








ANNEXURE - I 

To 

 DGM (HR) 

 Cochin Shipyard Ltd 

Kochi - 682015 

Sir, 

Sub: Request for adding Parent-in-Laws as dependents under the Group Medical 

Insurance Policy for Retired Officers/Supervisors  2024-25 Reg. 

1. Please refer Circular No.PERL/17(28)/2014Pt dt. 10 May 2024 issued by CSL regarding 

renewal of Group Mediclaim Policy for the year 2024-25 

2. As per para 5 & 6 of the above Circular, I hereby request to include my father-in-law / 

mother-in-law as my dependent under the Group Mediclaim Policy. Details are given 

below : 

 

Sl. 

No. 

 

Name 

 

 

Aadhaar No. 

 

Date of Birth 

 

Relationship with Retiree* 

1 

 

    

2 

 

    

*Father-in-law / Mother-in-law 

Declaration: 

3. I hereby declare that the information furnished above are true and correct. I also 

understand that the coverage of parents-in-laws is limited to the coverage under the 

Group Medical Insurance Policy.  

Signature: 

Name of Retired Officer/Supervisor: 

CSL Code Number: 

Date:     Address: 

Place:    Mobile No. 

 (Spouse of retiree may fill and submit this form, if the retiree is not alive) 

Notes: 

1. Those retired officers/supervisors who wish to include parent-in-law shall only submit 

this request letter. Any of the Govt. issued I.D card of spouse of the retiree  duly 

indicating relationship with his/her father/mother shall be attached as proof  for 

verification. 

2. The duly filled / signed request along with copy of relevant proof of relationship/Aadhaar 

shall  be submitted by Email to patodgmhr@cochinshipyard.in  



 

ANNEXURE - II 

REQUIREMENT OF REGULAR MEDICINES FOR RETIRED 

EMPLOYEE & THEIR ELIGIBLE DEPENDANTS 

**Those retired employees who are currently availing medicines from CSL Medical Centre 

need not fill this form. Their regular medicines will be couriered as per the requirement. 

    

1. Retired Employee’s Information 
 

Name of the Employee: Code No: 

Date of Birth: Age: Date of Retirement: Designation 

Address of the Employee: 

 

 

 

 

e-mail ID:  

Phone No.: 

 

2. Details of employee/dependants who require medicines 
 

Sl 

No. 
Employee/Dependant name 

Date of 

Birth 
Age Gender 

Relationship with 

the retired 

employee 

1.      

2.      

3.      

4.      

 

 

COCHIN SHIPYARD LIMITED 

KOCHI-15 

 



 

 

3. Medical details ( for long term medicines only) 

Sl 

No. 

Employee/ 

Dependant name 
Name of disease 

Name of the 

treating doctor 

Name of the 

hospital 

1.     

2.     

3.     

4.     

 
 

 

DECLARATION BY THE RETIRED EMPLOYEE / DEPENDANT 

The information furnished by me is true to the best of my knowledge. The medicines in 

the prescription are taken by me/my dependant on a regular basis. Please send these 

medicines to my address. 

 

 

 

          Signature: 

          Name: 

          Date: 

          Place: 

 

 



 

PART - A 

CERTIFICATE FROM TREATING DOCTOR 

(For dispensing medicines on long-term basis from Cochin Shipyard Ltd.) 

 

Name of the Employee…………………………………………………………Code No…………...... 

 

This is to certify that Mr/Ms……………………………….……………………………………. 

Age…………………...is under my treatment for (name of the disease) 

……………………………………………………………………………………………………… 

 

He/she is taking the following medicines presently on long-term basis: 

 

 

 

 

 

 

 

 

 

 

This certificate is issued to this person to avail these medicines from Cochin Shipyard 

Ltd., Kochi on a long-term basis. 

 

 

Date:         Signature of the doctor 

Place:         Name & Reg No. 

          (Seal) 

 

Note:  

1. Schedule X drugs, which are dispensed from medical stores only on prescription of 

a RMP, will not be dispensed from CSL. These drugs need not be included in the 

above list. 

2. Fresh certificate has to be submitted if there is any change in medicines. 

 



ANNEXURE – III 
MODUS-OPERANDI OF THE CASHLESS MEDICLAIM POLICY  

FOR RETIRED EMPLOYEES 

 

1) The Cashless treatment is being provided by the TPA M/s.Health Insurance 

TPA of India Ltd. (HITPA) on behalf of M/s.United India Insurance Company.A 

brief description about Cashless Service as provided by the Service Provider 

M/s.HITPA is enclosed (Encl.I) 
 

2) Each beneficiary covered under this Cashless policy will be issued with a 

UHID Number and UHID e-card (digital mode) by E-mail or to the Mobile 

Number. Separate UHID will be issued for self and dependents. The members 

can also download the UHID e-card by logging in to the website 

https://hitpa.co.in using the UHID Number. The UHID issued will be valid 

during the entire policy period. 
 

