HUMAN RESOURCES DEPARTMENT
EMPLOYEE BENEFITS DIVISION

- 239, Vidhan Bhavan Marg, Nariman Point, Mumbai 400 021

STAFF CIRCULAR NO. 6977 : May 04, 2019

To:All Branches/Offices,

1.

| » Room rent ceiling: reduced from Rs.5000/- to Rs.4000/- per day

Major Highlights

e Claim Intimation : time limit reduced from 07 days to within 24 hours of incident
» Claim submission: time limit reduced from within 30 days to 15 days of discharge

¢ Printed GST number mandatory on bills

¢ No change in rent for ICU: ceiling Rs.7500/- per day

Subject- Medical Insurance Policy for Existing Employees
Policy Tenure 01.10.2018 to 30.09.2019

Attention is invited to Staff Circular No. 6702 dated 17.11.2017 providing the
details of Medical Insurance Policy for existing employees for the period of
01.10.2017 to 30.09.2018.

The Medical Insurance Policy for existing employees has been renewed and the
- policy number was circulated vide Staff Circular 6915 dated 18.12.2018. All
-~ employees and their dependents (as per Union Parivar) existing on Bank’s

payroll as on 01.10.2018 are covered under this policy of Medical Insurance
from 01.10.2018 to 30.09.2019. The policy  number is
5001002818P109893720. The policy document received from UIIC is given as

Annexure [.
g

Dependent Data in Union Parivar: The insurance company has also informed
that:

e E-card of dependent, where date of birth is not updated in Union
Parivar, will not be displayed on paramount website as the data will not
be uploaded at all and no cashless/reimbursement facility will be
available without proper updation of data.
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e Any discrepancy in pname, surname, age of dependent, etc. between
Union Parivar data and submitted KYC documents will lead to rejection
of cashless/reimbursement claim.

Al are required to go through their respective biodata in Union Parivar for the
purpose of checking and updation of dependent details to avoid any kind of
- inconvenience during medical exigencies. '

. “Employee contact details: As per information received from UIIC, the mobile

- number and email address of all employees should be updated in their
database. All employees to ensure that their mobile number and email address
is mentioned positively on ‘the claim form while submission of
domicitiary/reimbursement claim forms.

Employee Account Number and IFSC Code: Salary account number and
related IFSC code of all employees has been shared with Insurance Company.

Adhaar & PAN number: As per  IRDAI letter no
IRDAI/SDD/MISC/CIR/248/11/2017 dated 08™ Nov 2017, linkage of Adhaar and
PAN to Medical Insurance Policy has been made mandatory, under the
prevention of Money- laundering (Maintenance of Records) Second Amendment
Rules, 2017. All employees will be required to submit a copy of Adhaar card of
the self/ dependent with their claim form in both cashless and reimbursement
cases. Also all employees will be required to submit copy of their PAN cards
with claim reimbursement forms. Annexure Il.

. ‘To ensure quick settlement of claims, a checklist for proper claim submission,

already circulated vide Staff Circular 6702, has been reproduced in AnneXure
lll. For the benefit of all employees, domiciliary and hospitalisation claim forms
are attached to this circular.

e Domiciliary Claim Form. Annexure V.

e Reimbursement Claim Form. Both Part A and B to be filled in. Mandatory
fields are tick marked. Annexure V.

Notification/Intimation of Claim: For all the hospitalization/IPD claims, claim
intimation no. is to be mandatorily mentioned on the claim form. In case of non-
planned hospitalization within 24 hours of being hospitalized (Mandatory). For
planned hospitalisation, intimation should be given 03 days prior to incident.
Upon intimation, a claim intimation number is provided to the insured. This
number should be mandatorily mentioned in claim reimbursement form.

Notification of claim within prescribed time [imit is mandatory in all
hospitalization/ IPD cases. For the benefit of employees, various methods of
claim intimation are described as follows:

a) Email - Claim initmation can be done by sending a detailed mail on
claim.intimation@paramounttpa.com. The mail must contain details like
Employee No., employee name, patient name, relationship with the employee,
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hospital name, treating doctor name, hospital address, Date of admission in
hospital, estimated expense etc.

b) Phone Call - Claim intimation can also be done by calling on TPA Helpline no.
022-6620808 or 18002667008.

