CLAIM FORM - PART A

T0O BE FILLED 8Y THE INSURED {To be Fillad In block latters)
The Issua of this Form is not lo be taken as an admission of liablity

BETAILS OF PRIMARY INSURED:
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PETAILS OF INSURANCE HISTORY:
a} Cumrently covered by any other Madiclam / Heatth insurance: [ ] Yes [ ] Mo b) Dateof commencament of frst Insuranca without break: @ @

s IIIO0CO00C0D00O0 == DO00O00000000CL0O0OUN
Sum insured {Rs. E] B D D [:] [:] Dd] Hava you been hospitalized in tha last four years since Incepfion of the conract? [Thres e Bate: @ @

Disgnosis: | ] o) Previously covered by any other Medicka'm [Health insurance © 2 Clves (o

e 0 I
DETALS OF INSURED PERSON HOSPITALIZED; : :
e UFEDENEDOLOCO0DUREEDEENEO0EIREEENEEEEDOD §
2) Gender Meta | | Femaa [_] o) Aga yaars Mons [W][m] @paearsmn [0](0]  [w](w]
&) Relationshp to Prmary insured: Self D Spovsa D Child E] Father D Mqher [:' Ciher D (Pleasa Spacdy} r |
1 Cccupaton Serves [ ] seltempiyes [ | Homertatef ]| Stdent [ | Reed [] ower (7] Prasaspecty | ]
e (0000000 000000000000000000000000000
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DETALS OF HOSPITALIZATION: :

amarsmensne [ JCJO000000000000N000CO000000000000
b} Room Category occuped: Daycare [] Single accupancy [ Twinshadng [ 3 or more beds per room [ ]

c) Hospltalization dus to: Injury O bess I} Maternity () ) Date of injury / Date Diseasa first delecied Date of Defivery: El E @

) Date of Admission: El@ @@ f) Time @m @ q) Date ofDisd‘uarge:@@ @@ h) Time: Eﬂ—_“_—ﬂ : @

i oy give cause: Seffinted [ ] Road Trafe Accidant [ Substancs Abuse / Alcohel Consumption (] 0#fMedica legat [} Yes[ ] Mo

i) Reported ta Poice [ ] M 7. MLG Report & Pelica FIR altached ] Yes[J Mo ) System of Medicine: f J
DETAILS OF CLAIL:

a] Detads of the Treatment expanses caimad Clalm Documents Submitted - Check List:

|, £ra-hospitatizaton expensas Rs. DDDDDDD i, Hospitoization expensess Rs. DDBDDDD [[] cam foem d“*').’ 57?.‘*"?’3 N
. Posthospilalizaton expensas Rs. DDDDDDD v, Health-Check L cost RS, DDB DDDD O Cnpv.ufir:e.daw‘nln:mahon.ﬁany
v. Ambulance Charges: Rs. DDDDDDD vi, Others (mde}:f:] DD Rs. DDDDDDD (] Hospital Main BB

(] Hospital Break-up Bit

Total Rs. [:] D L——‘ D D D D ] Hospital BA Payment Receipt

vE. Pre-hospitafization pered. days D E]I:l vii. Post hospitatization peried:  days [___l [:] D . (] *ospital Discharge Summary

b} Claim for Domicary Hospitakzation: [ vesDI Mo (tryes, provida detas in annevure) [ Pharmacy 81

¢) Detals of Lump sum / cash benefl daimed: {7] ©Operalion Theater Notes

1, Hospaa Draty cash: re O] swoiatcasn: o (OO0 Qe

. Citicel tness benefit: g [ JO0)CIO0] w Convatescence: re (OO g mﬁi;ﬁ;itpmﬂmﬁ? e
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DETAILS OF BILLS ENCLOSED:

Sl.Ko] Bill No, Dats . Issuad by Towards Amount [Rs)
1 plo| M{RiYIY Hospital main Bl