3) Cashless treatment can be taken by the beneficiaries in any of the wide 

network of hospitals (around 6000 hospitals) under M/s.HITPA which are 

spread across India. Details of hospitals can be seen at their website 

https://hitpa.co.in/Our-Services/Network-Hospitals. List of network hospitals 

under M/s. HITPA situated within Kerala are enclosed (Encl.II) 
 

4) Those beneficiaries (employee/dependent) covered under this policy, wish to 

avail cashless treatment may contact the HITPA / Insurance Desk of the 

concerned hospital  along with the UHID card. 
 

5) The beneficiary shall also required to produce any of the Govt. approved 

Identity cards (Aadhaar /Voters ID/Driving License/Passport) at the time of 

availing benefits for verification/identification of the patient/beneficiary. 

6) The Hospital will ask the member to fill the Pre-Authorization Request form for 

cashless claim. Insured member has to fill the pre-Authorisation request form 

with relevant information. 
 

7) The Hospital shall send the Pre-Authorisation Request Form, ailment details & 

treatment estimate duly signed by treating doctor to M/s.HITPA. 
 

8) M/s.HITPA will provide Pre-Authorisation Approval to hospital based on policy 

coverage, terms and conditions, within two hours from the receipt of 

intimation from the concerned hospital by M/s.HITPA. 
 

9) At the time of discharge of the patient from the hospital the card holder / 

beneficiary avails cashless treatment is required to fill-up the claim form. The 

hospital will forward the bills and other details to M/s.HITPA and they will in 

turn approve the same within two hours from the time of receipt of intimation 

regarding discharge of the patient and treatment records from the hospital. 

10) The beneficiary will be discharged from the hospital after obtaining approval 

from the TPA and on remittance of payment towards any inadmissible items.A 

list of non payable items forwarded by the TPA is placed at Encl.III. 
 

11) Any inadmissible items like payment towards non-payable items etc or 

expenses towards any treatment not covered under the scheme or treatment 

expenses exceeding the limits notified under the policy shall be settled directly 

by the patient to the hospital prior to discharge and CSL shall not bear such 

expenses. 



 

12) The admissibility of room/bed shall be as per the eligibility prescribed by the  

M/s.HITPA and ceilings prescribed as under: 

S.N Category at the time of 

Retirement 

Entitlement 

Code 

Per Day Room Rent + 

Nursing Charges (Rs.) 

1 Workmen W 2,500.00 

2 Supervisors S 3,500.00 

3 Executives (Asst. Manager / Dy. 

Manager/ Manager & Sr. Manager) 

E2 5,000.00 

4 Executives (AGM, DGM, GM, CGM & 

ED) 

E1 5,500.00 

5 CMD & Directors D 7,900.00 
 

 

13) Insured can also claim pre-hospitalization expenses upto 30 days prior to 

admission and post-hospitalization expenses upto 60 days from the date of 

discharge (limited to 10% of the sum insured) as advised/prescribed by the 

concerned doctor in connection with the disease/illness for which inpatient 

treatment being taken, as per the policy terms and conditions by submitting 

claim documents, relevant bills etc to M/s.HITPA. 

14) If the insured desires to have the original medical reports back the same can 

be collected from M/s.HITPA office. 
 

15) If due to any reason the cashless facility is not availed or is not approved 

Insured member pays for the treatment upfront, Reimbursement of claim shall 

be filed with M/s.HITPA after submission of Claim Documents as per 

documents checklist provided in the Claim Form/Website. (A copy of the claim 

format is enclosed as Encl-IV). 

 

16) In case of emergency situation, if the beneficiary avails treatment from any 

hospital not included in the network hospital of M/s.HITPA, the Insurance 

company may consider reimbursement of the same on submission of 

insurance claim with proper documents and records. In such cases, the 

reimbursement shall be submitted as per the claim format.  
 

17) Submission of claims after treatment for reimbursement, in case of non-

approval of cashless treatment or in emergency situations or in the case of 

ayurveda treatment should be done within 90 days from the date of discharge 

of the patient. Such claims shall be submitted directly by the beneficiary to 

the Insurance Service Provided (M/s.HITPA) by the beneficiary. 

18) For any information related to this Cashless policy or claim related enquiry or 

submission of claims,the beneficiaries may contact the service provider 

M/s.HITPA, Cochin Branch office.Their address and contact details are given 

below:   

Name Contact Number E-mail ID 

Mr R Rethish 7428086078 r.rethish@hitpa.co.in 

Cochin Branch  Office Address 

Health Insurance TPA of India Ltd. 

