HDFC ERGO General Insurance Company Limited

REQUEST FOR CASHLESS HOSPITALISATION FOR HEALTH INSURANCE 'Taf.a. W umff
POLICY PART-C

DETAILS OF THE THIRD PARTY ADMINISTRATOR! INSURER/ HOSPITAL (Al fields are mandatory and il in CAPITALS only)

&) Name of the TPA/ Insurance Company: HOFC ERGO General Insurance Company Limited

b) Customer service no: - G234 6234/ 0120 - 6234 6234

2 é%zg%ﬂ HOS A AC = Al ()
¢) Nama of Hospital: =3
I. Address . [TV m? €) ﬁfc‘/ B
i. Rotini 1D <H00050 05364 O
i, E-mall id

TO BE FILLED BY INSURED/ PATIENT

a) Name of the Patient: r\\d. LC"&H Hﬁjﬂ.’m"}.ﬂ o f ]}"ft:-f_/ T

(Middle Name) (Last Name)
b) Gender: \/ Fomale . T Gender ¢) Age: Yeards Mantns | d) Date of birth: |

&) Contact Number: CIQ'*&-L' q (0] §6 ) Contact number of attending relative: [ Ll 1]
o e Mentr D o 2)"[5‘&2—0 ﬁsq 11 01O R _neuernenensacuomae Q'Gtst%’@“ lh 4ot o
) Currently do you have any Medicliam/Health Insurance: | Yes L"‘"N'u’

i) Company Name: B I 2 22

i) Give detals: i == il |

K} Do you have a family physician: Yos \_AG 1} Name of the famdy physician: | | | |

m} Contact No, if any I |

vgmes B O UARM BBV ML R PO fumcle

) Occupation of Insured Patient EENEEN == j I | '
(PLEASE COMPLETE DECLARATION OF THIS FORM)

TO BE FILLED BY TREATING DOCTOR/HOSPITAL

: ' Rﬁ-\i PK.')H ML W0 ﬂmj b) Conact Number: || ﬂ ;
R m‘fhi\z&g. A (ﬂmf’ 0o+

16D Code: \
g) Proposed line of reatment numa:r.m i) Surgical Managemesn L 3 s N -v}Nunaantj
. A [ b

) H invesiigational lor Medical Blm i Route of drug admini -aton J:lk [FTanL o b Bragga—
Management provide detals 'Pum Q WW " S s
1) I surgical name of surgery — i} 1CD 10 PCS code < Tl I I e =
J) 1 other treatment provide —_— k) How did injury ocour : —

datals
I In case of Accident: LISURTA | =—Yes——NC  iDaleolivery, | dmee———— ' ji.Repotediopoice: | Yos ———Ho—FiNo: | ==
v) Injury/Disease caused due to sub lcahol i | Yas Mo i) Testconducted to establish this: ¢ Ves ~ | Mo (I yes, attach repar)
m) In case of Matemity A

1) Expaciad date of Defivery |
Details of patient
&) Dae of admission: l’q 03\2002@ bamfrunO%‘ @FO d) Mandatory Past history of any chronic iness

If yes, since (monihyear)
¢)lsthisa i avenl? Planned Disbele 3
&) Expected No. uldarsmyhhmpital. ;}}Hm ¢ :
NDaysinlcy: |~ Days 9 mw%ui S THT ) st
h) Per Day Room Rent + Nursing & Service Charges + Patient's Diet Rs. | . L-\ W i
1) Expected cost o invesftigalon + diagnostics Ro £ _OL.,; n) I . e
b2 e B :vumwcopms /Q/Q) T
K} OT Charges Rs, M =
vii) Cancar i
1) Professional foes Surgeon + st Fees + consultation Charges Rs. \_oﬁ 0 L‘ vi) Acohol o dng abuse
m) Medicines + Consumables + Cost of Implants (i applicable please specify). fs. g:ﬂ-g C)‘O — b Ay HY o STD i
hospital i ‘