1. sl o] M MY Y Pre-hasoitatzaton Bils: Mos

3 ol ol M{Miviy Posthospilafzation Bl's:  Nos
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DETAIES OF PRIMARY INSURED'S BANK ACCOUNT;:
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DECLARATION BY THE INSURED:

| hereby dectara thal the information fumished in the claim form is tue & cormect te tha best of
of concealent of any matedal fact with respect fo questions asked in felation o this claim,
insuranca Company, 1o seek necessary medical informalion ! decumants from any hospita
I hereby declara that | have included all the bilis / receipts far the purposa of this claim & that | wil not be ma

ciaim, if any.

pate [0](2] pioce_

J Signature of the Insuted
v

f my knowledge and belief. If | have mada aay false o untrug stalement, suppression
my right to claim reimbrusement shait be forfeited, 1 also consent & authorize TPA }
| # Medical Practitioner whe has altended on the person aganst wham this claim is mads,
king any supplemeantary claim except the pre/post-hospilatization
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GUIDANGE FOR FILLING CLAIM FORM - PART A (To ba filled in by the lasured}

DATA ELEMENT . [

DESCRIPTION i

FORMAT

SECTION A - DETAILS OF PRIMARY INSURED

a}  Policy Na,

Enler the policy number

As allotted by the Insurance Company

b} Sk Nof Certificate No.

Enter tha social Insuranca number of the certificale number of
social health insurance schamea

As allotted by the oraganization

) Company TPA ID No.

Enter the TRPAID Na.

Licence number as allatted by IRDA and printed
In TPA dacuments.

Enler the full name of tha policyholdar

Surname, Firgt name, Middle name

a4}  Name

€}  Address Enter the full postal address includa Streat, 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 or No

Insurance?

Heatth Insurance

b)  Dale of commencement of firsl Jnsurance without break

Enter the date of commancement of first Ingurance

1Jsa dd-mm-yy-formal

c) Company Name

Enter the full nama of the Insurance Company

Nama of the organization in full

As allotted by tha Insurance Company

Palicy No. Enter the policy number
Sum instured Enter the total sum insured a5 per the policy In upees
d)  Have you been Hospitelized in the fast four years since Tick Yes o No

indicate whalher hospfialized in the last four years

Inception of the contract?

Enter the date of Hospitalization

Use mm-yy format

Date
Diagnosis Enter the diagnosis details Cpen Text

e) Previously caverad by any other Mediclalm / Health Tndicate wheiner praviously coverad by another mediclaim / Tiek Yes of No
Insurancae? Health Insurance

B Company Name

Enter the full name of the Insurance Campany

Nama of the organization in full

SECTION G -DETAILS OF INSURED PERSON HOSPITALIZED

Sumama, First name, Middls name

a) Name Enter the full nama of the patient

by  Gender tndicate Gender of the patient Tick Male or Female

c) Age Enter age of the patient Numbar of years ang months
d}  Dateof Bith Enter Date of Birth of patient Use dd-mm-yy format

e}  Relabonship to primary Insured

[ndicats relationship of patient with policyholder

“Tlck the right option, if others, pleass speciy

f Qccupalion

indicate cccupation of patient

Tick the right optlen. If others, please specify.

Inchuda Street, City and Pin code

g}  Address Enter the full postal address
h)  Phona No Enter the phane number of patient include STD coda with talaphone number
1) E-maliD Entar e-mait address of patient Complete e-mail address

SEGTION b - DETAILS OF HOSPITALIZATION

a) Name of Hospital where admited

Entzr the nama of hospital

Nama of hospital in full

8) Rocm category occupled

indicata the room category cccupiad

Tick {he right option

¢}  Hosplalization due to

Indicate reason of haspiafization

Tick tha right option

d)  Dala of injury/Dale Disease first detected / Date of

Enter the relevant data

Use dd-mm-yy format

Dalivery
a)  Date of admission Enter date of agmission Use dd-mm-yy format
fy Time Fnter fime of admission Use hh-mim- format
a) Date of discharga Enter date of discharge Use dd-mm-yy format
h}  Time Enter time of discharge Use hh-mm- format
1y  Hfinjuiy giva cause indicata causa of Injury Tick the right option
If Medica legal Indicate whather injury Is medico legal Tick Yas or No
Reportad to Pofica indicate whather pofica repart was filed Tick Yes or No
MLC Report & Pelica FIR attached indicate whether MLC report and Police FIR attached Tick Yes or No
j4  System of Medicene Enter the systam of medicine followed in lreating the patiant Open Text

