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E:T? TS HERT Human Resources Management Department =
Bank of Maharashtra YT ST AHHTT, 1501, REIFR, go-5 79‘#"".,...
‘ Head Office: LOKMANGAL, 1501, SHIVAJINAGAR, Azadi,
FHHES AmritMahotsav

SABH/TELE : 020-25614270-72
$/Aid-e-mail: bomcowelfare@mahabank.co.in

AX1/MWelfare/ IBA GMC Retirees. Policy-TPA/Cir.102/2023-24 October 31, 2023
ALL THE BRANCHES / OFFICES OF THE BANK

Madam / Dear Sir,

Re.: IBA Retirees Group Medical Insurance Policy — TPA — Safeway Insurance TPA Pvt.
Ltd. w.e.f 01.11.2023.

National Insurance Co. Ltd. has been entrusted the job for providing cover under IBA Group
Insurance Policy for the year 2023-24 for the retirees by Indian Banks’ Association vide their
letter No. HR& IR/MBR/MEDINS/0464 dated 30" August 2023.

Safeway Insurance TPA Pvt. Ltd. has been appointed as service provider for the current year
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 1t November 2023 will be processed by Safeway Insurance TPA Pvt. Ltd. Claim forms,
check list, escalation matrix etc. are enclosed as Annexure.

Contact details, E-mail IDs, and address of Safeway Insurance TPA Pvt. Ltd is as under:

Help desk (Pune HO) 9319748107 bom.helpdesk@safewaytpa.in
CRM Pune 9319748108 bom.crm@safewaytpa.in
CRM HO 9319748106 bom@safewaytpa.in

Head office Address: - Safeway Insurance TPA PVT Ltd

815, Vishwa Sadan, District Centre, Janakpuri,
New Delhi — 110058, Contact No. 1800-102-5671, 011-45451300

WhatsApp No. 7827986017

Regional office Address: - Safeway Insurance TPA Pvt Ltd.
209, 2nd Floor, Kamal Spaces, Near Khira Nagar
Above Kohinoor Electronics, S. V. Road, Santacruz (West)
Mumbai — 400054, Contact No. 0022-26610508.

Pune Office Address : Safeway Insurance TPA Pvt. Ltd.
91 Springboard, Sky Loft, Creaticity Mall, Off Airport Road,
Opposite Golf Course, Shastrinagar, Yearwada, Pune — 411006.

Claims documents should be directly submitted to the above address.

Yours faithfully,
RAJESHKUMAR Digitally signed by RAJESHKUMAR

KAMALASEKARAN

KAMALASEKARAN Date: 2023.10.31 14:02:32 +0530"

(K. Rajesh Kumar)
General Manager
HRM

Page 1 of 1




QAF?T?AY Safeway

Insurance TPA Pvt. Ltd.

Dear Sir/Madam,

Safeway Insurance TPA takes pleasure in welcoming you on board as a privileged member. Our benefits and
administration services as Third Party Administrators come to you on behalf of your insurer. We assure you of quality
service under the referred health insurance cover. To get more information download the Safeway TPA app available

both in Play Store & Appstore.

SPOC DETAILS

Help dsk (Pue belpdesk@safewavtpa.in

CRM Pune 93195748108 bom.crm@safewaytpa.in
CRM HO 9319748106 bom@safewaytpa.in
E-card

Link to download e-cards:- https://www.safewaytpa.in/iba.aspx

NETWORK HOSPITALS
To check network hospitals:-_http://www.safewaytpa.in/hospitals new.aspx

The list of hospital is dynamic and keeps on updating on daily base. Please recheck the current
status by clicking on link.

EMPLOYEE LOGIN DETAILS

Link for employee login: - https://www.safewaytpa.in/iba.aspx
User Id for employee login: Your Employee code (Eg. E01234)
Password: Employee code + year of DOB (Eg. E012341984)

WHATSAPP BOT :- 9650795079
» for checking Card Status, Claim Status, List of Hospitals (PPN & NON PPN), E card download etc.

SAFEWAY TPA APP

Link to download Mobile app:- http://www.safewaytpa.in/frmmobile.aspx

Policy No: Current Year policy no.

Insurance Company :- NATIONAL INSURANCE COMPANY LTD.

Kindly Note: Registration is mandatory while logging in to the mobile application. Kindly type all the details
exactly as mentioned above.

