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AX1/Welfare/ IBA GMC Policy-TPA/Cir.107/2024-25 November 14, 2024

ALL THE BRANCHES / OFFICES OF THE BANK

Madam / Dear Sir,

Re.: IBA GMC Serving and Retirees Policy - TPA - Health Insurance TPA (HITPA) w.e.f.
01.11.2024

National Insurance Co. Ltd. has been entrusted the job for providing cover under IBA Group
Insurance Policy for the year 2024-25 for the retirees by Indian Banks' Association vide their
letter No. HR& IR/MBR/MEDINS/14-21 dated 18" September 2024.

Health Insurance TPA (HITPA) has been appointed as service provider for the current year
serving and retirees IBA Mediclaim Policy of Bank of Maharashtra by National Insurance
Company Limited.

Cashless claims as well as reimbursement claims of hospitalization expenses incurred on or
after 1% November 2024 will be processed by Health Insurance TPA (HITPA).

Contact details, E-mail IDs, and address of Health Insurance TPA (HITPA) is as under:

' ST E-Mail Address customerservice@hitpa.co.in
FEeCism Intmeten Toli Free Numbers | 1800-102-3600 / 1800-180-3600
Head Office Address : Health Insurance TPA of India Ltd.

2nd Floor, Majestic Omnia Building,
A-110, Sector 4 Noida,
Uttar Pradesh — 201301.

Area wise Contact details, Address for Claim Submission, Claim forms, check list, escalation
matrix etc. are enclosed as Annexure.

Claims documents should be directly submitted to TPA at the given address in the Annexure.

Yours faithfully,

RAJESHKUMAR Digitally signed by RAJESHKUMAR
KAMALASEKARAN

KAMALASEKARAN Date: 2024.11.14 17:57:54 +05'30"

(K. Rajesh Kumar)

General Manager

HRM
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SLNo |ZONAL Office HITPA SPOC Person Contact Number Email ID

1 AGARTALA Tapash Nandi 8586884630 tapash.nandi@hitpa.co.in

2 AHMEDABAD Amol Ingole 9289879936 amol.ingoletemp@hitpa.co.in

E] AJMER Dr. Prashant Depan 7976097895 drprashantdepan1991@gmail.com
4 AYODHYA Ranbahadur Upadhayay 9289879944 ranbahadur.upadhyaytemp@hitpa.co.in
5 BALASORE Sibani Shankar Pradhan 8800461051 sibani.pradhantemp@hitpa.co.in
6 BANGALORE Rohit 8448399486 ks.kumar@hitpa.co.in

7 BEGUSARAI Kumar Uttsav 8448488337 kumar.uttsav@hitpa.co.in

8 BHAGALPUR Kumar Uttsav 8448488337 kumar.uttsav@hitpa.co.in

9 BHOPAL Neetu Sarote 8800464802 neetu.sarotetemp@hitpa.co.in

10 BHUBANESHWAR Sibani Shankar Pradhan 8800461051 sibani.pradhantemp@hitpa.co.in
11 CHANDIGARH Bittu Singh 9289869916 bittu.singhtemp@hitpa.co.in

12 CHENNAI vimal raj 9667393373 Vimalraj.V@hitpa.co.in

13 COIMBATORE Balaguru Muthuswami 8826305900 balaguru.muthusamy@hitpa.co.in
14 DEHRADUN Amit Kumar 2 8448481067 amit.kumartemp2@hitpa.co.in

15 IDHARAMSHALA Bittu Singh 9289869916 bittu.singhtemp@hitpa.co.in

16 ]DURGAPUR Biswadip Mal 9810306855 biswadip.maltemp@hitpa.co.in

17 |ERNAKULAM akhil sugathan 8448983317 akhil.sugathantemp@hitpa.co.in
18 |GUWAHATI Tapash Nandi 8586884630 tapash.nandi@hitpa.co.in

19 |HOOGHLY Biswadip Mal 9810306855 biswadip.maltemp@hitpa.co.in

20 IHVDERABAD Praveen 8448483117 arikela.praveentemp@hitpa.co.in
21 |inDORE siddharth dubey 8448481066 siddharth.dubeytemp@bhitpa.co.in
22 JAIPUR Mahendra Singh 9667046491 mahendra.singhtemp2@hitpa.co.in
23 JALANDHAR Dhiraj Talwar 7303764957 dhiraj.talwartemp@hitpa.co.in

