILIIOOO s OOOOCCICITIET  6seossaso,vn e con o
) Hospdal PAN IO e nberof apaten s IO deaciiies matetemmerospial ot Clves [ no oy Cves [ o
i1 Others [ ]

DECLARATION BY THE HOSPITAL (PLEASE READ VERY CAREFULLY)

We hereby declare that the mfarmation fumished in this Claim Form s true & correct 1o he best of our knowledye and behiet If we have made any false or untrue statement, suppression or concealment of any malerial fact,
out ight 1o clanm under this clam shall be toifened

= [0 O O
Place L Signature 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 hospilal

Enler the name of hospital

Name of the hospilal in full

b)  Hospital ID

Enter 1D number of hospital

As allocated by the TPA

¢} Type of Hospital

Indicate whether in nelwork or non network hospilal

Tick the right option

c)  Name of lreating doctor

Enter the naine of the tieating doctor

Name of doctor in full

e)  Qualification

Enter the qualification of the treating doctor

Abbreviations of educational qualifications

f)  Registration No. with State Code

Enter the registration number of the doctor along with the state code

As allocated by the Medical Council of India

g} Phone No

Enter the plioné number of doctor

Include STD code with talephone 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

Enler insurance provider registration number

As allotted by the insurance provider

9] Gender

Indicate Gender of the patient

Tick Male o1 Female

d} Age

Enler age of the patient

Number of years and months

e} Dale of Birth

Enter date of birth

Use dd-mm-yy format

{}  Date of Admission

Enter dale of admission

Use dd-mm-yy format

g) Time

Enter Time of admission

Use hh:mm format

n)  Date of Discharge

Enter dale of Discharge

Use dd-mm-yy format

1} Time

Enter time of Discharge

Use hh:mm format

i) Type of Admission

Indicate type of admission of patient

Tick the right option

k) I Maternity

i. Date of Delivery

Enter Date of Delivery if maternity

Use dd-mm-yy format

il. Gravida Status

Enler Gravida stalus if imaternity

Use slandard formal

1) Status at time of discharge

Indicate status of patient at time of discharge

Tick the right option

M) Total claimed amount

Indicate the total claimed amount

Inrupees (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 addilional diagnosis

Standard Format and Open lext

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 firsl procedure

Slandard Format and Open text

Procedure 2

Enter the ICD 10 Code and description of the second procedure

Standard Format and Open tex!

Procedure 3

Enter the ICD 10 Code and description of the third procedure

Slandard Format and Open text

Detalls of Procedure

Enter the details of the procedure

Open text

¢)  Pre-authorizalion obtaned

Indicate whether pre-authorization obtained

Tick Yes or No

d)  Pre-authorization Number

Enler 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 o injury

Indicate il hospitafization 1s due to injury

Tick Yes or No

Enter first information report number

Cause Indicale cause of injury Tick the right option
finj 210 § 3 ibusefalcoh 5 t ) ]
L{;::Julﬁztgﬂet‘ozztjabbslil;r??ﬁi:,lbuw Fe e TTonlicS 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 Ne.

As issued by police authrities

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 submitled

SECTION E -_DETAILS IN CASE OF NON NETWORK HOSPITAL

a) Address

Enter the full postal address

Include Street, City and Pin Code

1) Phone No,

Enter the phone number of hospital

Include STD code with telephone numbper

c) Registration No, with State Code

Enter the registration number of the Hospilal obtained from local body
like City Corporation / Municipality

As allocated by the City Corporation / Municipality

d) Hospital PAN

Enter the permanent account number

As allocated by the Income Tax Department

) Number of Inpatient beds

Enter the number of inpatient beds

Digits

f) Facilities avallable in the hospital

Indicale facilities available in the hospital

Tick the right option If others, please specify

SECTION F - DECLARATION BY THE HOSPITAL

Read dectaration carefully antd mention date {in dd:mm;yy format), place (open text) and sign, and stamp




ELECTRONIC CLEARING SERVICE (CREDIT CLEARING) MANDATE FORM

For Claim under Policy No

1. (A) CARDHOLDER'S NAME

L[ T

J

_ (B) ADDRESS

(C) TELEPHONE / MOBILE No:

(D) E-MAIL ID:

LI T T

[ ]

2. TTKID No

L]

|1

3. PARTICULARS OF BANK ACCOUNT

BANK NAME

O

[ LT ]

L 1]

BRANCH NAME

I 0 O e

C. ADDRESS

D. S DIGIT CODE NUMBER OF THE BANK & BRANCH APPEARING ON THE MICR CHEQUE ISSUED BY THE BANK

L l

|

E. ACCOUNT TYPE (SAVINGS ACCOUNT/ CURRENT ACCOUNT)

L1 1

|

F. ACCOUNT NUMBER (AS APPEARING ON THE CHEQUE BOOK)

[ [ 1

i

G, BANK ACCOUNT HOLDFER NAME

[ T 1

|

L

4. DATE OF EFFECT:

2

1

|

5. IFSC CODE (INDIAN FINANCIAL SYSTEM CODE)

INFORMATION FOR PAYMENT THROUGH RTGS OR NEFT

|

I

|

|

6. NEFT CODE (NATIONAL ELECTRONIC FUNDS TRANSFER CODE)

-

|

|

I

|

I

J

By submission of the above, I authorise M/s Vidal Health TPA Private Ltd (formerly known as TTK Healthcare TPA Pvt
Ltd} / the Insurance Company to settle the claim under reference through direct payment by ECS. | hereby declare &
confirm that the particulars given above are correct and complete. | agree that | shall not hold the TPA/ insurance
Company responsible for delay or non-receipt of payment for any reason whatsoever after issue of instructions for
transfer of payment by Insurer/ TPA based on the above,

Date:
Place:

Signature of the Insured