SECTION E - DETAILS OF CLAIM

a}  Details of Treatmant Expances

Enter the amount claimed as treatment axpances

in rupeas (Do not enter paise values)

b Clalm for Domiciliary Hospitalizatlon

indicate whethar claim is for domiciary hospitalization

Tick Yes or No

¢}  Delails of Lump sum/ Cash benifit claimed

Enter the amount claimed as lump sum / cash benefit

in rupaes (Do not enter palse values)

dy  Claim documents Submitted-Check List

Indicate which suppoding documants are submitted

Tiek the right option

SECTION F - DETAILS OF BILLS ENCLOSED

Indicate which bills ara enclosed with tha amount in rupees

SECTION G - DETAILS OF PRIMARY INSURED's BANK ACCOUNT

a}.PAN

Enter tha permanent account number

As allotied by the Incorme Tax Bepartment

b}  Account Number

Enter the Bank account number

As allotted by the Bank

)  Bank Name and Branch

Enter the Bank name along with the branch

Nama of the Baak in full

c)  Chegue/ DE} payable delals

Enter the name of the benaficiary the chequs f DD shaoudd ba
made out {o

Namae of the individual / ergantzation in full

©) IFSC Code

Enter tha IFSC code of the Bank branch

|FSC code of the Bank branch in full

SECTION H - DEGLARATION BY THE INSURED

Read declaration carefully and mentian date @in ddimanyy Tormat), place {open le'xl)and sign.




CLAIM FORM - PARTB
TO BE FILLED iN BY THE HOSPITAL
The issua of this Form |s not to be taken as an admission of liability {Ta be Filted (n black latfers)

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

aasersse (1000000 0O000N0O0O0COOO0O0OCOO0CCOOO000OUH E
a) Haspital 10: DOOoOOoaee o Typeoltsspiol  Metwark: ] Mo etwork: ] {ff o retwork i se¢500 £) #
ammsonemamse: [)(3]0)EEEDEDLCC0ONEEHCHEENDHOERMEDGEMED 2
o} Cuarfieation: DRegisation tio.winstare Coder | [N L L J( 1[I ] otphonetio. DDDDDGDDGDD >
DETAILS OF THE PATIENT ADMITTED

a)Nama of o Patent DDIEIIE]I!@DDDDDIEE@IDEIIE&]DD@EE@IED@IMID
sy regsreiontanter: | ]I ICICTTILIET  svoenter s [ remas (3 aytgesvears (Y]] wors[M[H] o oate ot [2]{®] e &,
foamatadmsson:  [0}{2]  [M][M] gmme: (M0 [M][n] hDasaficharge: (0]70)  [M][m] are: [ H](H] @@‘3
[FType of Admission:  Emecgency [] ®lanned (] DayCare ] Matemty [ Witmsemty oot ol Dekven: [ 0] 0] [M][] iemiasers: [ ][] @

1 Status ot e of diseharge:  Dischargatohome [[]  Dischargsto anctherhospitst (] Deceased [} m)Total camed amovnt | ] D D 1:”____] (] [j
DETAILS OF ATLMENT DIAGNOSED (PRIMARY)
a) IC0 0 Cades Descripsion b} iCD 10 PCS Deserighion
rensoores (JOCICICICIC] s OOCOOO0 | =
. Addionzt Diagnasis! D [} D E::] D B D r 3, Procadure 2.2 D E:I D [j D D E:'
S | | | | weoesse3: [ )L
m
S
v, Co-marticitias: D D D E::] D D D [ i v, Detats of Procedurs: él
L j o
¢} Pre-authorization obtaned: [(Mves [J®o  dPre-suthonization Humber: DD [j |:| D D D D D [:I D D D
e} If authorization by network hospllal net abiained, ghie reasory | ]

f) HospitaEzeton due loinury,  [JYes (O Ne 1. 1 ¥as, glve cause Self-mficed (] Road Trafe Acaident [] Substance abuse f aleohol consumption. [