24 JODHPUR Mahendra Singh 9667046491 mahendra.singhtemp2@hitpa.co.in
25 JORHAT Tapash Nandi 8586884630 tapash.nandi@hitpa.co.in

26 |KANPUR Suryakant Singh 8448381207 SuryaKant.Singhtemp@hitpa.co.in
27 |KARNAI. Bittu Singh 9289869916 bittu.singhtemp@hitpa.co.in

28 IKOI.KATA Biswadip Mal 9810306855 biswadip.maltemp@hitpa.co.in

29 ILUCKNOW Ranbahadur Upadhayay 9289879944 ranbahadur.upadhyaytemp@hitpa.co.in
30 |MEERUT Kuldeep Singh 9773981488 kuldeep.singh1@hitpa.co.in

31 |MUMBAI Pooja Rathod 7303596923 Pooja.rathodtemp@hitpa.co.in
32 INAGPUR Rahul Wahurwagh 9225234520 rahul.wahurwagh@hitpa.co.in

33 |NEW DELHI Kuldeep Singh 9773981488 kuldeep singh1@hitpa.co.in

34 |PATNA Kumar Uttsav 8448488337 kumar.uttsav@hitpa.co.in

35 IPUNE Anuja 7303099268 anuja.dighe@hitpa.co.in

36 |RAIPUR Chetan Sharma 8448481072 Chetan.Sharma@hitpa.co.in

37 |RANCHI Saurav Anand 9289869920 saurav.anandtemp@hitpa.co.in
38 SALT LAKE Biswadip Mal 9810306855 biswadip.maltemp@hitpa.co.in

39 SAMBALPUR Sibani Shankar Pradhan 8800461051 sibani.pradhantemp@hitpa.co.in
40 SHIMLA Bittu Singh 9289869916 bittu.singhtemp@hitpa.co.in

41 SILIGURI Biswadip Mal 9810306855 biswadip.maltemp@hitpa.co.in

42 SURAT Ghanshyam 8448183892 ghanshyam.joshi@hitpa.co.in

43 VARANASI Ajeet Dubey 7042368962 ajeet.dubeytemp@hitpa.co.in




Corporate office and Central Processing Centre
Customer Service Support

Health Insurance TPA of India Ltd.

2nd Floor, Majestic Omnia Building,

A-110, Sector 4 Noida,

Uttar Pradesh — 201301.

Ahmedabad Branch

Health Insurance TPA of India Ltd.

1st Floor, Jeevan Sadan,

Opposite Sanyas Ashram, Ellis Bridge, Ashram Road,
Ahmedabad, Gujarat - 380009

Office Landline No +91 79 26583711

Chennai Branch

Health Insurance TPA of India Ltd.
National Insurance Building,

2nd Floor, No. 224, N.S.C. Bose Road,
Parry’s Corner, Chennai - 600001.

(For Submission of Claim Documents and

Land Mark: Opp. The Bar council of Tamilnadu & Pondicherry

Contact Numbers:-
Office Landline No +91 44 42019546
Working Hours : 10 AM to 6 PM (Monday to Friday)

Hyderabad Rranch

Health Insurance TPA of India Ltd.

1st Floor, United India Towers,

Door Number, 3-5-817 & 818,

Basheer Bagh, Hyderabad - 500029

Contact No:-

Office Landline No +91 40 23232144

Working Hours : 10 AM to 6 PM (Monday to Friday)

Kolkata Branch

Health Insurance TPA of India Ltd.

1st Floor, National Insurance Building

8 India Exchange Place , Kolkata — 700001
Office Landline No +91 33 22108955

Mumbai Branches

1.Health Insurance TPA of India Ltd.
5th Floor, Sterling Cinema Building,
65, Murzban Street, Fort,

Mumbai- 400 001.

2.Health Insurance TPA of India Ltd.

602, 6th floor ,Antariksh ,Thakoor House,
Makwana Road, Near Marol Naka Metro station.
Marol Andheri (East), Mumbai — 400059



Bengaluru Branch

Health Insurance TPA of India Ltd.

"Jeevan Sampige Building" (LIC),

2nd floor,#1/1, 2nd Main Road,
Malleshwaram,Bengaluru — 560003.

Landmark: Between sampige theatre and Mantri Mall
Contact No.:-Dr. Raghavendra Babu +91 9717082795

Kochi Branch

Health Insurance TPA of India Ltd.