Mail IDs for Communication:-

For Intimation of claim intimation@safewaytpa.in
Cashless Hospitalization Request info@safewaytpa.in
Grievance grievanceiba@safewaytpa.in
For Escalation (Levell) ibacrm@safewaytpa.in

For Escalation (Level2) iba@safewaytpa.in

Please find the attachment of the Reimbursement claim form and check list which is mandatory at the time of
submission of the claim documents.

<+ Please ensure written communication for better reverts and narrations as well as for records.
Wishing you a healthy life and prompt support in case of medical emergency needing Hospitalization.

Thanks & Regards
Safeway Insurance TPA Pvt. Ltd.




Annexure 1

I have incurred Rs on the OPD treatment /bills as per the details given by me in the Schedule of
Expense given below.

Patient’s Name Relationship Date Type of Expense Amount (Rs)

Total:

Name:

PHSID:
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CLAIM FORM - PART A' to "CLAIM FORM FOR HEALTH INSURANCE POLICIES OTHER THAN TRAVEL AND PERSONAL ACCIDENT - PART A

TO BE FILLED BY THE INSURED (To be Filled in block letters)
The issue of this Form is not to be taken as an admission of liablity

DETAILS OF PRIMARY INSURED:
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DETALLS OF INSURANCE HSTORY:
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DETAILS OF INSURED PERSON HOSPITALIZED: :
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b) Room Calegery accupled: Day care [] Single ccupaney [ Twin shaing [] 3 or more beds par mom ]
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) Hinjury give cause:  Salfinfiicted [] Road TraffcAcadent [] Abuse / Aloohol €1 a 1) Medico egsl~ [] Yes[] No

DReportedoPaie (1 [ L MLC Report &Police FiRatiached  [] Yes[J No 1 Sysiem of Medicne: |

DETAILS OF CLAIM:

Dol o ho Trystmant sperens ceimad Claim Documents Submitted - Check List:
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b) Giaim for Domicliary Hosplaization: [0 vesCI No (i yes. provide detals in annexure [] Pharmacy B
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» 0000000 G

DETALS OF BILLS ENCLOSED:
Si.No| Bill No. Date Issued by Towards Amount (Rs)
1 pl ol MjmlvY |y 0 8l
2 p|/o| MjmjY |y Pre-hospitakzation Bils:  Nos
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DETAILS OF PRIMARY INSURED'S BANK ACCOUNT.
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(IMPORTANT: PLEASE TURN WB}




DECLARATION BY THE INSURED:

| hereby declare that the information fumished in the claim form is true & comect to the best of my knowledge and wm Wi mw- made any false or untrue lmbmenl. suppression
claim | also nt & TPA /

orwhﬂtdmmhddhﬂuﬁl\mmodluqm:ﬁmunhdln mldimbﬁsdllln mvﬂghﬂu

it shal be

any hospital / Medical Practitioner who has attended on the person against whom this claim s made.

Insurance C

to seek / from
I hereby declare that | have included ull the bils / recelpis for the purpose of this ciaim & that | wil not be making any supplementary claim except the pre/post-hospitaization

claim, ifany.

o BE] [ME [DEGEE #ee

E Signature of the Insured

N H Nowo3s I

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

DATA ELEMENT

FORMAT

SECTION A - DETAILS OF PRIMARY INSURED

a) _Policy No.

Enter the pdlicy number

As allotted by the Insurance Company

b)  SL No/ Certificate No.

Enter the social Insurance number or the certificate number of
social haalth insurance scheme

As alotted by the oraganizalion

c) Company TPA 1D No.

Enter the TPA ID No.

Licence number as aliotted by IRDA and printed

in TPA documents.

Entar the full nama of the policyholder

Sumame. First name, Middle name

d) Neme
@) Address Enter tha full postal address Include Street, City and Pin code
SECTION B -DETAILS OF INSURANCE HISTORY

a) Cumently covered by any other Mediciaim / Heaith Indicate whether currently covered by another Mediciim / Tick Yes or No
Insurance? Heakh Insurance

b)  Date of t of first without break Enter the date of of first 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 palicy number As alotied by the Insurance Company
Sum insured Enter the total sum insured as per the policy In rupees

d) Have you:focn Huwml::n in the last four years since Indicate whether hospitalized in the last four years Tick Yes ar No
Date Enter the date of Hospitalization Usa mm-yy format
C Enter the diagnosis detals Open Text

) Proviously coversd by any olher Msdiciaim / Healh Tndicate whether previously covered by another medciaim / Tick Yes or No

Insuranca?