A ) i ﬂnlf. = - ) Any other Allment give details:
p) Sum Total expected cost of hospitalization Rs. Loo 0 ——

'DFC ERGO General Insurance Compeny Limited (Formery HDFC General Insurance Limiled). Registered & Corporate Office: 15t Floor, HDFC House, 165-166 Backbay Reciamation, H. T, Parekh Marg, Churchgate,
. Tl = 400 020, Cusiomer Service Address: D-301, 3rd Floor, Easm Eusmss District {Magnet Mall), LBS Mirg ma.p {‘MSIJ Keumbyal - 400 (78, Customer Service No- 022 - 6234 6234 / 0120 - 6234 6234 | n
m argo.com | waw hdfcergo.com. Trade Log gs 4o HOFC Lidand ERGO licanse. CIN: UBBO30MH200TPLCITT117, TRDAT Reg No. 146.
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DECLARATION (Please read carefully)

‘We confirm having read understood

2) Name of the treating doctor : Wmﬁ?p N7 ; FEE 2/ RMI

o) Qualfication : ) Registation No, with state code: ‘Q‘Ft'j“ l 3

Hosgital Seal (Mustinckodi Hospital ID) Patient/ Insured Name & Signature

DECLARATION BY THE PATIENT / REPRESENTATIVE

f.

g.
h

| agree to allow the hospital to submit all original documents pertaining to hospitalization to the Insurer/T.P.Aafter the discharge. | agree to sign on the Final Bill &
the Discharge Summary, before my discharge.

Paymant to hospital is governad by the terms and conditions of the policy. In case the Insurer [TPAis not liable to sattle the hospital bill, | undartake to settle the bill
as per the terms and conditions of the policy.

All non-medical expenses and exp not rel t to current hospitalization and the amounts over & above the limit authorized by the Insurer/T.P.A not
governed by the terms and conditions of the policy will be paid by me.

I hereby declare to abida by the terms and conditions of the policy and if at any time the facts disclosed by me are found to be false orincomect | forfeit my claim and
agree to indemnify the Insurer/ T.P.A

1 agree and understand that T.P.A s in no way warranting the service of the hospital & thal the Insurer /TPA s in no way guaranteeing that the services provided by
the hospital will be of a particular quality or standard.

| hereby warrant the truth of the forgoing particulars in every respect and | agree that if | have mada or shall make any false or untrue statement, suppression or
concealment with respect to the claim, my right to claim reimbursement of the said expenses shall be absolutely forfeited.

| agree loindemnify the hospital against all expenses incurred on my behalf, which are not reimbursed by the Insurer/ TPA.

. "l/We authorize Insurance Company/J PA to.contact mefus through mobilelemail for any on this ghgim®,
I} e»
Patient's/ Insured's Nama: ll‘ ! { WLL o

Contact No.: E-mail Id (optional):

Patient's/ Insured’s Si N -

19(3]20 - e 1 00

Date:
HOSPITAL DECLARATION
a.  Wehave no objection to any authorized TPA/ Insurance Company official verifying documents pertaining to hospitalization.
b. Al valid original documents duly countersigned by the insured/patient as per the checklist below will be sent to TPA/ Insurance Company within 7 days of the

7 wreean

Date:

patient’s discharge.

We agree that TPA/Insurance Company will not be liable to make the paymentln the between the facts in this form and discharge summary or other documents
The patient declaration has been signed by the patient or by his rep nour
We agree to provide clarifications for the queries raised regarding this hospltaltmuon ‘and we lake the sole responsibility for any delay in offering clarifications

We will abide by the terms and conditions agreed in the MOU.