First Floor, Rukiya Bagh,MG Road, Ravipuram,

Kochi - 682 016

Land Mark : Near Kanoos Theatre ( former Deepa Theatre)
Contact No: Smitha Sajan 08448183894

Pune Branch

Health Insurance TPA of India Ltd.

Office No. 4, 3rd floor, Royal Tower,

Above Shree Krishna Hotel, Opp. BSNL Office,
Viman Nagar, Pune - 411014.

Vadodara Branch

Health Insurance TPA of India Ltd.
Ist Floor, Suraj Plaza -Il,
Savaiigani,

Vadodara- 390005.

Nagpur Satellite Office

Health Insurance TPA of India Ltd.

Ist Floor, Block No. 10-B, Diwan Plaza Building,
Ramdaspeth, Wardha Road,

Nagpur- 440010.

Guwahati Branch Office

Health Insurance TPA of India Ltd.

3rd Floor, Institute of Engineers Building,
Pan Bazar over bridge, East Lane,

e aat  TIRANAAA
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Jaipur Satellite Office

Health Insurance TPA of India Ltd.
F-106, Tulip Enclave, Central Spine,
Vidhyadhar Nagar,

Jaipur- 302039

Surat Satellite Office

Health Insurance TPA of India Ltd.

Office NO.- 423, 4th Floor, Green Elina Complex
Anand Mahal Road, Adajan

Surat- 395009



Chandigarh Branch

Health Insurance TPA of India Ltd.
SC0-144-145, 4TH FLOOR, SECTOR-34A
Chandigarh- (UT)

Nashik Branch Office

Health Insurance TPA of India Ltd.
NEAR SAHEBA HOTEL, MUMBAI NAKA
NASHIK (MAHARASHTRA)

Lucknow Branch Office

Health Insurance TPA of India Ltd.

3rd floor,Jeevan Prakash Annexe building,30 MG Road,
Lucknow (Uttar Pradesh) 226001

indore Branch Office

Health Insurance TPA of India Ltd.

Office No-415, 4th Floor, Krishna Business Center, PU-4
Plot No.11, Scheme No.54, Vijay Nagar,

indore (Madhya Pradesh)

Coimbatore Branch Office

Health Insurance TPA of India Ltd.
First Floor, 30/6, New Damu Nagar
Pappanaickenpalayam, Coimbatore



N 5 SIS 3 O CLAIMFORM - PART A’ to '
- CLAINM FORM FOR HEALTH INSURANCE POLICIES
HEALTH ||\SURANCE TPA OF INDIALTD.  Giiie g THAN TRAVEL AND PLRSONAL ACCIDENT - PART A
TO BE FILLED BY THE MEURED
e msue o 1his Form s 0ot o be taken as an achmessian o babalily 170 e Fidod i bxlock losserss

BEIAILS OF PRIMARY INSURED

#tHrelley Mo 4:]1J CO0ODO0O0O0OO00C 000 e vescenene e T FCCIC 0]
ercomparytrAtaNe [N IO IO IO 3300

e DCIL—_IDDGDDDDDDDDDDDC&DuDDDE}C]EIGDDDDDDDLJDD:IDD
«acarees: [ OO0 OO0 000000000 0000000000001 00000

W 1000000000000 0000 00 0000000000000 00000
| i I_IL][_H_l[_]!_]L}I_J[_IL_!I_lLIL]L_]LJLJLJLJ[J
mncose )T pene e (I I Emmive [ — S
DETAILS OF INSURAKCE HISTORY:
&) Currentiy covered by any olher Medciaim | Reaith lssarance: D Yex D No o} Dale of commencement of first Insurance without break: DD E]I::] E][::]D[j
s cmpny e 00000000000 = OO00O00000O0000000000
Sumtnsumdlﬂs.'BDDDDDC] d} Have you been hospitafized in the kst four years since inception of the contract? D!’e: Dua Date: ED DD
Dingnasis: [ | o) Praviously cavered by any other MediclaimiHealth Insurance: CIves COwe
apicmpaiaes LRI U N L LT XL LS
DETANS OF INSURED PERSON HOSPITALIZED::