Heath

f) Company Name

Enter the full name of the Insurance Company

Name of the organization in full

SECTION C -DETAILS OF INSURED PERSON HOSPITALIZED
aj) Name Enter the full name of the patient Sumama, First name, Middie name
b}  Gender ‘Gender of the patient Tick Male or Femala
c) Apge Enter age of the patient Number of yaars and months

d) Date of Birth

Enter Date of Birth of patient

Use dd-mm-yy format

@) Relationship fo primary Insured

indicate reiationship of patient with policyholder

Tick tha right option, if others, please specify

1) Occupation

indicata of patient

Tick tha right oplion. If others, please spadify.

Includa Street, City and Pin code

g) Address Enter the full postal address
h) Phone No Enter the phona number of patlent Include STD coda with telephone number
1) E-mailiD Enter a-mail address of patiant Complete e-mai address

SECTION D - DETAILS OF HOSPITALIZATION

a)  Name of Hospital where admited

Enter the name of hosphtal

Name of hospital in ful

b) Room category occupied

indicate the room calegory occupied

Tick the right option

c) Hosplalzation due to

indicata reason of i i

Tick the right option

d)  Date of injury/Date Disease first delacted / Date of

Enter the relevant dale

Usa dd-mm-yy format

Dafivery
e) Data of admission Enter data of n Use dd-mm-yy format
i Time Enter ima of admission Uss hh-mm- format
o) Dats of discharge Enter dale of discharge Use dd-mm-yy format
h)  Time Enter ime of discharge Use hh-mm- format
1)  Hinjury give cause indicate cause of injury Tick the right option

If Medico lagal Iindicate whether injury & medico legal Tick Yes or No

Reporiad to Police indicate whether polica report was filed Tick Yes or No

MLC Report & Police FIR attached indicate whethar MLC report and Police FIR attached Tick Yes or No

Enter the system of medicine folowed in freating the patient Open Text

J)  System of Medicens

SECTION E - DETAILS OF CLAIM

a) Details of Treatment Expences

Enter the amountclaimed ss treaiment sxpences

In rupees (Do not enter paise values)

b)  Claim for Domiciliary Hospitak

indicate whather claim is for domiciliary n

Tick Yas or Na

c) Delails of Lumg sum/ Cash benffit claimed

Enter the amount claimed as lump sum / cash benefit

In rupeas (Do not entar paisa values)

d} Claim documents Submitted-Check List

indicate which supporiing documents are submitted

Tiek the right option

SECTION F - DETAILS OF BILLS ENCLOSED

Indicate which bills ara enclosed with the amount in rupses

SECTION G - DETAILS OF PRIMARY INSURED's BANK ACCOUNT

a) PAN

Enter the permanant account number

As allottad by the Income Tax Dapartmant

b)  Account Number

Enter the Bank account number

As alotted by the Bank

<) Bank Name and Branch

Enter the Bank name along with the branch

Name of the Bank in full

c) Cheque/ DD paysble details

Enter the name of the baneficiary the chieque / DD should be
made out 1o

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 carefully and

date (in dd:mm:yy format), place {open text) and sign.
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H Insurance TPA Pvt. Ltd.

CLAIM FORM - PART B
TO BE FILLED IN BY THE HOSPITAL e
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 preauthorizati uest form in lieu of PART A
DETAILS OF HOSPITAL i - A