1st floor, Rukiya Bagh Bldg.  MG Road, 

Ravipuram -682016 

 



 
ENCLOSURE – I 

Cashless Service 
 
Cashless hospitalization is a facility provided by the Insurance Company / TPA 

wherein the Policy Holder can get admitted and undergo the required 

treatment without paying directly for the medical expenditure. The eligible 

medical expense, thus incurred, shall be settled by the Insurance Company 

directly with the hospital. 

 

This is to reduce the direct financial burden on insured individual at the time of 

hospitalization. Therefore, whatever bill is raised by the healthcare provider, 

Insurance Company settles it directly through Third Party Administrator (TPA), 

Subject to policy terms and conditions. 

 
Process for cashless 

 
 To avail the cashless facility one needs to approach the hospital which is 

under the network of Insurance Company / TPA. The Insurance Companies 
/ TPA have tie-up with various hospitals and to avail the cashless facility 
you have to get admitted in one of these hospitals. 

 
 To avail this facility you need to fill a Pre Authorization form while getting 

admitted to the Network hospital. The completed form is sent to the TPA by 
the hospital. Depending upon the terms of the policy, the TPA, will issue an 
authorization or a denial letter to the hospital. 

 
 Once this is done the hospital will start treatment and all expenses up to the 

admissible limits under the terms & conditions of the policy will be 
processed by the TPA in coordination with the Insurance Company as need 
be. 

 
 Please carry your member ID card issued by HITPA and a valid Photo ID 

(issued by govt. authority) Proof with you and submit the photo copy of the 
same to the hospital. KYC (Know You Customer) details are mandatory for 
all claims of Rs.1 lac and above 

 
 Please note that if authorization for cashless service from HITPA has been 

received then at the time of discharge complete the following steps 
 
 Verify the bills and counter sign the bills 
 
 Pay for those items that are not reimbursable under the health insurance 

policy 
 
 Leave the original discharge summary, bills and other investigation reports 

with the hospital. 
 
 Retain a photocopy for your records. 
 

 
 



 
 
 

 If the authorisation for cashless is not received from HITPA or if 
Cashless Service denied by HITPA the at the time of dischrge 
complete the following steps. 

 
 Settle the hospital bills in full and collect all the bills, discharge summary, 

investigation reports and other documents in original. 
 
 Confirm from hospital that bill is raised as per rates and terms agreed with 

HITPA. 
 
 Lodge your claim papers with HITPA for reimbursement processing within 

15 days of discharge 
 
 Cashless service may be denied in some of the situation as as 

listed below. 
 
 The ailment or condition not covered under the policy 
 
 The insured amount not being sufficient to cover the hospitalization 

expense 
 
 If the request for pre authorization is not received by HITPA in time. ie., 

within 24 hrs in case of emergency hospitalization or 48 hours in advance for 
planned hospitalization. 

 
 If the information sent to HITPA is insufficient to confirm coverage 
 
 Where the reported symptoms or available/ medical inputs are inadequate 

/incomplete to determine the liability of the insurer 
 
 Where the admission is primarily  for investigation purpose unless 

specifically exempted in the policy 
 
 Where the admission is less than 24 hrs duration except  for specifically 

exempted conditions or procedure in the policy 
 
 In case the personal information in policy and the coverage description 

differs with records registered with HITPA 
 
 Where the hospital has been removed from the Network. 
 
This is only an indicative list of reasons but not exhaustive 
 
 Please note that the denial of cashless service is not denial of 

treatment.  You can continue with the treatment pay for the 
services to the hospital and later send the claim to HITPA for 
reimbursement processing. The procedure for the same detailed 
below 



 
 
 

 
1. Procedure for reimbursement of claims 
In non-network hospitals payment must be made up-front and for 
reimbursement of claims the insured person may submit the necessary 
documents to TPA (if claim is processed by TPA) / to the company (if claim is 
processed by the company) within the prescribed time limit. 
 
2. Documents to be submitted 
The claim is to be supported with the following original documents and be 
submitted within the prescribed time limit. 
 

i. Duly completed claim form; 
ii. Photo ID, Age proof, Health Card - UHID, KYC documents 
iii. Attending medical practitioner's / surgeon's certificate regarding 

diagnosis/ nature of operation performed, along with date of diagnosis, 
investigation test reports etc. supported by the prescription from 
attending medical practitioner. 

iv. Original discharge card / day care summary / transfer summary; 
v. Original final Hospital bill with detailed break-up with all original deposit 

and final payment receipt; 
vi. Original invoice with payment receipt and implant stickers for all implants 

used during Surgeries i.e. lens sticker and Invoice in cataract Surgery, 
stent invoice and sticker in Angioplasty Surgery; 

vii. All previous consultation papers indicating history and treatment details 
for current ailment; 

viii. All original diagnostic reports (including imaging and laboratory) along 
with Medical Practitioner's prescription and invoice / bill with receipt from 
diagnostic center; 

ix. All original medicine / pharmacy bills along with the Medical Practitioner's 
prescription; 

x. MLC / FIR copy-in Accidental cases only; 
xi. Copy of death summary and copy of death certificate (in death claims 

only); 
xii. Pre and post-operative imaging reports; 
xiii. Copy of indoor case papers with nursing sheet detailing medical history 

of the Insured Person, treatment details and the Insured Person's 
progress; 

xiv. Cheque copy with name printed on the cheque leaf or copy of the first 
page of the bank pass book or the bank statement not later than 3 
months.  

