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MAZAGON DOCK SHIPBUILDERS LIMITED

Date: 015t Aug 2024

All Ex-Employees

Post-Retirement Medical Scheme (PRMS)
Reference is made to Notice dated 28.06.2024 regarding Post-Retirement Medical

facilities under PRMS.

L

Cashless facility which was withdrawn temporarily for those ex-employees availed
hospitalization facilities during the period from 01.04.2024 to 30.06.2024 has been
restored w.e.f 01.08.2024.

Timelines for Claim submission:
a. Pre-Hospitalization — 30 days Pre-Hospitalization Bills to be submitted within
07 days from Discharge.

b. Post-Hospitalization - 60 days Post-Hospitalization Bills duly stamped and
signed to be submittec within 07 days from end of 60 days from
Hospitalization.

Further, it is to notify that the following procedure is to be adhered while availing
Medical Facilities:
a) Carry Health cards issued by Medi Assist alongwith KYC document like PAN
Card/ Aadhar Card while proceeding for hospitalization.

b) To view/check Claim status, and downloading E-card, Login to
https://portal.mediassist.in
Username: EmpCode@Mazgaondock.com
Password: DDMMYYYY (date of birth of employee)

Original Bills and Reports in case of reimbursement of Claims to be submitted
through enclosed format A & B. Sample claim format is enclosed.

In order to continue PRMS, duly signed Life Certificates to be submitted to HR-SBC,

MDL every Year by 30th November.
\%\/\[%‘(/

(Dr. Santosh Kumar Mallick)
Executive Director(HR)
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;.\ REIMBURSEMENT CLAIM FORM
\ TO BE FILLED BY THE INSURED . L
The issue of this Form is not to be taken as an admission of liablity {To be Filled in biock letters)

Medi Assist

DETAILS OF PRIMARY INSURED:
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DETNLSOF'NSURANCE HISTOR‘( — TT—
a) Gurrently ‘byanynlher diclaim [ Health | [ ]Yes [ [No b)Dateof e tof first | Mhﬂ“lbml_!L JJ I___LI
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Sum insured (Rs.) J| | |_||_| I |n)mvemlmnhoepitalizedinmeimmuryeamanaeimepﬁonamemmm [ ¥es [ |Mo pete: [w][u] [¥][Y]
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DETAILS OF INSURED PER&ON HOGPITALIZED

R o o ) i o [ o |_||||| AEE00
b} Gender male | | Femare|_, o)ageyears || Mu-ms|_:| d}DateTil[f:h [o][7] J|_| [ ]|_:|
&) Relationship to Primary insured: Self | Spouse _| Child | Father E Mother |_ Cther L (Please Specify)

) Occupation Sorvico || SaﬂEmpk)yad| | HomeMaker| | Swdent | |  Retred | | Other | | (Pleaso Sposiy
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a)Name of Hospial whereAdmited: | [ [ 1111 1IICICI OO OO0 OO OO0 OOO0OO 000000

b) Room Category occupied: Day care |_| Single occupancy ‘ Twin sharing | 3 or more beds per room |_|
c) Hospitalization due to:  Injury [ | Winess | | Matemity [ | d) Date ofnkry Date Discaso st defected /Date of Devery: | - 1ol ] [

o) Date of Admission: JLjD [j 1) Time DJ |_‘|_ g) Date of Discharge: |_] ;“_ LJ h) Time: :|[| ED
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1) Ifinjury give cause: Seffinflicted | | Road Traffic Accident | | Substance Abuse / Alcohol Consumption || 1) IfMedico legal [ | Yes| | No |
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i) Reported to Police | | [ | ii. MLC Roport & Police FIR attached [ | Yes| | No i) System of Medicine: | |
— DETAILS OF GLAIM:
a) Details of the Treatment expenses clamed Claim Documents Submitted - Check List:
I. Pre -hospitalization expenses Re.| || | [ | HospitalzationexpensesRs. | || || || I[ |[ | [| Claim form duly signed
HEEEERR | JI |-
iii. Post-hospitalization expenses Rs. |_ ] _| [—| |— | '_ w Health-Check up cost:  Rs. |_ |_| |_ |_ ] ||_] | :‘jopy::l T: daal'n[.l' intimation, rfany
— ospital Main Bil
v. Ambulance Charges: Rs. l_ J J |_| L u | vi. Others (code):[ || || | Rs. L I_I L L :[ ]'_: Hospital Break-up Bill
Total R [ | | " 1) Hospital Bi Payment Recsipt