) Hinury dua to substance abuse / alcohied consumption, Test conducted b astabish this: [ Yes [] Mo (If Yes, aachrepods) . If Medico legat: [JYes [[7 Mo i ReporedtoPolice [ JYes ] N

v. AR No. DDD DBDD{:’DD i, Hnot reparted fo pofice ghva reason: l— . ]

] O NOLLOSS e e

GLAIM DOCUMENTS SUBMITTED - CHECK LIST
[7] ClimFom duly signed []  tmestigation reperts
"] Original Pre-a:thorization requast [[]  CTMRASGHPE investigaton repors
7] Copyofthe Pre-authorization approvel jstler [ Doctor's reference skp for imestigation
7] Copyof Phao 4D Card of patent Verified by hospial [ Ecs
[[]  Hospital Discharga sumstiary {71 Phamacy ts
[ Ogeiation Theatra Notes [} MCrepos & PofcaFIR
] Hosgitalman b [  Orginal daeth summary from hospial where applicatla
[} Hospital breakup bt [0  Anyother, pieasa spacily

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

o)t o o Hospad DDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDDD
OO0UNOO000000000000000000000000000000000

o (OOO0O00O0000000000s= 0O00O000000000a000i]
B et L 0 T T O 0 [ O |

) Hospial PAM: OO0 0] enmeorgseatess [JLIC] drscsesaatientenopst ot Clves [ ke ky Dves [hna

A, Others: ] ]

DECLARATION BY THE HOSPITAL (PLEASE READ VERY CAREFULLY)

\Wa hereby deciare that the nformalion furnished in this Claim Form is bue & coment ta the best of our lnawdedge ard ekef. Fwe have made 2ny falsa or unirue statement, suppressiﬁnormncea!awwloi any malerial fact,
our right to claim under fhis ckaim shail be forfeded,

oo [0][n] [H](M]

Place: f . f J Signatute and Se2! of the Hosgital Authority:

I 4 NOLLOSS DR 3 NOLLDAS




GUIDANCE FOR FILLING GLAIM FORM - PART B {To be filled in by the hospital)

DATA ELEMENT

DESCRIPTION

FORMAT

SECTION A - DETAILS OF HOSPITAL

Name of the hospial in ful

If not reparted fo polica, give reason

a)  Name of the hospital: Enter the name of hospital
b} Hospital il Enter 1D number of hospital As allocaled by the TPA
¢} Type of Hospital Indicate whelher in network or non nehvork hospital Tick the sight option
¢)  Name of treating doclor Enter tha name of the treating doctor Nama of doctar in full
e}  Qualification Enler tha gualification of the lreating doctor Abbreviations of educationat qualifications
fi  Registration No. with State Code Enter tha registration number of the decior aleng with Ihe state code | As allocated by the Medical Councl of India
g} Phone No. Enter the phene number of doclor Include STD code wilh telephone number
SECTION B - DETAILS OF THE PATIENT ADMITTED
a}  Nameof Patient Enter the name of patient Name of patientin full
b} [P registration Numbar Ealer insurance pravider registration number » As aliotied by the insurance provider
c)  Gender Indicate Gender of the palient Tick Mala or Femals
d)  Age Enter age of the patient Numnber of years and months
ay  Date of Birth Enter date of birth Use dd-mm-yy format
f) Date of Admisslon Enter dale of admission Lise dd-mm-yy format
gy Time - finter Time of admission Usa hhimm format
h}  Date of Discharge Enter date of Discharge Usa dd-mm-yy format
iy Time Enter tima of Discharge Use hh:mm format
N Type of Admission Indicate typa of admission of patient Tick the right opton
K} If Maternity
I. Date of Delivery Enter Date of Delivery if mateenity Use dd-mm-yy format
ii. Gravida Stalus Enter Gravida status if maternity Use standard focmat
I} Status at time of discharge indicate status of patierd at tima of discharge Tick the right option
M)  Total claimed amount Indicate the fotal claimed ameunt In rupees (Do rot enter paise values)
SECTION € - DETAILS OF AILMENT DIAGNOSED (PRIMARY)
a}  [CD 10 Code
Primary Diagnesis Enter the ICD 10 Code and descriplion of the pdmary diagnosls Standacd Format and Open text
Additional Diagnasis Enter the ICD 16 Code and description of the additional diagnasls Standasd Format and Open toxt
Co-n‘lqrbldilles Enter the IC0 10 Coda and description of the Co-morbidities Standard Format and Open text
by ICD10PCS
Procedure { Enter the 1CD 10 Cade and description of the first procedure Standard Format and Qpen text
Procadura 2 Enterthe ICD 10 Code and deseription of the second procedure Standard Formal and Open text
Procedurs 3 Enter the 1CD 10 Code and description of tha third procedure Standard Format and Open text
Delals of Procedure Enter the details of the procedure COpen text
¢} Pre-authosization obtained Indicate whether pre-authorization eblainad Tick Yes or No
dy  Pre-authorzation Number Enter pre-authorization number As allolted by TPA
a)  If authorizatien by network haspital not oblained, give reason|  Enter reason for not obtaining pre-authorization number Qpen texd
fi  Hospitalization due fo Injury Indicate if hospilafization is due to Tajury Tick Yes of No
Cause Indicate cause of Injuny Tick the right option
g%ﬁ&ﬁzzﬂ:ﬁ; huselatoshol consumption tast Indicate whether test conducled Tick Yas or No
Medico Legal Indicate whether Injury is medice legal Tick Yes or Na
Reporied lo Police Indicate whethes polica report was filed Tick Yes or Na
FiR No. Enter first Inforenation report number As Issued by pafice authritles
Enter 7eason for not reporting ta police Crpen text