N 53] 3 £ s i o
b) Gender tasle [ Femasie [] el Age years [ ][] Mot ][] wvmseotmn [51C] A0 EEEED

of Retstionship 1o primary insured: Seit []  Spouse[ ] Chisd [] Fater []  Mother [] Other [T iPlease specity) [
fOccupation  Service [ ] e Employed ] sometake{ ]  Stsent ] Rotind [T] Oter []tpiease specty [
masess (ramentwrom vove): [ CICICIOIOIO OO0 000 0000000000000000000

00000 Ooa0000000 0 0000000000000 0000101000 103010 ]
e 000 000000000000000 «-0000000000000000000

035 I ovoud3ds (I © voio3s DN vuionoas

pincose JICICIEIET  Phosenes AT 11T IC I ] emetio] |
e ot s whes s I IC1 OO 00000 00000000000000000000000
&) Room Category docupid: Mmﬂ  Bingle occupancy [ Twin sharing [] 3 ormore beds per roem ]
) Mospialization due 1o: mﬂ_ ml‘.‘l m{i‘t @ Date of injury / Dats Disansa first detecsod Date ot Doivery: [T10] - [0 0]
o Date of samission: [ o 0 oou aroecnarge: [T](7] [0 II wree [ EE 2
1) injury give couse: muﬁuﬂ mmm O= Mmamucommﬂ 0 i madicalogal ] e [J No b
ii) Reported to Palica Ov=(] % mmmtmmm Clves [l oo ) System of Medicine: | |
DETAILS OF CLAIM: __ —=
.)mammrmummpmm =— - Claim Documents Submitted - Check List:

I, Pre-hospitalization expenses R GBEmED ii. Hospitalization expenses Rs. E]mmm:] D Claim form duly signed
i) Post-hospitsli . Iv. Fealth-Check up cost: = (OICI0000 [ Gopy of the clsim intimation, if any
v. Ambulance Charges: a..[jg womes ety [JJ] . OOIOC0C ] Hospital Main it

[ sospétat Break-up Bt

Totat = 00000 (] Hospat Binl Payment Receipt ﬁ
vil, Pre-hospltalization pariod: days D[][:l_ : mwnmm e  ICIC] o - 3
b} Caim for Domiciliary Hospitalization: D3 ves [ No gt yos, provids detasis in annexurs) ] Fnarmacy &il =
¢} Detatls of Lump sum / cash benofit claimed; == _ [] Operation Theater Nates
I, Hospital Dai!r cash: Rs. DDDDDm . Surgical Cash: L DDDDDDD [] ece
it s et e IO P comtoscnes: oy LI ] O Socors ookt
cramtmpintn g it m YOI ] Wromwe OO COECCE] D e
Tolal Rs. DBBDDDE] n Others
DETAILS OF BILLS ENCLOSED:
Si.NoJ _Bill No. Date Issued by Towards Amount (Rs)
1 plolwlsalvyly Hospital mall Bial
2 pl ol w] sal v| v Pre-hospitalization Bals: Nos
3 - TS = — @
: e om—— i
: - ) 1 T :
7.
5.
9.
10. i = T
DETAILS OF PRIMARY INSURED'S BANK ACCOUNT:;
are:  [COO0000 000 mraccaune numeer: [ ] OO0 0 8

asankneme ane sranen: ][]0 OO OO O0O0O0O OO0 00000000 0000000000 DDE]
d} Cheque / DD Payable details: | ] arsccese: (I OO 00OC000000 DDD .

(MPORTANT: PLEASE TURN OVER)




SELARATON BY THE INSURED

Signature of the Insured

138

L3 e

GUIDANCE FOR FILLING CL{}_!MEDRM - PART A (To be filled in by the insured)

DATA ELEMENT

DESCRIFTION

FORMAT

SECTION A - DETAILS OF PRIMARY INSURED

aj Falicy No

Entar tho policy number

As allottod by Ine Insuranco Company

by Sl Wof Certificate No.

Enter the sacial Insurance number or the cortificate
number of social haealih insurance schame

As allatted by the araganization

<) Campany TPA 1D No

Enter the TPAID No

Licence number as allotted by IRDA and printed
in TR docwmenis

o) Mame Entar the full nama of the policy holder Surnpme, Firsl ngvme, Middle rames
) Addiuss ot i dull DosLa) aodigane Include Sueel, Cily ang Fa voue

SECTION B -DETAILS OF INSURANCE HISTORY

aj Currently covered by any other Mediclaim /
Haalth Insurance?