vil. Pre -hospitalization period: aays | |[ ][] vil. Post-hospitalization period days | ||| _| ["] Hospital Discharge Summary
b) Clair for Domiciliary Hospitalization: | Yes| |No (fyes, provide details in annexure) ; Pharmacy Bil
¢) Details of Lump sum / cash bencil claimed: o [ Operatiofheater Notes
i. Hospital Daily cash: Rs. |_|__|| |JJ|_ il Surgical Cash: e [ I ] B Ece
ii. Critical liness benefit | [ | | —| iv. Convalescence: Re. [ ]| [ | f [ I | | || Doctos request for investigation

o ) . LI L L L L] — }nﬁ%ﬂgﬂtm Re'gorts {Including CT
v, Pre/Post hospitalization Lump sum benefit: Rs. |7|——||——|—||— vi. Others: |—|—|_| Rs. ’_ _|] Ir}_—i ik pmmnplms
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DETAILS OF BILLS ENCLOSED:

Sl. No. Bill No. Date Issued by Towards Amount (Rs)
- ' Hospital main Bill
Pre-hospitalization Bills: Nos
Post-hospitalization Bills: ~ Mos
Pha'mac_‘.y Bills
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DETAILS OF PRIMARY INSURED'S BANK ACCOUNT:

o PA: __—EDD\J Il N O
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DEC LARATION BY THE INSURED:
| hereby declare that the information furnished in the claim form is true & correct to the best of my knowledge and belief. If | have made any false or untrue statement, suppression or concealent of any material
fact with respect to questions asked in relation to this claim, my right to claim reimbrusement shall be forfeited, | also consent & authorize TPA / insurance Company, to seek necessary medical information /
documents from any hospital / Medical Practitioner who has attended on the person against whom this claim is made. | hereby declare that | have included all the bills / receipts for the purpese of this claim &
that | will not be making any supplementary claim except the pre/post-hospitalization claim, if any.

Date |_| |_| U |_| u |_| |_ |_ Pfaae.! Signature of the Insured

(IMPORTANT: PLEASE TURN OVER)



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

DATA ELEMENT DESCRIPTION | FORMAT

SECTION A - DETAILS OF PRIMARY INSURED

a) Policy No. Enter the policy number As allotted by the Insurance Company
b) Sl No/ Certificate No. 5::;:' t::aals::]ciislsLr::t;zn;:shré;n;ber or the certificate number of As allotted by the organization
) Company TPA ID No. Enter the TPA ID No. Licence number as allotted by IRDA and printed
d)  Name Enter the full name of the policyholder Surname, First name, Middle name
e) Address Enter the full postal address Include Street, City and Pin code
SECTION B -DETAILS OF INSURANCE HISTORY
a) ICurrently govered by any other Mediclaim / Health Indicate whether currently covered by another Mediclaim / Tick Yes or No
nsurance? 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 Company Name of the organization in full

Policy No. Enter the policy number As allotted by the Insurance Company

Sum insured Enter the total sum insured as per the policy In rupees
d) Have you been Hospitalized in the last four years since 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 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) Relationship to primary Insured Indicate relationship of patient with policyholder 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 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 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) I:IZ))‘e;ltit\a“;)rfyinjury/Date Disease first detected / Date of Enter the relevant date Use dd-mm-yy format
e)  Date of admission Enter date of admission Use dd-mm-yy format
f)  Time Enter time of admission Use hh-mm- format
g) Date of discharge Enter date of discharge Use dd-mm-yy format
h) Time Enter time of discharge Use hh-mm- format
1) If injury give cause indicate cause of injury Tick the right option

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

Reported to Police indicate whether police report was filed Tick Yes or No

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

SECTION E - DETAILS OF CLAIM
a)  Details of Treatment 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 submitted Tick the right option
SECTION F - DETAILS OF BILLS ENCLOSED
Indicate which bills are enclosed with the amount in rupees
SECTION G - DETAILS OF PRIMARY INSURED’s BANK ACCOUNT

a) PAN Enter the permanent account number As allotted by the Income Tax Department
b) Account Number Enter the Bank account number As allotted by the Bank
c) Bank Name and Branch Enter the Bank name along with the branch Name of the Bank in full
c) Cheque/ DD payable details E.lr:g; t(:i r;:me of the beneficiary the cheque / DD should be 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 declaration carefully and mention date (in dd: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 (To be Filled in block letters)