 
Note 
In the event of a claim lodged as per Settlement under multiple policies clause 
and the original documents having been submitted to the other insurer, the 
company may accept the duly certified documents listed above and claim 
settlement advice duly certified by the other insurer subject to satisfaction of the 
company. 
 
 
 



 
3. Time limit for submission of documents: 

 
a) Reimbursement of hospitalization and pre-hospitalization expenses 

(limited to 30 days) shall be submitted within 90 (Ninety) days of date of 
discharge from hospital 

b) Reimbursement of post hospitalization expenses (limited to 60 days) 
shall be submitted within 30 (thirty) days from completion of post 
hospitalization treatment.  

 
Note: Waiver of this Condition may be considered in extreme cases of 
hardship where it is proved to the satisfaction of the Company that under the 
circumstances in which the insured was placed it was not possible for him or 
any other person to give such notice or file claim within the prescribed 
time-limit. 

 
4. The Insured Person shall also give the TPA / Company such additional 

information and assistance as the TPA / Company may require in dealing 
with the claim including an authorisation to obtain Medical and other records 
from the hospital, lab, etc. 

 
5. All the documents submitted to TPA shall be electronically collected by Us for 

settlement and denial of the claims by the appropriate authority. 
 
6. Scrutiny of Claim Documents 

a) TPA shall scrutinize the claim form and the accompanying documents. 
Any deficiency in the documents shall be intimated to the Insured 
Person/ Network Provider as the case may be. If the deficiency in the 
necessary claim documents is not met or is partially met in 10 working 
days of the first intimation, TPA will send a maximum of 3 (three) 
reminders. TPA at its sole discretion, decide to deduct the amount of 
claim for which deficiency is intimated to the Insured Person and settle 
the claim if observe that such a claim is otherwise valid under the Policy. 

 
b) In case a reimbursement claim is received when a pre-authorisation 

letter has been issued, before approving such a claim, a check will be 
made with the Network Provider whether the pre-authorisation has been 
utilized as well as whether the Insured Person has settled all the dues 
with the Network Provider. Once such check and declaration is received 
from the Network Provider, the case will be processed. 

 
c) The claims towards Pre-Hospitalisation Medical Expenses and Post- 

Hospitalization Medical Expenses shall be processed only after decision of 
the main Hospitalization claim 

 
7. Day Care Treatment 
 

(i) Day Care Treatment means medical treatment, and/or surgical 
procedure which is undertaken under General or Local Anesthesia in 
a hospital/day care centre in less than 24 hours because of 
technological advancement, and which would have otherwise 
required a hospitalization of more than 24 hours. 

 



 
 

(ii) Treatment normally taken on an out-patient basis is not included in 
the scope of this definition. 

 
(iii) Day Care Treatment is eligible for cashless hospitalization. 

 
(iv) Cashless request should be forwarded at least 48 hours prior to 

admission in Hospital in case of a planned Hospitalization and within 
24 hrs in case of emergency hospitalization 

 
(v) To avail cashless facility for dialysis claim cashless request need to be 

submitted as single claim for every 2 weeks dialysis treatment 
expenses as single claim and Total final expenses can be submitted 
after completion of 2 weeks dialysis treatment. 