Indicate whether currently covered by another Medichsim
/ Health Insurance

Tick Yes or No

b) Date of commencemant of lirst Insurance
without break

Enter the date of commancement of first Insurance

Use dedormme gy forrmist

) Company Name

Enter the full name of the Insurance Carnpany

Name of the organization in full

Policy No

Enmtar the policy number

As allotted by the Insurance Company

Sum insured

Entar the total sum insured as pat the policy

inrupsees

dj Have you bren Hospitalized in the last four
years since Inception of the contract?

Indicate whether hospitalized in the last four years

Tick Yes or Mo

Duats Enter the date of Hospilalization Uso mm-yy format
Diagnasis Enter the diagnosis details Open Text

ey Previously covered by any othar PBadiclaim /
Health Insurance?

Indicate whether previously covered by another
mediclaim / Health Insurance

Tick Yes or Noe

L] Company MName

Enfer the full name of the Insurance Company

Name of the organization in full

SECTION C -DETAILS OF INSURED PERSON HOSPITALIZED

ay Narme

Enter the full name of the patient

Sumame, First name, ddle name

h) Gender

Indicate Gender of the pationt

Tick Male or Female

€ Age

Enter age of the patient

Number of years and months

_d)  Date of Birth
e) Relationship to primary Insured

Emer Date of Birth of patient
Indicate relationship ol patieal with poboyhakier

Usa ga-mm-yy Tormar

Lick e nght optien, it olners, please specify

L) Oreepation

indicate occupation of patien

TIER TRE TN OpUon. IT Omo's, Dioass speaty.

q)  Address

Emter the full postal address

Tholude Streel, Gity ong Fin cooe

h)  Phone No.

Enler the phone number of patient

Include STD code with telephone number

1) E-mail ID

Ender e-mail address of patienmt

Complete e-mall address

SECTION D - DETAILS OF HOSPITALIZATION

a) Name of Hospital where admited

Enfer the name of hospital

MName of hospital in full

by Room calegory oooupiad

Indicata the roon category ocoupied

Tick the right option

(] Hospitalization due to

Indicate reason of hospitalization

Tick the right option

d)  Date of injury/Date Disease first detected /

Emer the relevant date

Use dd-mm-yy format

Date of Delivery
ey Date of admission

Emear date of admiasion

Uae dd-mm-yy format

f) Time Enter time of admission Use hhrnm- fanmaal
a)  Datn of Discharge Enter date of discharge Uee dd-mim-yy farmat
ny  Time Enter time of discharge Use bh-mam- formal
1) It injury give cause indicate cause of injury Tick the right option

I Medicu legal

Indicatea whathar snjury 15 madico legal

Tick Yes or No

Reparted to Police

MLC Raoort & Polica FIR atachaa

o whether polics repot was fled

indicatn whethar 81 C reapor and Police FIR attached

Ticm Wess o No

Tick Yor or No

i1 System of Med.cene

Ender the syslem of medicineg folowed in Uaating the patent

Open Text

a) Detans of Treatment Expences

SECTION E - DETAILS OF CLAIM

Enter the amaunt claimed as treatmen! expences

In rupees (()o_ﬁbl onter paise values)

53] Claim for Domiciliary Hospialization

Indicate whather claim is for domiciliary hospitalization

Tick Yes or No

Details of Lump sum/ Cash benifit claimed

Enter the amount claimed as lump sum / cash benefit

In rupees (Do nol enter paise values)

re submitied

Tick the right opticn

SECTION F - DETAILS (IF BN | S ENCILOSED

Incticata which bills arg enclosed with the amaurt in rupeos

SECTION G - DETAILS OF PRIMARY INSURED's BANK ACCOUNT

ajy PAN Enter the permanent account numbar As allotted by the Incomes Tax Departmaent
VU peeid WYt Eptap dhp Bopl: 5-moomt membes Dt A by the Pk
sl Bank Name and Branch Enler the Bank name along with the branch Name of the Bank in full

c) Chegue/ DD payable datalls

Enter the name of the beneficiary the cheque / DD should
be made oul 1o

Name of the ingividual / organization in full

=) FSC Codde

FEnter the IESC ande af the Bank branch

FSC

3¢ gode of tha Bank branch in full

SECTION H - DECLARATION BY THE INSURED

Read declaration carefully and mention date (in ddimmeyy formalt), place (open text) and sign,