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

LT I | I
a) Hospital ID: D D D D D D D D D c) Type of Hospital: Network : D Non Network : D (if non network fill section E)

o) Name of e veatng doctor: [ 1[5 Ju ] [= ] [n ][] L] (] ]I AR S W D M A W E D U M ORI R M E D WA MED
€) Qualification: f) Registration No. with State Code: DDDDDDDD g)PhoneNo.DDDDDDDDDDD

DETAILS OF THE PATIENT ADMITTED

e O DENENEDOO000ENEEROENEEEOOEOEEOEOEEEED
by 1P Registration Number: | [ ][ ][ ][ ][ J[_J[] o cender: Male (] Femaile (]  d)Age: Years months[ V] [M] &) Date ofbirtn: [P ][2]  [M][¥]
Dateofadmission:  [0][0]  [w][v] grme: [H[r ] [W][M]  woseorvscnage: [0][0]  [M][v] pime: [AI[A] [l [w]
) Type of Admission: ~ Emergency [ ] Planned [ ] Day Care [ ] Matemity [ K IfMaternity i) Date of Delivery: [ D][ D]~ [m][u] i) Gravida status:: [ [ ][]
I) Status at time of discharge:  Discharge tohome [ ] Discharge to another hospital [ |  Deceased [ ] m) Total claimed amount [ |[ [ ][ ][] ][]

DETAILS OF AILMENT DIAGNOSED (PRIMARY)

I Vv NOILO3S

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

|. Primary Diagnosis D I:l D D D D I:l i. Procedure 1: D D D D I:l D D

i. Additional Diagnosis: || ][ J[_J[_J[_][] i. Procedure 2 I | | | |
iil. Co-morbidities: |:| |:| |:| |:| |:| |:| |:| fi. Procedure 3: D D D D D D D
iv. Co-morbidities: D D D D D D D iv. Details of Procedure:

O Noilo3s I  © NOILD3S

c) Pre-authorization obtained: D Yes I:' No d) Pre-authorization Number: D D D I:, D D I:, D D D D I:, D

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

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

ii) If injury due to substance abuse / alcohol consumption, Test conducted to establish this: ~ [_] Yes [] No  (If Yes, attach reports) iii. If Medico legal: [_] Yes [] No iv. Reported to Police [ JYes [] No

v. FIR No. D D D D D I:l D D D D Vi. If not reported to police give reason: | |

CLAIM DOCUMENTS SUBMITTED - CHECK LIST

Claim Form duly signed Investigation reports

Original Pre-authorization request CT/MR/USG/HPE investigation reports
Copy of the Pre-authorization approval letter Doctor’s reference slip for investigation
Copy of Photo ID Card of patient Verified by hospital ECG

Pharmacy bills

MLC reports & Police FIR

Hospital Discharge summary
Operation Theatre Notes

Hospital main bill Original death summary from hospital where applicable

Ooooooooo
Ooooooooo

Hospital break-up bill Any other, please specify

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

e I | O
O
L I
PinCode:DDDDDD b) Phone No. DDDDDDDDDD ¢) Registration No. with State Code: DDDDDDDD
) Hospital PAN: IO e Number ofinpatientbeds [ ][ ][] 1 Facilties availeble inthe hospital -~ .07 [Ives [ No iiicu [Jves [1No

i, Others: [ |

DECLARATION BY THE HOSPITAL (PLEASE READ VERY CAREFULLY)

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

b [o][o]  [w][u]

Place: | Signature and Seal of the Hospital Authority:

I 4 NOILO3S I 1 NOILO3s N O NOILO3S




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 Name of the hospital in full

b)  Hospital ID Enter ID 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 treating 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 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 months

e)  Date of Birth Enter date of birth 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

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 option

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 diagnosis

Standard Format and Open text

Co-morbidities

Enter the ICD 10 Code and description of the Co-morbidities

Standard Format and Open text

b)  ICD 10 PCS

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 option
gggﬁz&:iglzgjgﬁ ?ﬁi: busefalcofol consumtion test 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