 
***** 
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ENCL. III

SN ITEM/DESCRIPTION REMARKS

1 BABY FOOD Not Payable

2 BABY UTILITIES CHARGES Not Payable

3 BEAUTY SERVICES Not Payable

4 BELTS/ BRACES 
Payable for cases who have 
undergone surgery of  thoracic or 
lumbar spine

5 BUDS Not Payable

6 COLD PACK/HOT PACK Not Payable

7 CARRY BAGS Not Payable

8 EMAIL / INTERNET CHARGES Not Payable

9
FOOD CHARGES (OTHER THAN    
PATIENT'S DIET PROVIDED BY 
HOSPITAL)

Not Payable

10 LEGGINGS          
Payable in case of varicose vein 
surgery

11 LAUNDRY CHARGES Not Payable

12 MINERAL WATER Not Payable

13 SANITARY PAD Not Payable

14 TELEPHONE CHARGES Not Payable

15 GUEST SERVICES Not Payable

16 CREPE BANDAGE Not Payable

17 DIAPER OF ANY TYPE Not Payable

18 EYELET COLLAR Not Payable

19 SLINGS 
Reasonable costs for one sling in 
case of upper arm fractures is 
payable

20
BLOOD GROUPING AND CROSS 
MATCHING OF DONORS SAMPLES

Part of Cost of Blood, not payable

21
SERVICE CHARGES WHERE NURSING 
CHARGE ALSO CHARGED

Part of room charge not payable 
separately

22
Television Charges Payable under room 
charges not if separately levied

Not Payable

23 SURCHARGES Part of Room Charge Not payable separately

24 ATTENDANT CHARGES Not Payable - Part of Room Charges

LIST OF NON PAYABLE ITEMS
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25
EXTRA DIET OF PATIENT (OTHER THAN 
THAT WHICH FORMS PART OF BED 
CHARGE)   

Patient Diet provided by hospital is 
payable

26 BIRTH CERTIFICATE  Not Payable

27 CERTIFICATE CHARGES Not Payable

28 COURIER CHARGES Not Payable

29 CONVEYANCE CHARGES Not Payable

30 MEDICAL CERTIFICATE Not Payable

31 MEDICAL RECORDS Not Payable

32 PHOTOCOPIES CHARGES Not Payable

33
MORTUARY CHARGES Payable up to 24 
hrs, 

shifting charges not payable

34 WALKING AIDS CHARGES Not Payable

35 OXYGEN CYLINDER (FOR USAGE 
OUTSTDE THE HOSPITAL) 

Not Payable

36 SPACER Not Payable

37 SPIROMETRE Device not payable

38 NEBULIZER KIT Not Payable

39 STEAM INHALER Not Payable

40 ARMSLING Not Payable

41 THERMOMETER Not Payable

42 CERVICAL COLLAR Not Payable

43 SPLINT Not Payable

44 DIABETIC FOOT WEAR Not Payable

45 KNEE BRACES (LONG/ SHORT/ HINGED) Not Payable

46
KNEE IMMOBILIZER/SHOULDER 
IMMOBILIZER 

Not Payable

47 LUMBO SACRAL BELT 
Payable for cases who have 
undergone surgery of lumbar spine

48
NIMBUS BED OR WATER OR AIR BED 
CHARGES 

Payable for any ICU patient 
requiring more than 3 days in ICU, 
all patients with paraplegia/ 
quadriplegia for any reason and at 
reasonable cost of approximately Rs 
200/ day

49  AMBULANCE COLLAR Not Payable

50 AMBULANCE EQUIPMENT Not Payable
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51 ABDOMINAL BINDER 
Payable for cases who have 
undergone surgery of lumbar spine.

52 CREAMS POWDERS LOTIONS 
(Toiletries are not payable, only 
prescribed medical pharmaceuticals 
payable)Payable when prescribed

53
ECG ELECTRODES    Upto 5 electrodes are 
required for every case visiting OT or ICU.

For longer stay in ICU, may require a 
change and at least one set every 
single day is payable

54 GLOVES  - Sterilized Gloves payable Unsterilized gloves not payable

55 NEBULISATION KIT 
Payable reasonably if used during 
hospitalisation

56
ANY KIT WITH NO DETAILS MENTIONED 
[DELIVERY KIT,ORTHOKIT, RECOVERY 
KIT, ETC] 

Not Payable

57 KIDNEY TRAY Not Payable

58 MASK Not Payable

59 OUNCE GLASS Not Payable

60 OXYGEN MASK Not Payable

61 PELVIC TRACTION BELT 
Payable in case of PIVD requiring 
traction

62 PAN CAN Not Payable

63 TROLLEY COVER Not Payable

64 UROMETER, URINE JUG Not Payable

65 AMBULANCE Payable
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CLAIM FORM - PART A
TO BE FILLED IN BY THE INSURED

(To be filled in block letters)
DETAILS OF PRIMARY INSURED

a) Policy no:

c) Company/ TPA ID No: SECTION A
d) Name: SECTION A

e) Address:

City: State:

Pin Code: Phone No: Email ID:

DETAILS OF INSURANCE HISTORY

Yes No b) Date of commencement of first insurance without break:

SECTION B

c) If yes, company name: Policy No:

d) Have you been hospitalized in the last four years since inception of the contract? Yes No Date: 

Diagnosis: Yes No

f) If yes, Company Name : 

DETAILS OF INSURED PERSON HOSPITALIZED

a) Name :

b) Gender : Male  Female c) Age:  years months d) Date of Birth: 

Self Spouse Child Father Mother Other (Please specify)

SECTION C

f) Occupation: Service Self Employed Homemaker Student Retired Other (Please specify)

g) Address (if different from above): 

City: State:

Pin Code: Phone No: Email ID:

DETAILS OF HOSPITALIZATION

a) Name of Hospital where Admitted: 

b) Room category occupied: Day Care Single occupancy Twin sharing 3 or more beds per room 