semearnewat [0 000000C00000000000O000O0O0000C00O00O00004 I
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DETAILS OF THE PATIENT ADMITTED
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DETAILS OF AILMENT DIAGNOSED (PRIMARY)
a) 1CD 10 Cades Descroton ) £0 10PCS Descton
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weomsste: |00 ; } i, Detas of Procedur { { 2
¢) Pre-suthorization obtained: Cdves [INo  d)Pre-auhorzation Nunber: DDDDDDDDDUDDD
&) Il authorizaton by nelwork hospital not oblsned, give reason. | |
) Hosptalzation dueto ury:  [JYes [ Mo 1. HYes, give cause Seitinficied [] Road Traffic Accident [ ] Substance abuse/ skohol corsumption  []
) I iy dus to abuse/ sicohol Test d [0 Yes [] Mo (fYes, abach reponts) i, I Medico legat ] Yes [] No  i.Regored oPoice [J¥es [ Mo
e OOO0 0000000 wisresmsusia pem [ l
CLAIM DOCUMENTS SUBMITTED - CHECK LIST
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O ogiml Pre-mtnorzation request [0  CTMRUSGHPE investigation repors
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D Hospital main bl E[ Original death summary from hospilal where appicabie
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ADDITIONAL DETALLS IN CASE OF NON NETWORK HOSPITAL (ONLY FILL IN CASE OF NON-NETWORK HOSPITAL)
aaarerenn [0 0000000O0000000O0000C0000CO00CO0OO0O00O0O
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e JO00O000O00OO000O0000C0= OO00O000000000000000 .
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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 hosplal Name of the hospital in full
b)  Hospital D Enter ID number of hospital As aliocated by the TPA
c)  Type of Hospital Indicate whether in natwork or non network haspital Tick the right option
c)  Name oftreating docior Enter the name of the treating doctor Name of doctor in ful
e)  Qualificaion Enter the qualification of the rreating doctor Abbreviations of educational qudlifications
)  Regstration No. with Stata Code Enter the rgistration numbar of the doclor alang with the state code | As aliocaled by the Medical Council of India
g)  Phone No. Enter the phone number of docior Include STD code with telaphone number
SECTION B - DETAILS OF THE PATIENT ADMITTED
a)  Name of Patient Enter the name of patient Name of patientin full
b}  IP registration Number Enter insurancs provider registration number As aliotied by the insurance provider
c) Gender Indicale Gender of the patient Tick Male or Female
d)  Age Enter age of the patient Number of ysars and months
e)  Data of Birth Enter date of birth Use dd-mm-yy format
f)  Dale of Admission Enter date of admission Usa dd-mm-yy format
g) Time Enter Time of admission Use hhvmm format
h)  Dale of Discharge Enter date of Discharge Use dd-mm-yy format
iy Time Enter time of Discharge Usa hhamm formal
I} Typeof Admission Indicate typa of admission of patient Tiek tha right option
k) i Maternity
i. Date of Delivery Enter Date of Delivery if matemity Usa dd-mm-yy format
ii. Gravida Status Enter Gravida status if matemity Usa standard format
) Status at time of discharge Indicate status of patient at ime of discharge Tick the right option
M)}  Total daimed amount Indicata the total daimed amount In rupees {Do not enter paise valies)
SECTION C - DETAILS OF AILMENT DIAGNOSED (PRIMARY)
a)  ICD 10 Code
Primary Diagnosis Enterthe ICD 10 Code and description of the primary diagnosis Standard Format and Open text
Addtional Diagnosis Enter the ICD 10 Code and description of the additional diagnosis Standard Format and Open text
Co-mortidities Enter the ICD 10 Code and description of the Co-morbidities Standard Format and Open text
b) KD1CPCS
Procedure 1 Entet the 1CD 10 Code and description of the first procedure Standard Format and Open taxt
Procedure 2 Emer the ICD 10 Code and iption of the second procad! Standard Format and Opan text
Procedure 3 Enter the ICD 10 Code and iption of the third proced Siandard Format and Open {ext
Detais of Procedure Entar the detals of the procedure Open taxt
c) Pre-autherization cbtained Indicate whether pre-authorization obtained Tick Yes or No
d)  Pre-authorization Number Enter pre-authorization numbar Asaliotled by TPA
8)  Iauthorization by network hospial not obiained, give reason| Enter reason for nat obtaining pre-authorization number Open lext
f)  Hospilafization dua to injury Indicate if hospitalization is due fo Injury Tick Yes of No
Cause Indicate cause of injury Tick the right option
b Chrppben b Indicats whether tast conducted Tiek Yes or No
Medico Lagal Indicate whether injury is medico legal Tick Yes or No
Repored lo Pofice Indicate whether palica reporl was filed Tick Yes or No
FiR No. Enter first information report number As issued by police authrities
Ifnot raported to police, give reason Enter reason for not reporting o police Open lext

SEC

TION D - CLAIM DOCUMENTS SUBMITTED-CHECK LIST

Indicate which supporfing 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 phane number of hospital

Include STD code with telephona number

]

Registration No. with State Code

Enter the registration number of the Hospital cbiained from local body
iike City Corperation / Municipality

As allocaled by the City Corporation / Municipality

d)

Hospital PAN

Enter the parmanent acoount number

As aliocaled by the Income Tax Department

e)

Number of inpatient beds

Enter the number of inpatient bads

Digits

]

Facilities avalable in the hospital

Indicate faciities avallable in the hospital

Tick the right option, f others, please specify

SECTION F - DECLARATION BY THE HOSPITAL

Read deciaration carefully and mention date (in ddmm:yy formalj, place (cpen text) and sign. and stamp




Annexure IV

NATIONAL INSURANCE COMPANY LIMITED
Registered & Head Office :3, Middleton Street, Kolkata 700 071.

