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T.P.A Services (1) Pt. Ltd,

MEDICARE TPA SERYICE (I} Pwt. Ltd.
REQUEST FOR CASHLESS PAYMENT TO PROYIDER HOSPITALS

{(FORM TO EE FILLED IN CAPITAL LETTERS only WHICH IS5 LEGIBLE}

(IMPORTANT) IF NOT: THE CLAIM WILL NOT BE PROCESSED

MAME ;

ADDRESS:

AGE

CELL MUMBER:

BAME MAME :

BEAMCH :

ACCOUMT MO

POLICY Moo

CURREMT POLICY PAPER T2 BE ATTACHED FOR INSURED OF MEW IMDIA S MNATIOMAL f ORIEMTAL f UMITED IMDIA

IMSURAMCE COMPAMY.

MEMBERSHIP M s
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PREVICUS POLICY AMD

CLAIMS DETAILE

MAME OF THE

ATTEMDING DOCTOR

MOBILE MO

MAME OF THE
HOSPITAL !

AILMEMT FOR WHICH
CASHLESS SOUGHT @

COMMEMCEMEMNT OF
AILMEMT !

PAST MEDICAL
HISTORY

WHAT MEDICATIONMSE IS

THE PATIENMT TAKING
MO

PAST SURGICAL
HISTORY

WHICH YE&AR

IS THE PRESEMT AILMEMNT CoCif

PLICAT

IO OF PAST MEDICAL OR SURGICAL AILMEMT @ I:I YES |:| M

IF YES SPECIFY :

IS5 THERE HISTORY OF

HYPERTEMSIOM :

Mo

IF YES IM YEARS

[ ]

DIABETES @

Mz

IF ¥ES IM YE&RS @

[]

L[]

NN

ISCHAEMIC HEART DISEASE f RHEUMATIC HEART

DISEASE f WALVIULAR HEART DISEASE ¢

|:|"."ES |:| M IF YES IM YEARS ! |:||:| Man |:||:|

FOR ALL THE ABOWE THREEE DISEASES FOLLOWING
IMVESTIGATION REPORTS ARE REQUIRED ¢

|:|ECG |:|ECHC§I |:|FBS

|:| PPES |:| LIPIDS

COPD/BROMCHIAL ASTHMA @

YES

Rl

IF ¥YES IM YEARS :

Mon

FoR THE ABOWE DISEASE FOLLOWING
IMWVESTIGATION REPORTS ARE REQUIRED @

|:| ChE |:| CToSCAM |:| FBS

ARTHRITIS

|:| YES |:| Mo IFYES IMYEARS: |:||:|Mnn |:| |:|




Mame : Membership Mo :

CAMCER |:| YES |:| Mo IFYES IMYEARS: |:||:|M-:|n |:| |:| I: BICOPSY REPORT

REMAL FALIURE : YES MC IFYES IM YEARS : :|

FOR THE ABOVE DISEASE FOLLOWING D D D |:| D
INVESTIGATICN REPORTS ARE REGQUIRED : HREA CREATININE HE FBs FREBS
SEIZURE DISORDER : YES MO IF ¥ES IM YEARS

FoR THE ABCVE DISEASE FOLLOWING D D D D
INVESTIGATICN REPORTS ARE REGQUIRED : G i ot fhe i

IM CASE OTHER AILMEMT : YES MO IF ¥ES IM YEARS j Man |

IM CASE OF MATERMNITY : I: LMP | GRAVIDA | EDD | Uss PARITY

IM CASE OF ACCIDENT ! I:I FIR I:I SELF DECLARATICOM I:I AREAY :I C.T. 5CAN
ALCOHOL Y DRUG &BSUSE YES MO IF ¥ES IM YEARS Man

IM CASE /0 ACCIDENTS INFLUEMCE OF D D . D D
ALCOHOLAANY OTHER DRUGS 1 YES MO WHETHER MLC DOME: YES MO

LIME OF MAMAGEMENT:

DMEOFADMISSIQN:| | | | | | | | |F‘ROE-F'.E-LEDLIR#.TIOHDF | | | | | | | |

STAY

ESTIMATED COST ! P&CEAGE CHARGE @ | | | |

ROOM RENT : | | | | CLASS OF ACCOMODATION | | | |

IMVESTIGATION | | | | | | | | |

CHARGES : OoCTOR f SURGECNS FEES ! | | | | | | | |

MAME OF IMPLAMT @ | | OT CHARGES @ | | | |

COST OF IMPLAMT & | | TOTAL AMOUNT | | | |

FIMDIMG OF ATTEMDING DOCTOR OW THE FIRST COMSULTANT

PULSE : | | | BP: | | | | / |
TEMPERATURE : | | | . COMSCIOUMESS I:I:I:I:I

R— [T ] (11 1]
CWS | | | | CMS | | | | |

REPORTS SUPPORTINMG PRESENT DIAGHOSIS TO BE ATTACHED

SIGHMATURE OF DOCTOR REG MO, | | | | | | | | | | | |

By [Marme)

[in case memberis seriouslyill and unable to sign,nest of kin mavy =sign on hisfher behaif 1.

I.the undersigned understand that cashless Service facility by Madicare TPA Servicas (I Put, Ltd, iz conditional
and once cashless iz pre authorized the zame rmay be withdrawn by Medicare TPA Services (I Put Ltd, at any
stage befare or during hospitailzation,

I undertake to :

Pay directly to the medical establishment for all inadmissible items mentioned in the hospital bill,

Reimburze in full any amount paid by Medicare TPA Services (1) Put, Ltd, for and on my behalf to the medical
institution for the current hoszpitalization,if the claim subriitted by Medicare TPA Services (1) Put, Ltd, to the
Insurance Cormpany iz repudiated by thern or only part payvrment of the claim is found to be admissible,

Abide by interpretation of rules,regulation and conditions az is made by Insurance Co from timme to time,

SIGMED !

DATE : L] ] ]

STAMP OF HOSPITAL

( THE SIGMNATURE OF THE PATIENT WILL BE YERIFIED IN THE HOSPITAL. IF THIS DOES NOT TALLY WITH THE
SIGMATURE ABOVE, MEDICARE TPA. WILL NOT BE LIABLE TO MAKE PAYMENT. )