We confirm that no additional amount would be collected from the insured in excess of Agreed Package Rates excepl costs towards non-admissible amounls
(including additional charges due to opting higher room rent than eligibility/choosing separate line of treatment which is not envisaged,
We confirm that no recoveries would be made from the deposit amount collected from the Insured except for costs tawards non-admissible amoun!a Uncludmg
additional charges due to opting higher room rent than eligibility/ choosing sey line of treat which is not envisaged/considered in pach

In the event of unauthorized recovery of any additional amount from the Insured in excess of Agreed Package Rales, the authorized TRA/ !nsurance Company
reserves the righ rl.ha @ from us (the Network Provider) and/or take necessary action, as provided under the MOU or applicable laws.

idereding

* Doctor's Signature

HOFC ERGO General Insurance Comgany Limited (Formary HDFC General Insurance Limited). Registered & Comerate Offica: 1t Floot, HOFC Housa, 165-166 Backbay Reclamation, H. T. Parekh Marg, Churchgats,
Mumbal 400 020. Cuslomer Service Address: D-301, 3rd Flaor, Easterm Business District (Magnet Mall), LBS Marg, Bhandup (West), Mumbal - 400 078, Customer Servics No: 022 - 6234 6234 / 0120 - 6234 6234 |
carefhdfcergo.com | www hdfcergo.com. Tradel g5 o HOFG Ltd and ERGO Intamalional AG and used by the Company undar ficanse. CIN: UBBO3OMHZ00TPLCATTIT. IRDAI Reg No. 146,
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] :A22754 [ IPD No. : *11440 Date : 09/03/20 571,53 am NI
| Name : NILESHKUMAR PATEL f
Sex/Age :Male /46 Years ;
Address S?Iqharm[phumlka park soc; p.d. pandya collage
| ‘ AHMEDABAD, GHODASAR ,
Phone : M-9524909569 |

\ | I I DISCHAR(.-:E SUMNL
Date of Admission : 06/03/2019 T:me:(]g 50 i
Date of stcharqe 11/03/2018 Timel: 18,00 | '] |
' | *Diagnosis : | | il N N e T
- ACUTE VIRAL FEVER - GAS]’RITIS - CERVICAL SPONDYLYSIS i B
*Indoor Detalulﬂ ] ‘ ﬂ”” ; | R
| 44 yrs ol d: C ‘high grade feve f?ead,a.ch -
*; ] pain; vomiting mceSdayis pt evaluateg 1for caus

Py

=¥

b |
) o I

é igh, co d, abdbm
' 'ﬂ'-hlch Showrju v
bl SUPPD ve.

spondilitic’éhange tar trqq&t}ed with iv ﬂi ds iV
and complaint of severs _headachev rtigq

T | |
o ¢ ' gradually he improved over 6 days, ecar

take orally so today discharge with day
| Treatment on} D;s' harg‘g: ‘ ’ -

1
e

[ 13) Sy. ACILOSS

Q il}li*[l (Vo 0Ll [ﬁ’ﬂ%l}-lzl 49 cu:
4) Tab. THIOMIN- E

: A at‘w[l E{CLLT a5 ulyesul udl......
. 6) Tab. REPEN-D

g ollofl e} w5 i‘lH’W well.....7

6) Tab. L-BEX-OD 11" {17 qv 1|

25 90l v o) %]-_%m, }l

| | . 7) Tab. EL]TROX][\%@

5 2l A picld o







oflAiga R 2 RIGHIE Ve
Nileshkumar Ramanlal Patel
1 atodl cidu/DOB: 05/12/1972
| yor/ MALE
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@ UNIQUE 1DENT1FIC_§TI __N,- AUTHORITY OFINDIA
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s/0 Ramanlal pascttamdas Patel,
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( ;hwam FIRST CONSULTATION CERTIFICATE

H 0 SPITAL
ICCU Diagnostic & Research Centre

In Door No. Date : LCT GV '7\@

Name W\ub\ WWM ﬁ”@%‘@(
Age 9 a- MY sex U\D DOA H*Ll [ 42 pop

Chief Complaints IW(?&Z M@“ W‘“@?\@@(ﬂ f (ﬁo)%'
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On examination Tl \ag, F 6) y Qq\: ( AT

Clinice Diaff Q.00 &8 AR ot | W /T F\Q,

awise AR o, BUSIGGERG . oo rrGRaes