SECTION D

c) Hospitalization due to: Injury Illness Maternity d) Date of injury/ Date Disease first detected/ Date of Delivery: 

e) Date of Admission: f) Time: : g) Date of Discharge: h) Time: :

i) If injury, give cause: Self inflicted Road Traffic Accident Substance abuse / Alcohol Consumption i. If Medico Legal:   Yes No

ii. Reported to police: Yes No iii. MLC Report & Police FIR attached: Yes No j) System of medicine: 

DETAILS OF CLAIM

a) Details of treatment expenses claimed Claim Documents Submitted- Check List:

` ii. Hospitalization Expenses `

iii. Post Hospitalization Expenses ` iv. Health Check up Cost ` Copy of the claim intimation, if any

v. Ambulance Charges ` vi. Others (code): ` Hospital Main bill

Total ` Hospital Break-up bill

SECTION E

days days Hospital Discharge Summary

b) Claim for Domiciliary Hospitalization: Yes No Pharmacy Bill

c) Details of Lump sum / cash benefit claimed:

i. Hospital Daily Cash: ` ii. Surgical Cash: ` ECG

iii. Critical Illness Benefit: ` iv. Convalescence: ` Doctor's request for investigation

` vi. Others: ` Investigation Reports (including CT / 
MRI / USG / HPE)

Total ` Doctor's Prescription

Others

DETAILS OF BILLS ENCLOSED

Bill No. Date Issued By Towards
1 Hospital Main Bill

2
3
4 Pharmacy Bills: SECTION F

5
6
7
8
9
10

DETAILS OF PRIMARY INSURED'S BANK ACCOUNT

a) PAN: b) Account Number:  

SECTION G

c) Bank Name and Branch

The issue of theis form is not to be taken as admission of liability

b) Sl. No/ Certificate No:

a) Currently covered by any other Mediclaim/ Health Insurance:

Sum Insured (`):

e) Previously covered by any other Mediclaim/ Health Insurance : 

e) Relatuionship to Primary Insured: 

i. Pre Hospitalization Expenses Claim FormDuly signed

vi. Pre hospitalization period: vii. Pre hospitalization period:

(if yes, provide details in annexure)

Operation Theatre Notes

v. Pre/Post hosp. Lump sum benefit:

Sl. No. Amount (`)

Pre hospitalisation Bills: ___ Nos
Post hospitalisation Bills: ___ Nos
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e) IFSC Code: 

SECTION G

DECLARATION BY THE INSURED

SECTION H

Date: Place: Signature of the insured: 

GUIDANCE FOR FILLING CLAIM FORM – PART A (To be filled in by the insured)
DATA ELEMENT DESCRIPTION FORMAT

SECTION A - DETAILS OF PRIMARY INSURED
a) Policy No. Enter the policy number As allotted by the insurance company

b) SI. No/ Certificate No. As allotted by the organization

c) Company TPA ID No. Enter the TPA ID No

d) Name Enter the full name of the policyholder Surname, First name, Middle name
e) Address Enter the full postal address Include Street, City and Pin Code

SECTION B - DETAILS OF INSURANCE HISTORY

Tick Yes or No

b) Date of Commencement of first Insurance without break Enter the date of commencement of first insurance
c) Company Name Enter the full name of the insurance company Name of the organization in full
Policy No. Enter the policy number As allotted by the insurance company
Sum Insured Enter the total sum insured as per the policy In rupees
d) Have you been Hospitalized in the last 4 years since inception of the contract? Indicate whether hospitalized in the last 4 years Tick Yes or No
Date Enter the date of hospitalization
Diagnosis Enter the diagnosis details Open Text

Tick Yes or No

f) Company Name Enter the full name of the insurance company Name of the organization in full
SECTION C - DETAILS OF INSURED PERSON HOSPITALIZED

a) Name Enter the full name of the patient Surname, First name, Middle name
b) Gender Indicate Gender of the patient Tick Male or Female
c) Age Enter age of the patient Number of years and months
d) Date of Birth Enter Date of Birth of patient
e) Relationship to primary Insured Indicate relationship of patient with policyholder Tick the right option. If others, please specify.
f) Occupation Indicate occupation of patient Tick the right option. If others, please specify.
g) Address Enter the full postal address Include Street, City and Pin Code
h) Phone No Enter the phone number of patient Include STD code with telephone number
i) E-mail ID Enter e-mail address of patient Complete e-mail address