79 TN ST AT oo RS CLAIM FORM - PART B
HEALTH INSURANCE TPA OF INDIA LTD. T ; 1O BE "'LLI:tB "‘ll I:’-!Y THE HUSI’HIAL .
wE Pasll= Gl ires =aome os nol o e tassn a% an e (RS it
ey rariachs s Drgieae prresinal i esiate g porcuaesst oeree i e ool '-“.-nl-:' i,
ATer bane Filfarad ien bolaanh lesltinind
UETAILS OF HOSPITAL

e orenonin ] - OO0 OO0 0O OO0 O0O0O00O OO OO0 CIV"DEIDEII

B hiesp 2l 00 G Tppe ol Hespitad betwark || Non Netagra| | il Ae Retwerk il seztion 21

51 Name of the treating doctor Dggf—pmgmmhmmmmﬁg[jBDDDDDDE}r—w—QDﬁDF‘DE}mE}DD 5
salifir: i Rogistratinn No. with Slate Cae I__lm,_l{_!\ i m » N DD I:‘ DDDDDD b

DETAILS OF THE PATIENT ADMITTED

svwarme ot e paent. [ NCC A OO SO E E I EE EE OO EOEE S e
b Registravon Nenber: [0 J0 J0 I JL T L] crgender male[] pemae[] et Age Yoars: [7])[7) mamna[ 5[] mroweorwnn [C)[0]  [2]000 [][2]
nomeatadminsion [0 ][] [CJ0] L] @ viee UL:] 0] momeotmiserage: [0 [F]00] 0 0] 0 e LJU U[_]
1) Type of Admission  Emergency[ | Plaaned[ ] Day Care [ ]  Matemity[ ] k) It Maternity  i}Date of Delivery: [:]D DE DD ||Gr.:vadasu':us.:DDD
1) Status at time of discharge:  Dischargetahome [ ] Discharge 1o anotnes haspital ] Deceased [] m) Taka® caermud armount [—lmr}mﬂnm

DETAILS OF AILMENT DIAGNOSED (PRIMARY)

JREN

anowsss NG ¢ N0i03S

" 1CD 10 Cades Ovscripion o ICO 18 Codes Daseripion
Leamayomgness [0 | P (0 O }
i asamons iingresss: [ (I %__ | weeenz: [ JCICICICI0I0] |
ii.comeaies [ [JJCIEAICE] Ir _ I aeesany  [CJCICICICICI0] I
weomenisnes [ ICICICICIC] |_ ' J] . n.mwwmm= JI

) Pre-suthorization M 7 . E]\'u D No  d) Pn-nu.marmm Number: DDDDEDDDUDDW

-m-mmwm&mmmmm = ]
) Hospaaization dus to injury: (] Yes ] We LIt Yes, give causs  Seitanficina] ] Road Traffic Aceiderd_] Substance abuse | sizoksl consumpton [
mnmmmaummmuuﬁuumUhmu {1 Yos, stinch reperts) i), M Medico togst:[_JYes [T] Mo u.munpm[j Yes [] o

vamne O] EE}EJ Wt e gt e e | ]

CLAIM uocuuem'sm mw'
[ ClaimFormdutysignsd = [0 rvestigasion reports
[]  Original Pre-authorization request [0 cramuseaPE investigation reports
[]  cenr ot tha Pre-authorization approval letier [ Doctor's rufaremce slip for investipstion
[ copy of Phets i Card of patient Verstied by haspital [ ecs
[[] #ospital Discharga summary [0 usmeey sins
[C]  Operstion Theatrs Notes [] WLC reports & Police FIR
O Hospital main bil [0 original desth summary fram hespital whers appicabla
[0 Hospital breas-u nin [ Anyomse slesse specily

ADDITIONAL DETAILS IN CASE OF NON NETWORK HosPﬁ#L- % Y FILL IN CASE OF NON-NETWORK HDSF“‘AL'
sesamiesn (10O 00000000 0O000O000O00O0O0O000O00000O000000000
OOoO00O000O00O0000Cco00O0oOoOoooOoDoooOoooooooo
o O OO O0O00O00O000O000000= OoOoooooooOo0oouoooo
emcose: [ J[J[JICIET  mesenene (DO CICIEICIE]  cregssaseve wensancose: [0
d) Hospien) BaN: DDDDDDDEBD ) Numbsar o impatinm heds DDD £) FaciEtine pvailain in the hesnitsl o [ves 0 Mo iiscw [ ves e

iil. Others: iC |

DECLARATION BY THE HOSPITAL

Wie horeby declare the infermation furnished in this Claim Form i true & corract to the best of our knowlndge and beliel, If we have made any false or untrun A, supp ion ar il of any material fact,
our right to cizim under this claim shall be forfeited.