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 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

Enter the registration number of the Hospital 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

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 - 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

Lt I [ I
a) Hospital ID: I:l D D D D D D D D c) Type of Hospital: Network : |:| Non Network : |:| (if non network fill section E)

o Name of the wreating doctor: - [_][s ] [u ] [= ] [ ][] [ ] [E] (I I LI LA RIS A b tad L] CE] A L LA L] o] L Ll I D Ll ] 21
¢) Qualifcation: 1) Registration No. with State Code: || [_J[_J[_J[_J[ ][] @ rhoneno. [ ][ I I ICICICIC I

DETAILS OF THE PATIENT ADMITTED

N | 13| | 3 13 33 3 o o o A
b) IP Registration Number: D D D D D D D D o)Gender: Male [] Female []  d)Age: Years MonthSE @ ¢) Date of birth: E |E| E @
 Dateof Admission:  [0][0]  [w][] otme: [H][H]  [m][w] h) Date of Discharge: [ ][ D] [m][w] i Time: (][]
) Type of Admission:  Emergency [ ] Planned []  Day Care []  Matemity [ ] K IfMaternity ) Date of Delivery: [ D][ 0]~ [m][m] i) Gravida status: - [ [_][]
l) Status at time of discharge:  Discharge tohome [ ]  Discharge to another hospital [ ] ~ Deceased [_] m) Total claimed amount [ || J[_ ][] ][]

DETAILS OF AILMENT DIAGNOSED (PRIMARY)

I v NOILO3S

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

. Primary Diagnosis D I:l D D D D I:l i. Procedure 1: D D D D I:l D D

ii. Additional Diagnosis: |:| D |:| |:| |:| |:| I:' ii. Procedure 2: |:| |:| |:| |:| D |:| |:|
il Co-morbidiies: NN RN il Procedure 3: I | | | |
iv. Co-morbidities: |:| D |:| |:| |:| |:| D iv. Details of Procedure:

o NoiLoas NN © NOLLO3S

c) Pre-authorization obtained: D Yes I:' No d) Pre-authorization Number: |:| |:| |:| I:' |:| |:| I:' |:| |:| |:| |:| I:' |:|

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

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

ii) If injury due to substance abuse / alcohol consumption, Test conducted to establish this: ~ [_] Yes [] No (If Yes, attach reports) iii. If Medico legal: [_] Yes [ ] No iv. Reported to Police [ JYes [] No

V. FIR No. |:| |:| D |:| |:| D |:| |:| |:| |:| vi. If not reported to police give reason: | |

CLAIM DOCUMENTS SUBMITTED - CHECK LIST

Claim Form duly signed Investigation reports

Original Pre-authorization request CT/MR/USG/HPE investigation reports
Copy of the Pre-authorization approval letter Doctor’s reference slip for investigation
Copy of Photo ID Card of patient Verified by hospital ECG

Pharmacy bills

MLC reports & Police FIR

Original death summary from hospital where applicable

Hospital Discharge summary
Operation Theatre Notes

Hospital main bill

OOoOooooono
OOoOooooono

Hospital break-up bill Any other, please specify

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

L L I
N o ¢
SN I
pincode: [ [ L LI LT wenoneno. [ LI I IO ICICIL] o Registration Nowwithstate code: [ [ I JJ[]
) Hospital PAN: IO e Number ofinpatientbeds [ [ [ ] 1 Facilties availeble inthe hospital -~ .07 [Jves [ No iiicu [Jves [1No

il. Others: [ |

DECLARATION BY THE HOSPITAL (PLEASE READ VERY CAREFULLY)

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

oae:  [o][o]  [w][u]

Place: | Signature and Seal of the Hospital Authority:

I 4 NOILO3S NN £ NOILD3S N o NolLo3s I




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 Name of the hospital in full

b)  Hospital ID Enter ID 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 treating 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 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

¢)  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 birth 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

i) Type of Admission

Indicate type of admission of patient

Tick the right option

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 option

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 diagnosis

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)  Ifauthorization 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 option
lcfoigjcﬂtggiotz:?abbslia ?ﬁi: busefalcohol consumption test 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 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 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

Enter the registration number of the Hospital 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

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




REIMBURSEMENT CLAIM FORM

TO BE FILLED BY THE INSURED Corporate Name:-
Theissue of this Form is not to be taken as an admission of liability Employee Code o