SECTION D - DETAILS OF HOSPITALIZATION
a) Name of Hospital where admitted Enter the name of hospital Name of hospital in full
b) Room category occupied Indicate the room category occupied Tick the right option
c) Hospitalization due to Indicate reason of hospitalization Tick the right option
d) Date of Injury/Date Disease first detected/ Date of Delivery Enter the relevant date
e) Date of admission Enter date of admission
f) Time Enter time of admission
g) Date of discharge Enter date of discharge
h) Time Enter time of discharge
i) If Injury give cause Indicate cause of injury Tick the right option
If Medico legal Indicate whether injury is medico legal Tick Yes or No
Reported to Police Indicate whether police report was filed Tick Yes or No
MLC Report & Police FIR attached Indicate whether MLC report and Police FIR attached Tick Yes or No
j) System of Medicine Enter the system of medicine followed in treating the patient Open Text

SECTION E - DETAILS OF CLAIM
a) Details of Treatment Expenses Enter the amount claimed as treatment expenses
b) Claim for Domiciliary Hospitalization Indicate whether claim is for domiciliary hospitalization Tick Yes or No
c) Details of Lump sum/ cash benefit claimed Enter the amount claimed as lump sum/ cash benefit
d) Claim Documents Submitted-Check List Indicate which supporting documents are submitted Tick the right option

SECTION F - DETAILS OF BILLS ENCLOSED
Indicate which bills are enclosed with the amounts in rupees

SECTION G - DETAILS OF PRIMARY INSURED’S BANK ACCOUNT
a) PAN Enter the permanent account number As allotted by the Income Tax department
b) Account Number Enter the bank account number As allotted by the bank
c) Bank Name and Branch Enter the bank name along with the branch Name of the Bank in full

Name of the individual/ organization in full
e) IFSC Code Enter the IFSC code of the bank branch IFSC code of the bank branch in full

SECTION H - DECLARATION BY THE INSURED

d) Cheque/ DD Payable details: 

I hereby declare that the information furnished in this claim form is true & correct to the best of my knowledge and belief. If I have made any false or untrue statement, suppression or concealment of any material fact with respect to questions asked in relation to this 
claim, my right to claim reimbursement shall be forfeited. I also consent & authorize TPA / insurance company, to seek necessary medical information / documents from any hospital / Medical Practitioner who has attended on the person against whom this claim is 
made. I hereby declare that I have included all the bills / receipts for the purpose of this claim & that I will not be making any supplementary claim except the pre/post-hospitalization claim, if any.

Enter the social insurance number or the certificate number of social health 
insurance scheme

License number as allotted by IRDA and printed in TPA 
documents.

a) Currently covered by any other Mediclaim / Health Insurance? Indicate whether currently covered by another Mediclaim / Health Insurance

Use dd-mm-yy format

Use mm-yy format

e) Previously Covered by any other Mediclaim/ Health Insurance? Indicate whether previously covered by another Mediclaim / Health Insurance

Use dd-mm-yy format

Use dd-mm-yy format

Use dd-mm-yy format

Use hh:mm format

Use dd-mm-yy format

Use hh:mm format

In rupees (Do not enter paise values)

In rupees (Do not enter paise values)

d) Cheque/ DD payable details Enter the name of the beneficiary the cheque/ DD should be made out to

Read declaration carefully and mention date (in dd:mm:yy format), place (open text) and sign.



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

(To be filled in block letters)
DETAILS OF HOSPITAL

a) Name of the Hospital:

SECTION A

c) Hospital ID: c) Type of Hospital: Network Non Network (if non network, fill Section E)

d) Name of the treating doctor:

e) Qualification: f) Registration No. with state code: g) Phone No. 

DETAILS OF PATIENT ADMITTED

a) Name of Patient: 

b) IP Registration No.: c) Gender : Male  Female d) Age:  years months e) Date of Birth: SECTION B

f) Date of Admission: g) Time: : h) Date of Discharge: i) Time: :

j) Type of Admission:      Emergency Planned Day Care Maternity k) If Maternity: i. Date of Delivery: 

l) Status at time of discharge: Discharged to home Discharged to another hospital Deceased m) Total claimed amount 

DETAILS OF AILMENT DIAGNOSED (PRIMARY)

a) ICD 10 Codes Description b) ICD 10 PCS Description

i. Primary Diagnosis : i. Procedure 1 :

ii. Additional Diagnosis : ii. Procedure 2 :

iii. Co-morbidities : iii. Procedure 3 :

SECTION C

iv. Co-morbidities : iv. Details of Procedure :

Yes No

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

f) Hospitalization due to injury: Yes No i. If yes, give cause Self inflicted Road Traffic Accident Substance abuse / alcohol consumption 

Yes No (if yes, attach reports) iii. If Medico Legal: Yes No iv. Reported to Police: Yes No

v. FIR No. vi. If not reported to police, give reason: 

CLAIM DOCUMENTS SUBMITTED - CHECKLIST

Claim Form duly signed Investigation reports

CT/ MRI/ USG/ HPE/ Investigation reports

SECTION D

Copy of photo ID card of patient verified by hospital ECG

Hospital discharge summary Pharmacy bills

MLC report & Police FIR

Hospital main bill Original death summary from hospital, where applicable

Hospital break-up bill Any other, please specify

a) Address of the hospital:

SECTION E

City: State:

Pin Code: b) Phone No: c) Registration No. with State Code: 

d) Hospital PAN e) Number of inpatient beds f) Facilities available in the hospital: i. OT: Yes No ii. ICU: Yes No

iii. Others: 

DECLARATION BY THE HOSPITAL (Please read very carefully)

SECTION FDate: 

Place: Signature of the insured: 

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 Hospital Enter the name of hospital Name of hospital in full
b) Hospital ID Enter ID number of hospital As allocated by the TPA
c) Type of Hospital Tick the right option
d) Name of treating doctor Enter the name of the treating doctor Name of doctor in full
e) Qualification Enter the qualifications of the treating doctor Abbreviations of educational qualifications
f) Registration No. with State Code Enter the registration number of the doctor along with the state code As allocated by the Medical Council of India
g) Phone No. Enter the phone number of doctor Include STD code with telephone number

SECTION B – DETAILS OF THE PATIENT ADMITTED

a) Name of Patient Enter the name of hospital Name of hospital in full

The issue of theis form is not to be taken as admission of liability

Please include the original preauthorization request form in lieu of PART A

ii. Gravida Status: 

c) Pre authorization obtained: d) Pre-authorization number: 

ii. If injurydue to Substance abuse / alcohol consumption, Test Conducted to establish this:

Original Pre-authorization request

Copy of the Pre-authorization approval letter Doctor's referance slip

Oparation Theatre Notes

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

We hereby declare that the information furnished in this Claim Form is true & correct to the best of our knowledge and belief. If we have made any false or untrue statement, suppress or concealment of anu material fact, our right to claim under this claim shall be 
forfeited.

Indicate whether In network or non network nospital
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b) IP Registration Number Enter insurance provider registration number As allotted by the insurance provider
c) Gender Indicate Gender of the patient Tick Male or Female
d) Age Enter age of the patient Number of years and months
e) Date of Admission Enter date of admission
f) Time Enter time of admission
g) Date of Discharge Enter date of discharge
h) Time Enter time of discharge
i) Type of Admission Indicate type of admission of patient Tick the right option
j) If Maternity

Date of Delivery Enter Date of Delivery if maternity
Use standard format

k) Status at time of discharge Indicate status of patient at time of discharge Tick the right option
SECTION C – DETAILS OF AILMENT DIAGNOSED (PRIMARY)

a) ICD 10 Code

Primary Diagnosis Enter the ICD 10 Code and description of the primary diagnosis Standard Format and Open text
Additional Diagnosis Enter the ICD 10 Code and description of the additional diagnosis Standard Format and Open text
Co-morbidities Enter the ICD 10 Code and description of the co-morbidities Standard Format and Open text

b) ICD 10 PCS

Procedure 1 Enter the ICD 10 PCS and description of the first procedure Standard Format and Open text
Procedure 2 Enter the ICD 10 PCS and description of the second procedure Standard Format and Open text
Procedure 3 Enter the ICD 10 PCS and description of the third procedure Standard Format and Open text
Details of Procedure Enter the details of the procedure Open text

Tick Yes or No

As allotted by TPA
e) If authorization by network hospital not obtained, give reason Open text
f) Hospitalization due to injury Indicate if hospitalization is due to injury Tick Yes or No

Cause Indicate cause of injury Tick the right option

Indicate whether test conducted Tick Yes or No
Medico Legal Indicate whether injury is medico legal Tick Yes or No
Reported To Police Indicate whether police report was filed Tick Yes or No
FIR No. Enter first information report number As issued by police authorities
If not reported to police, give reason Enter reason for not reporting to police Open Text

SECTION D – CLAIM DOCUMENTS SUBMITTED-CHECK LIST

Indicate which supporting documents are submitted

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 hospital Include STD code with telephone number
c) Registration No. with State Code Enter the registration number of the doctor along with the state code As allocated by the Medical Council of India
d) Hospital PAN Enter the permanent account number As allotted by the Income Tax department
e) Number of Inpatient Beds Enter the number of inpatient beds Digits
f) Facilities available in the hospital Indicate facilities available in the hospital Tick the right option. If others, please specify

SECTION F - DECLARATION BY THE INSURED

Use dd-mm-yy format

Use hh:mm format
Use dd-mm-yy format

Use hh:mm format

Use dd-mm-yy format
Gravida Status Enter Gravida status if maternity

c) Pre-authorization obtained Indicate whether pre-authorization obtained
d) Pre-authorization Number Enter pre-authorization number

Enter reason for not obtaining pre-authorization number

If injury due to substance abuse/alcohol consumption, test conducted to establish this

Read declaration carefully and mention date (in dd:mm:yy format), place (open text) and sign.