e DR BEE @A

Place: | | Signature and Seal of the Hospital Authority:

s > S TR TS - 1+ RRSNEERe W]




GUIDANGE TOR FILLING CLAIM FORM - PART B (T b filled in by the hospilal)

A ALLLMLNI

DL SCRIF 10N

FORMAL

RS YT

o ul teating doctos

SEOTICH & - 52F AL S OF HORFITA,

o e I I T

s LHA

togrt o

o b lor full

[ S

stany of acdpenl onal quahificabone

HIraTion nu

.,

Ao allocnled o Counal of Indin

e Codc

o numibier nf docing

Inesacs 511 eode wih leiepheoe aomber

BLCTION B - DETAILS OF THE PATIENT ADMITTLD

Kan ol Patiant

Entan the name of patont

1P ragistiation Numer

Emer insurance provider ragestration sumber

As aliutied by the insurancs provides

Name of patient = full

Trck Mate or Female

<} Gender Indicale Gender of the patient

d) Age Enter nga of the patient Number of years and montns
@) Cate of Birth Enter date of hirth Lisg da-mm-yvy format

1} Data of Admission Enter date of adimission Use ad-mm-yy formst

a) Tirre Erter Time of adrmission Uge hivmm format

Cale of Discharge

Erter date of Dischargs

Ulge det-rmen-yy forrnaot

1} Time

Enter bme of Discharge

Use hh:mm format

[}] Type of Agmission

Indicate type of admission of patent

Teck the right opton

k) If Maternity

Dale of Delivery

Enter Dale of Delivery il mateanity

Uss dd-mm-yy format

Gravida Status

Emter Gravida status if iy

Use standard format

] Status at time of discharge

Indicate status of pationt at tme of discharge

Teck the right option

In rupaas (Do not enter palse valuas)

M) Total claimad amount Indicatle the total claimed amount
SECTION © - DETAILS OF AILMENT DIAGNOSED (PRIMARY)
a) ICD 10 Code
Primary Diagnosis Enter the ICD 10 Code and dascription of the primary diagnosis Standard Format and Opan text
Additional Diagnosis Enter tha 1ICD 10 Code and description of the additonal diagnosis Standard Format and Open text
Co-morbidities Enter the 1ICD 10 Code and description of the Co-morbidilies Standard Formal and Opan text
5} ICD 10 PCS
Prooedure 1 Emter the 1ICD 10 Code and description of the first procedure Standard Format and Open text
Frocedure 2 Enter the 1CD 10 Gode and dascription of the second procedura Standard Format and Opan text
Procedurs 3 Entar tha 1CD 10 Code and dascription of the thind procedure Standard Format and Open taxt
Datails of Procedure Enter the detads of the procedure Qpan toxt
¢) Pre-authorizalion obtained Indicate whether pre-sutharization oblained Tick Yes or No
d) Pre-authorzation Number Emter pre-authorization number Az allotted by TPA
e) i authorization by nebwork haspital not cbtained, give | Entar reasan for not ebtaining pre-authorization number Opan taxt
reason
N Hospitalization due Lo injury Indicate if hospilalization is due 1o injury Tick Yes or No
Cause tndicate cause of injury Tick the right option
i injury due to ce ab f wlconsumption | Indicate whether test conducted Tick Yas or No
test conduclad to eslabish this
Maedico Legal Indicate whathar injury is madico legal Tick Yes or No
Repored to Police Indicate whether police repon was fled Tick Yes or No
FIR No. Enter first information report number Az izsued by police suthriies

it not reported lo police, give reason

Enter reason for not reporting to police

Cpen text

SECTION D - CLAIM DOCUMENTS SUBMITTED-CHECK LIST

Indicate which supporting documents are submitied

SECTION E - DETAILS IN CASE OF NON NETWORK HOSPITAL

Inciude Street, City and Pin Code

a) Address Emter the full postal address

b) Phona No. Enter the phona numbar af hospial inciude STD code with lelephone number

