
DETAILs OF HOSPITAL 

al Name of the hosntal 

a) Hospilal ID 

Name of the treating doctor 

DETAILS OF THE PATIENT ADMITTED 

a) Name of the Patient: 

ej ua hcancn ms.FAl CIAc BS Rogistration No. with Siate Code 

Date of Admissson: 

b P Regjstraton Numtber L8AA 

Date 

i Type of Admission Emergency anned 
Status at time of discharge: Discharge to home 

L. Pnmary Diagnosis 

Place: 

DETAILS OF AILMENT DIAGNOSED (PRIMARY) 

.Additional Diagnosis 

In. Co-morbidtes 

c) Pre-authorizat1on obtained: 

v. Co-mortbid ties 

OOO0OOOO0 

f Hospitalizalion due to injury Yes No 

v. FIR No. 

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

CLAIM DOCUMENTS SUBMITTED -CHECK LIST 

Naim Fom duly signed 

i) lfinjury due to substance abuse / alcohol consumption, Test conducted to establish this: 

ii, Others: 

ICD 10 Codes 

DODO0OOOOO 

U Onginal Pre-authorization request 
Copy of the Pre-authorizalion approval letter 

DCopy of Pholo ID Card of patient Venified by hospital 

Hospital Discharge summary 
Operation Theatre Notes 

O Hospilal rmain bill 
hospilal break-up bill 

d) Hospilal PAN: 

The issue of this Form is not to be taken as an admission of liability Please include the orlginal preauthorization request form in lieu of PART A 

Cily 

DECLARATION BY THE HOSPITAL 

c) Gender: 

O Day Care Malernity k) If Malemity 

Discharge to another hospitalI Deceased 

Combatore . 

CLAIM FORM - PART B 
TO BE FILLED IN BY THE HOSPITAL 

Yes O No 

LI Yes, give cause 

c) Type of Hospital: 

Descriotion 

Male Female 

b) Phone No. 

Self-inlicled D 

vi. If not reported lo police give reason 

Network 

d) Pre-authorization Number: 

ü. Procedure 2: 

L Procedure 3: 

v. Details of Procedure 

Road Traffhc Accident 

Yes No (If Yes, attach reports) 

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

) Date of Delivery D D Gravita Status 

Non Netwrork 

Anarmacy bills 

S.gnalure and Seal of the Hospital Aulhority: 

DMLC reports & Police FIR 

nvesigation reports 
CTMRUSGHPE investigation reports 

ctor's reference slip for investigatan 
ECG 

ICD 10 PCS 

m) Total cdaimed amount 

e) Date of birthDDH 

Oniginal death summary from hospital where applicable 

DAny other, please specily 

(To be Filled in block letters) 

if non network ll secicn E 

fi Faclties available in the hosotal 

Substance abusel alcohol consurnpbon 

. If Medico legal.YesNo . Reported to PoliceYes No 

c) Registration No. with State Code: 

) Time: 

VWe hereby declare thal Ihe inlormalion (uished in this Claim1 Forn is Irue & correct to the besl af our knowiedge and belet. I we have made any lalse or untrue slalement, suppression or concealment of any matenal fact. 
Our right to claim under this claim shall be fordeited. 

Descnioton 

(PLEASE READ VERY CAREFULLY) 

Rega. Urt 19.20. Perunmal Kovi Stro 
Alaiaran Siop. Vadaval, 

SECTION c 

SECTION D 

SECTION F 
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