DOMICILIARY HOSPITALISATION/ OPD BENEFIT POLICY
CLAIM FORM

YOU ARE ADVISED TO FILL EACH AND EVERY COLUMN OF THIS CLAIM FORM and give all
information correctly and completely to enable the company to process your claim promptly.

1. Name of the Insured:

2t Details of the insured person
(in respect of whom claim is made)

a) Name of an employee

b) Contact Number

¢) E-Mail Address
&1 PHS ID :
4. Employee ID :
5. Details of the Reimbursement Submitted: (As per Annexure 1)
I hereby warrant the truth of the foregoing particulars in every respect and I agree that if have made or shall
make any false or untrue statement, suppression or concealment, my right to claim, reimbursement of the said
expenses shall be absolutely forfeited. I further declare that, In respect of the above treatment, no benefits are

admissible under any other Medical Scheme of Insurance.

Dated:

Signature of Employee

.....................................................................................................................

Acknowledgment by the Third party Administrator

Name & Signature of the TPA representative:
Date of Receiving Claim:

Total Claim Amount:



Annexure V

LS“;%")” Safeway

Insurance TPA Pvt. Ltd.

CHECKLIST FOR REIMBURSEMENT UNDER IBA CORPORATE

1. Claim form duly filled in all respects provided by IRDA (available in our website), clearly mentioning the
amount claimed, policy no, card no, name of hospital, date of admission and discharge, contact no, mail ID
and signature (mandatory).

2. Original Discharge summary duly signed and stamped by treating doctor.

3. Original Final bill with detailed breakup under different heads.

4. All investigation reports in original with reports and films.

5. All receipts in original for the claim amount for which the claim has been lodged.

6.

7.
8.
9.

10.

11.
12.

13.
14.
15.
16.
17

In case of surgery where implant has been used, sticker and invoice of the implant.

In case claimed amount is more than 2 lac IPD (Indoor patient sheet) / OT notes.

FIR, MLC copy in case of injury/RTA.

In case of part settlement, all photocopy documents by first claim processing TPA, duly signed and stamped
by the concerned authorities, claim settlement voucher and complete breakup details of deductions.

In case original documents are lost the photocopy documents dully attested by nodal officer of the bank
along with notary attested affidavit on Rs.100 stamp paper.

In case of demise of proposer (main insured), succession certificate is required.

All bill / receipts for purchase of medicine upon which a claim is made shall bear the valid GST no. of the
issue of such bills, receipts, etc. or declaration with sign & stamp of pharmacy if exempted verified by nodal
officer of the concerned.

All report should duly sign and stamped (MD Pathologist).

Registration certificate of the treating facility/hospital on case to case basis.

PAN card copy of proposer in case of claims above 1 Lac.

For self-bank id card/Aadhar card & any one of the KYC documents for dependents & addition of new baby.
Cancelled cheque bearing the name of proposer. If the cancelled cheque is not bearing the name of the
proposer, photocopy of first page of passbook showing the account details of proposer unless the details of
insured provided by the nodal officer as one time exercise.

***These are the documents that are NORMALLY REQUIRED while processing the reimbursement
claims.Apart from this there can be other queries for particular claim DEPENDING ON THE REQUIREMENT

and also AFTER RECEIVING QUERY REPLIES.



CHECKLIST FOR DOMICILIARY CLAIMS UNDER IBA CORPORAT

Claim Form PART A

FINAL DIAGNOSIS on Prescription

All original bills & receipts claimed

Name of patient on all bills, documents.

Original Investigation report & films supporting the documents.

Original doctor’s prescription supporting the medicines /Investigation/Consultations/Physiotherapy

Etc.

7. Medicines bills must have GST number or declaration with sign &stamp of pharmacy if exempted
verified by nodal officer of the concerned.

8. GOVT. approved |D Proof showing age similar to policy. -

9. A copy of cancel cheque bearing the name of Proposer/A copy of first page of Bank’s Passbook

unless the details of insured provided by the nodal officer as one time exercise.

Moo WwN e

*Please keep Scanned or photocopy of all submitted documents for your reference before submission.

*Documents can be submitted either at any of the branch office or HO of the TPA.,

Safeway Insurance TPA Pvt. Ltd.

815, VishwaSadan, Distt.CentreJanakpuri, NewDelhi-110058 E- Phone: 011 - 4142 5671, 45451300 (100 lines),
Mail:support@safewaytpa.in, Websiterwww safewaytpa.in Fax: +91-11 - 4142 5672 CIN: U67200DL2004PTC129929