Medi Assist

DETAILS OF PRIMARY INSURED:
b) SI. No/ Certificate no, Not Require

a) Policy No.. | Not Require

c) Company / TPA ID (MA ID)No: Patient Member ID no As per E-card

|| i | | DDD]DDD[]D
LILL]

d Name: I Employee name

e)Address: | Employee Address as per Adhard Card j D D D D D D D D j [ ] E j [ j
ggggggggggggggggggggg e nnnnNN

DDDDDDDDD]DDD[]DE

LI
L]
L

ilimimmnaa e NN EE L. ENEEEEnnEEEEEEEEE.
TS A gt o o T T T |

DI -
a) Currently covered by any other Mediclaim / Health Insurance: |:| Yes D No Tick No(Even you have) hout break: l:l l:l l:l l:l I:“:l :l :l

enryes,companyname: [ [ ][ 1) JCICICICICICIEE e OO DO OO OO
Sum insured (Rs.) I_I Ll u L‘ u u Ld ) Have you been hospitalized in the last four years since inception of the contract? DYes D No Date: |:| |:| D D

Diagnosis: ‘

| e) Previously covered by any other Mediclaim /Health insurance : : D Yes D No

pttyes, companyrame: ||| [ ][ L IO ICIC I

DETAILS OF INSURED PERSON HOSPITALIZED:

a) Name: Patient name and Other Details DDDDDDDDDDDDDDDDDE]EDDDDDDD

b) Gender Vale I_I Female I_I c)Age years |:| MonthsD D d) Date of Birth D D |:| |:| D D j j
€) Relationship to Primary insured: Self |:| Spouse|:| Child D Father D Mother D Other |:| (Please Specify) | |

f) Occupation Service I: Self Empl

oyed |:| Home Maker :I Student D Retired D Other D (Please Specify)

) Address (if diffrent from above) :

LI

Men

|
NN

tion “Address as above” (even if patient stays at other Address)

L]
I

ALIZATION:
a) Name of Hospital where Admited: | Hospital Name As per Final Bill ]DDDDDD]DDDDDDDDDDD[DDD
b) Room Category occupied: o T SO oAy T staring D 3 or more beds per room
o) Hospitalization due o: Injury |_| liness _| Maternity |:| Date of injury / Date Disease first detected /Date of Delivery: ’, 1] D D DDI: I:

e) Date of Admission: B@f Admission Dd) f) Time |:| D D D g) Date of Discharge]  Date of Discharge h) Time: D D : DD
1) If injury give cause: Sl raffic Accident [ | Substance Abuse / Alcohol Consumption | | 1) If Medico legal Yes| | No

ii) Reported to Police || ]

jii. MLC Report & Police FIR attached D Yes|:| No j) System of Medicine: ‘ ‘
DETAILS OF CLAIM:

a) Details of the Treatment expenses claimed

I Pre -hospitalization expenses Rs.
iii. Post-hospitalization expenses Rs

v. Ambulance Charges: Rs

vil. Pre -hospitalization period: days| || ][] viil. Post -hospitalization period: df (Do not add Cashless Final bill amount in

b) Claim for Domiciliary Hospitalization:

c) Details of Lump sum / cash benefit claimed:

i. Hospital Daily cash: Rs.
iii. Critical lliness benefit: Rs.

V. Pre/Post hospitalization Lump sum benefit: Rs.

Claim Documents Submitted - Check List:

Hospitalization expenses Rs. I:I [:I I:I l:l l:l I:I l:l [ Claim form duly signed
Dom'tFill | ve ][ [ [ ][ Cowovevam sy

Others (code):[ 111 Rs.

Mention Only total claimable amount i.e Hospital
Total »Rs- Final bill and Pre-Post expenses

[] Yes[ ] No (ifyes, provide details in annexure) Reimbursement/Pre-post expenses claim)

ii. Surgical Cash: Rs. I—I rl |—| rl rl I—I I—I 1 ECG’ . o

DomtFill | weomaewes w (][] T|[][] ) Skt

vi. Others: DDD Rs. UI_H_HJL”_‘U
Total Rs. DDDDDDD

DETAILS OF BILLS ENCLOSED:

L] I MRI/USG / HPE)
[ | Docto'rs Prescriptions
U

Others

‘ Issued by Towards Amount (Rs)

Sl. No. | Bill No. Date

1.
2. NOTR
3 NOTR
4,
5.
o NOTR
7. NOTR
8.
9.

NOTR
10.

00
eincose [ ][] J] (][] erreno [ COICICICL] enaio |

Hospital main Bill

EQUIRE Pre-hospitalization Bills: Nos
EQUIRE Post-hospitalization Bills:  Nos

Pharmacy Byls

Mention Only total claimable amount i.e Hospital Final bill
EQUIRE —* and Pre-Post expenses

EQUIRE (Do not add Cashless Final bill amount in
Reimbursement/Pre-post expenses claim)

EQUIRE

DETAILS OF PRIMARY INSURED’S BANK ACCOUNT:

HPA D D Do not fill

c) Bank Name and Branch:|

this part. Provide employee bank details along with other claim documents J I:l I:l [:

 — — — —

d) Cheque / DD Payable details: |

Ot I O I

| hereby declare that the information furnished i
fact with respect to questions asked in relation
documents from any hospital / Medical Practiti

oner who has attended on the person against whom this claim is made. | hereby declare that | have included all t|
that | will not be making any supplementary claim except the pre/post-hospitalization claim, if any.
1 [ 1 1 T Employee sen

DECLARATION BY THE INSURED:
in the claim form is true & correct to the best of my knowledge and belief. If | have made any false or untrue statement, suppression or concealent of any material
to this claim, my right to claim reimbrusement shall be forfeited, | also consent & authorize TPA / insurance Company to seek necessary medical mformatwn /

H NoILO3s I 5 NOILO3S




Date

Filled by Hospital Only GLAIM FORM - PART B

TO B FILLED O Y THE HOBNTAL
Tha lssue of this Fomm is 1ot 1o be taken as an admi ssion of b8ty AT L rueap—

OETARD OF MO mAS Pame naude the origing proauthor ieefion request form in Bew of FART A

et T Hespital name 1101101010 00000C0000000OC0O00000C I

Whhad © OOoCoOoOooa Wi gl et [ DS s | ¥hoon st ¥ saadr T g
0 werme s [ Yreating Doctor name 111 JD I E D DD EEEEOOEOEEEE0EEEED
© Qudhedtm nasanss i amtac [0 O000 «2=«OO0O0CO00000C

DETALS OF K PATENT ADWTTRD

w e nerane: [Pt name” T IE OO0 CECARO0EEEEOODEOBECAOCOGEEEED
irnpmtnie OOCTTIET] aomie: a0 ret 0 4100 EIE] sl somnnIE) BE FIE
noawensanen [ Date of admission ] ., CIE] [E] N en s Date Of discharge (17 0 100 [IED

i
[y Atabn ey (] Meemt [ Owcam [ waney [ wrswey  towanwe 3 [FE] tamsae (10000 2

v CICIE CO00000T s st [ 1

CLAMDOTUMENTSE SLAMTTED . ColiCx LaY

(LTI R LT T TS NSRRI g R SPRERPS SOOI g R o | mimemenss OO0 00
DETALE OF ALMENT DROMORID (PRIMANY |
“ R Fill by TR.Doctor or Mospital person only st N
imevines  [C1C10I0I000 1 | e CICI0000]
e JO0O0000 ey CIOI0000 '
wmetine  [C100I030300 (I[P —— g
PR — Owe O%  amatasswets (OO0 C00000C000C]
R Tl L | |
Al on v gy e T w L wnetnw el Toats Auciber [ [RPRSRIPRRATIF—— . |
10170y (et Whatwrwn o ¢ 0 otel dommmmrgins Tt oot ettt (] e [C] 00 o anwhimpns 0 r mtentint (s O] o s nie e [Cw
B R i Fill by TR.Doctor o Hospital person only v
[ Oopramrmttaystio ot L CTMARGHE i s
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] Gy o G bt vt & gl 0 s ﬁ
O NequiCedwe arran [0 Fremes us i
[ Oyt Dot bk [0 Miiapesitie o
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v CJCOOCCCT i by TR Doctor or Hospital person enly-11_ 000000000000
CO000CCOUUULULULULULUUOo00000000000000
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DECLARATION By THE Wi SAITAL PLEASE READ VERY CARSSUCY)
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