SECTION D - CLAIM DOCUMENTS SUBMITTEDR-CHECK LIST

Indicate which supporiing documents are submitied

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 hospitat includa STD code with lefephone number

¢ Registration No. with Stata Code f{‘;eéi‘t’y‘aczﬁfﬁ?n“fmﬁgn"f Hospital oblained from local body. 021 by the City Corporation / Muricipality
d) Hospital PAN ' Enter the permanent account number As allocated by the Income Tax Depardment

e} Number of Inpatient beds Enter the number of inpatient beds Digits

fy Facilitics available in the hospital Indicata facikties availabla in the hospital Tick the right option. If athers, pleasa specify

SEGTION F - DECLARATION BY THE HOSPITAL

Read declaration carefully and mentien 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,

L. (A) INSURED'S NAME

I S S T N

(B) ADDRESS

{C) TELEPHONEAOBILE NO,

(R T I A O B Y

{D) E-MAIL 1D

IIIIIIIIIII:III.IIIIIIIIIIIIIIII-I

2. TTK ID NO.

T T T T T T T T T

3. PARTICULARS OF BANK ACCOUNT;

{A) BANK NAME :

IIIIIIIIIIIIIIIIIIIIIIII_II

(B} BRANCH NAME;

L T T T T T 1 T T 7 1 1. I 1 T T T[T 1]

(C) ADDRESS:

(D) 9 DIGIT CODE NUMBER OF THE BANK & BRANCH APPEARING ON THE MICR CHEQUE ISSUED BY THE BANK

[ I | [ [ I i

(E) ACCOUNT TYPE { SAVINGS ACCOUNT/CURRENT ACCOUNT):

T 1T T 1T T T[T T T [ [ T [

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

I | i [ | I |

{G) BANK ACCOUNT HOLDER NAME

C T T T T [ T ] |

4. DATE OF EFFECT

LITTTITT 17

INFORMATION FOR PAYMENT THROUGH RTGS QR NEFT

3. IFSC CODE {INDIAN FINANCIAL SYSTEM CODE)

I I I I I

6. NEFT CODE (NATIONAL ELECTRONIC FUNDS TRANSFER CODE)

L | [ I I [ ] [ [ I I

By submission of the above,I authorise M/s TTK Healthcare TPA Pyt Itd, /The Insurance Company to settle the claim under reference
through direct payment by ECS. I hereby declare and confinn that the particulars given above are correct and complete, T 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 abaove.

Date: . Signature of the linsured
Place:




