Annexure |

A7«

VIDAL HEALTH \)

THIRD PARTY ADMINISTRATOR Vldal Health TPA PVt Ltd unme o‘.ﬁ‘é’.n
Formerly -
IBA Domiciliary Treatment Claim Reimbursement Statement (The Federal Bank Ltd.)
Name of the Bank Policy No
Name of the Insured Vidal ID Card No
Employee Id Designation
Name of the Patient Relation to Patient
Nature of lliness Date of Submission
SI No | Bill Date Bill No/Description Amount Claimed Remarks
Signature of the Insured: Total Amount Claimed:

Note: This form should be attached along with Signed Claim Format A.



Bank Name [ The Federal Bank Ltd | (Peno [ T T T 1]

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:

aypaiey No: [ IOC OO OO OO CC T wskserceiestere. [T COCOOCCC

scampany ea0 o [][]JOOO0OO0O00O00O00O00

avame:  [C]C]E1[][ER]EEEICOCOCOCE AR C OO EFEDOOFRDERDEOREAREDOOC

sactess: [ 111110 000000000 00000000000000000000c
OOOO0ODOOOO0000000000 00000000 000000000000
e []1OOOO0O0O0 000000000 «=-J000000000000000000 |
I I . N =20 |

a) Currently covered by any ather Mediclaim I Health Insurance: [ ] Yes [ ] Ma b} Date of commencement of first nsurance vithout break: [ 2] [ | CIEIEIE]

attyes,companyname: [_1[ ][ ][I L ICICICICICICICIET et (IO DO O OO OO0 OOOOE
Sum insured (Rs.) D DDDDDD:IJ Have you been hospitalized In the last four years singe inception of the contract? I:IYes D Mo Date: E. .

i l ] &) Previously covered by any other Mediclaim /Health insurance - - I:l Yas |:| Mo

niryes, companyrame: [ ][] ]C]C1C1CCOCOE0O0OC

avame: [ [ ][] ERIER]EEID OO0 DR EGEIEOEE I ECCMOEEMAECOMAEECOO

b) Gender Male [ ] Femate [_] c)ageyears [ ][] Months d) Date of Birth IR

¢) Relationship to Primary insured:  Self [_] Spouse[ | cnid [ | Fatner [_|  Mather [_] Omer [ ] (Please speciiy) [ ]

f) Occupation Ser\ficeD Sell Employed I___I Home Makar[:l Sludent I:I Retired I:l Other DiPIease Specify) I —I

amadeess (it om o [ ][ ][]0 OO OO0 000000000000 0000000C
OO0 OOO0O0O000 0O OO0 000 0000000000000 0000000
ay [ 1OO0O00O0O00000000000 SWWD[]DDDDDDDDDDDDDDDDD
Pncods [ ][ JCICICIL]  phoneie: DDDDDDDDDDDDE““'“

DETAILS OF HOSPITALIZATION: :

0 e ol o e l:lI:II:IDDDDDDDDDDDDDDDDDDDDDDDDI:II:IEII:II:II:IDDI:I

2 NOID3s NN S nNolo3s RN v NOLLD3S I

b} Room Category occupied: Day care [ ] Single occupancy [ Twin sharing  [] 3 or mere beds per room ]

¢} Hospitalization due fo: wuy [ ness [ Matemity [ d) Date of injury / Date Disease first detected /Date of Delivery:
RTS— pwe [E EE  ovwaommss[FE] [FE wne: (][] -

1} If injury give cause: Selfinficted [] Road Traffic Accident [] Substance Abuse | Alcehol Consumption ]:| 1) f Medico legal [] Yes I:] No

i) Reported 1o Palica ] O fil. MLC Report & Police FIR attached [ Yes[] No i) System of Medicine: [ ]
DETAILS OF CLAIM:

a) Details of the Trealment expenses claimed Claim Docurents Submitted - Chack List:

I, Pre -hospitalization expenses Rs. D DD D D D D ii. Hospitalization expenses Rs. I:l I:' l:“:l I:' DD [ claim form duly signed
iil. Past-hospitalization expenses Rs. D DD D l:”:l I:] iv. Heallh-Check up cost R [ =] Cop\r-ol' the Iclalfn intimation, if any
v. Ambulance Charges Rs. I:l I:l D l:u:u:l I:l Vi, Others [mdg;_—D D D Rs. I:] I:":l E] D l___ID (] Hospital Main Bl

D Hospital Break-up Bill

Total v [CICICICICIC] [ Hospital Bill Payment Receipt

vii. Pre -hospitalization period: days D D |:| viil. Post -hospitalization peried:  days D D D D Hospital Discherge Summary
b) Claim for Domitiliary Hospitalization: [ Yes[I Mo (it yes, provide details in annexure) [ Phamacy
c) Details of Lump sum / cash benefit claimed: [ Opesation Theater Notes

&

I I

i. Hospital Daily cash: Rs. D D DD |:| DD ii. Surgical Cash:
[ ooctor: tfor investigati
' D DD D D DD | 1nva:1vgsai:t:|u;:p:rrtsn[\l':;ﬂau::"CT

fi. Critical lliness benefit: rs. [0 iv. Convalescence:

2
i

v. PrelPost haspitakzation Lump sum benefit: Rs. D I:II:l D [:l [:ID vi. Others: [:":' D Rs. [:l E]l:l |:| l:l [:ID 0 I’D:‘:L: ;19;2;;1::;”5
Total s LOICIOOIOE 3 ones
DETAILS OF BILLS ENCLOSED:
Sk Noj  Bill No. Date Issued by Towards Amount (Rs)
1. o D Ml m]Y Y Hospital main Bill
2 D| o] M mlY ¥ Pre-hospitalization Bills: Mos
3 pl ol mlm]Y ]|V Post-hospitalization Bills: Nos
4, Dl D] M MY ]Y Pharmacy Bills
8 D (1] Al My L
6. Dl o mily |y
T 0 o Ml B |Y b
8, o B Ml R|Y ¥
9, B | o] wlw|[Y ]Y¥
10, c|lo|lmim]Y | ¥

DETAILS OF PRIMARY INSURED'S BANK ACCOUNT:'
s [JOOOO0O0O OO0 L L N O [ O [ [ A

gsankiane anaranct: [ ][]0 OO0 00O 0000 00000000 0000000000 000 8
) Cheque/ DD Payable detais: | | erscoose [ OOOOCOOCCC] i

(IMPORTANT: PLEASE TURN OVER)
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DECLARATION BY THE INSURED:

| hereby declare that the information furnished in the claim form is true & correct to the best of my knowledge and beliel. If | have made any false or untrue statement, suppression
or concealent of any material fact wilh respect to questions asked in relation to this claim, my right to claim reimbrusement shall be forfeited, | 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.
| hereby declare that | have included all the bills ( receipts for the purpose of this claim & that | will not be making any supplementary claim except the pre/post-hospitalization

claim, if any.

Signature of the Insured

Date [¥] Place]

I H NoiLo3s

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)  Paolicy No,

Enter the policy number

As allotted by the Insurance Company

b} Sl No/ Certificale No,

Enter the social Insurance number or the cerificate number of

social health insurance scheme

As allotted by the oraganization

¢)  Company TPA 1D No.

Enter the TPA ID No.

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

d) MName

Enter the full name of the policyholder

Surnamae, First name, Middle name

e)  Address

Enter the full postal address

Include Street, City and Pin code

SECTION B -DETAILS OF INSURANCE HISTORY

a}  Currenlly covered by any other Mediclaim / Health
Insurance?

Indicate whether currently covered by another Mediclaim /
Health Insurance

Tick Yes or Mo

b)  Date of commencement of first Insurance without break

Enter the date of commencement of first Insurance

Use dd-mm-yy-forrmat

c)  Company Name

Enter the full name of the Insurance Company

MName of the organization in full

Falicy No.

Enter the policy number

As allotted by the Insurance Company

Sum insured

Enter the lotal sum insured as per the policy

In rupees

d)  Have you bean H

F d in the last four years since
Inceplion of the contract?

Indicate whether hospitalized in the last four years

Tick Yes or No

Date Enter the date of Hospitalization Use mm-yy format
Diagnosis Enter the diagnosis details Open Text

&) Praviously covered by any other Mediclaim / Health indicate whether previously covered by ancther mediclaim / Tick Yes or No
Insurance? Healih Insurance

f)  Company Name

Enter the full name of the Insurance Company

Mame of the organization in full

SECTION C -DETAILS OF INSURED PERSON HOSPITALIZED

a) Mame 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

Use dd-mm-yy format

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 aption. 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
1} E-mail ID Enter e-mail address of patient Complata e-mail addrass

SECTION D - DETAILS OF HOSPITALIZATION

a)  Name of Hospital where admiled

Enter the name of hospital

Mame of hospital in full

b} Room category occupied

indicata the room category occupied

Tick the right option

Tick the right option

c) H due to indicate reason of hospi

4 g:ll[?r;fyin‘imwoale Disease first detécled / Dals of Enter the relevant date Use dd-mm-yy format
e)  Date of admisslon Enter date of admission Use dd-mm-yy format
) Time Enter time of admission Use hh-mm- format
g)  [Dale of discharge Enter date of discharge Use dd-mm-yy format
h) Time Enter time of discharge Use hh-mm- format

[}] 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

Reporled lo Police

indicate whether police report was filed

Tick Yes or No

MLC Report & Police FIR atlached

indicate whether MLC report and Police FIR attached

Tick Yes or No

iy System of Medicena

Enter the system of medicine followed in treating the patient

Open Text

SECTION E - DETAILS OF CLAIM

a)  Details of Treatment Expences

Enter the amount claimed as treatment expencas

In rupees (Do not enter paise values)

b} Claim for Domiciliary Hospitalization

indicate whether claim is for domiciliary hospitalization

Tick Yes or No

c) Details of Lump sum/ Cash benifit claimed

Enter the amount claimed as lump sum / cash benefit

In rupees (Do not enter paise values)

d} Claim documents Submitted-Check List

indicate which supporting documents are submitled

Tick the right option

SECTION F - DETAILS OF BILLS ENCLOSED

Indicate which bills are enclosed with the amount in rupees

SECTION G - DETAILS OF PRIMARY INSURED's BANK ACCOUNT

a) PAN

Enter the permanent account number

As allotted by the Income Tax Dapariment

b) Account Mumber

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

c) Cheque/ DD payable details

Enter the name of the benaficiary the chequa / DD should be
made oul to

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




ELECTRONIC CLEARING SERVICE (CREDIT CLEARING) MANDATE FORM

For Claim under Policy No

1. (A) CARDHOLDER’S NAME
- r e

(B) ADDRESS

| () TELE|PHONE/I|VIOBILE N|o: | | | | | | | |
(D) E-MAIL ID:
Ly
2. TTKID No

. rrrr ]

3. PARTICULARS OF BANK ACCOUNT
A. BANK NAME

PP PP PP PPl
B. BRANCH NAME

C. ADDRESS

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

| | | | | | | | | |
E. ACCOUNT TYPE (SAVINGS ACCOUNT/ CURRENT ACCOUNT)

. r
F. ACCOUNT NUMBER (AS APPEARING ON THE CHEQUE BOOK)

- r e
G. BANK ACCOUNT HOLDER NAME

- r r - +r - r+r ;- [ [ [ [ [ |

4. DATE OF EFFECT:

INFORMATION FOR PAYMENT THROUGH RTGS OR NEFT
5. IFSC CODE (INDIAN FINANCIAL SYSTEM CODE)

| | | | | | | | | | | |
6. NEFT CODE (NATIONAL ELECTRONIC FUNDS TRANSFER CODE)

By submission of the above, | authorise M/s Vidal Health TPA Private Ltd (formerly known as TTK Healthcare TPA Pvt
Ltd) / the Insurance Company to settle the claim under reference through direct payment by ECS. | hereby declare &
confirm that the particulars given above are correct and complete. | agree that | shall not hold the TPA/ Insurance
Company responsible for delay or non-receipt of payment for any reason whatsoever after issue of instructions for
transfer of payment by Insurer/ TPA based on the above.

Date:
Place: Signature of the Insured