<) Registration No_ with State Cod Entar the reqistration number of the Hospital obtained from local As allocaled by the City Corporation / Muncipality
i . S body like City Corporation / Municipaﬁh; e s e
d) Hospital PAN . - Enter the permanent account! nurmber = As allpcaled by the Income Tox Department ]
e) Number of Inpatient beds Enter the number of inpatient beds Digits

1) Facdtias available In the hospital

1kl

Indicata facilit in the hoapital

Tick the right option. If others, please specify

SECTION F - DECLARATION BY THE HOSPITAL

Read declaration carefully and menbon date (in dd.mmyy format), place (open text) and sign. and stamp




HEALTH INSURANCE TPA OF INDIA LTD.

Registered and corporate office :Health Insurance TPA of India Lid, 2™ Floor, Magestic Omnia Butlding,
A-110, Sector 4 Nowda, Uttar Pradesh - 201301

CONSENT FORM

From:
Patient’s Name and address:
Policy no:

Hospital IPD no:

To:

Hospital Name:

Madam/Sir,

| hereby authorize TPA representatives/Investigator free and unlimited access to seek medical
information (Indoor case papers, reports, documents, including photocopies thereof pertaining my
admission / treatment) from any hospital / medical practitioner from which or whom | have at any
time sought or shall seek medical attention concerning any disease/ sickness, ailment or injury,
which affects my physical or mental health.

Yours faithfully

Signature of the Patient/Insured
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CHECK LIST FOR SUBMISSION OF REIMBURSEMENT CLAIN
HEALTH INSURANCE TPA OF INDIA LTD.

Please attach the checklist with the Claim file.

Arrange the documents in the same order as in the checklist & keep checking against the
designated box when you do so. This way you can ensure that you have not missed any

documents.

Name : Emp. No.
E-mail ID : Mobile No. :
Policy No. : HI TPAID

Checklist for documents: Please Put a “ mark against the box

il Claim form duly filled & signed by the insured. |:|
2. Copy of your Member Photo |D#Photo ID Proof ]
3. Copy of your current Policyand also last 4 years Policies (ifavailable). ]
4, Discharge Summary / Discharge card (Original, Photocopy for pre/post hospitalization claim) ]
5. Hospital bills and all payment receipts (Original) For all consolidated amounts, the detailed [
breakup of the billed amount is required from the hospital. Advance payment made if any should
be supported by a receipt. :
6. For medncmes-purchased from outsade the ongmal bill should be accompanied by a prescriptions [ ]
from the docto = — ——
Z All mvestlgaﬁo = . ]
8. In case of hospitalization due to accident, medico legal certificate (MLC) from hospital. o]
9. All Previous treatnﬁérj_t papers relatedto ailment including first consultation papers. ]

10.  Cancelled Cheque (with pre-printed name) / Copy of passbodk of the proposer for electronic [
fund transfer type. Compl'ete'iﬁccourit' Number duly signed by insured and Bank authority and
sealed by the bank (All Fields i m the form are mandatory to process). {Not required if already
provided} —

M. Registration Certificate of the hospltal or a certlflcate from the hospital giving infrastructure ]
details eg Number of Beds, Availability of Doctor’s & Nurse's round the clock. Operation theatre

etc.
12 Summary of claim made providing details of Bill no. date amount. ]
13. Copy of claim intimation (if Any). D
14. KYC (Photo ID and Address Proof of the Proposer) for claim of 1 lakh and above. |:|

15. Claim intimation should be given within 24hrs of admission, if there is delay more than thatkindly [_|
provide justification for the same.

16. Claim documents should be submitted within 7 days from discharge/last consultation. if there is [____|
delay more than that kindly provide reason for the same.

17. Sticker /Invoice of the Implant/lens used (if applicable)

Important Points to remember

Please retain a duplicate copies of all the documents submitted to us for future reference.

For any assistance with any of the above formats, please contact us at : customerservice@hitpa.co.in or call at :~1800-102-3600 / 1800-
180-3600

Please retain a POD copy of the courier for tracking your consignment in case of any etc.

The above list of documents is indicative. In case of any other document requirement as specified by the insurance company our Document
recovery Team will contact you on receipt of the claim documents by us. For Implants used in Cataract. Heart Valve Surgeries. CABG,
Abdominal Surgeries Knee replacement surgeries, please submit the bill from the vendor for the prosthetic device used along with sticker.