) Paramount TPA Mébile App (mW!se)- Claim intimation can also be done through
Mobile App, mWIlse. See Annexure VI. :

d) Paramount TPA website - Claim intimation can also be done through Paramount
TPA webiste, www.paramounttpa.com. See Annexure Vii.

Insurance Company has informed that they will not condone the delay in
claim intimation henceforth.

9. Submission of claim documents: All claim documents should mandatorily be
submitted within 15 days of date of treatment/discharge.

10. Pre & Post  Hospitalisation Medical Expenses: Medical expenses incurred
immediately 30 days before the insured person s hospitalized will be
considered as part of a claim. Relevant medical expenses incurred immediately
90 days after the Insured person is discharged from the hospital provided that;

a. Such Medical expenses are incurred for the same condition for which
the Insured Person’s Hospitalization was required; and

b. The In-patient Hospitalization claim for such Hospitalization is
admissible by the Insurance Company.

For maternity cases, refer para 3.5 of policy.
11. Domiciliary Claim:

a) The list of domiciliary ailments/hospitalization covered under this policy is
given para 3.1 of the policy document.

b) The cost of Medicines, Investigations and consultations, etc. in respect of
listed domiciliary treatment shall be reimbursed for the period stated by
the specialist and/or the attending doctor and/or the bank’s medical
office};r in Prescription.

B N ]

¢) If no period stated, the prescription for the purpose of reimbursement shall
be valid for a period not exceeding 90 days.

d) Prescriptions with the time limit of more than 180 days shall require to be
re-validated after 180 days by the attending doctor.

12. Documents to be submitted for Domiciliary claim:

a) Domiciliary claim form.
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b) Original prescription for the first month. "Attested Xerox copy of
prescription for next two months. Again original prescription will be
required in the fourth month and the process will continue in the same
fashion.

c) All original paid bills of medicine pertaining to the ailment. Printed GST
- number of the retailer is mandatory on the bills for further processing.

d) Original investigation reports if amount is claimed against them.

e) The field of mobile number and email address is mandatory and must be
filled in every time the form is submitted.

13. Delay in claim intimation/ submission: As per para 2 of Clause no. 5 (E) of
Medical Insurance Policy for Existing Employees, following time limits are to be
mandatorily complied with.

In case of non-planned hospitalization/ domiciliary hospitalization,
intimation to TPA must be given within 24 hours of the incident. For
planned hospitalisation, intimation should be given 03 days prior to
incident.

All hospitalization claim documents in original must be submitted to TPA
within 15 days of the incident.

For.post hospitalization, the claim documents must be submitted to
TPA, within 15 days of completion of post hospitalization treatment.

Insurance Company has informed that they will not condone the delay
in claim intimation henceforth.

Accordingly the format of delay submission letter has been modified.
Henceforth only this format will be acceptable and the claim
intimation number, for hospitalization/IPD claims should be
mandatorily mentioned in the given field. New format is attached as
Annexure VIIL.

Presently the claim nodal officer is Shri G V § A Sastry, AGM (HR).

i
Al?correspondence with respect to delay letter should essentially be
done only with Medical Insurance Team on mail id

staffmediclaim®unionbankofindia.com. .

14. Corporate Buffer: An amount of Rs.4,99,90,000/- (Four Crores Ninety Nine
Lacs and Ninety Thousand Only) has been allotted to Bank as funds for
Corporate Buffer. Corporate Buffer policy for the year 2018-19 has been
circulated vide Staff Circutar 6937 dated 25.02.2019,
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15.
16,

" tax benefit against the premium paid towards the same. Please refer to Staff

17.

18.

However employees with coverage under Super Top Up will be eligible for
benefit of Corporate Buffer only after full utilization of both basic + Super Top
Up facility, i.e. Rs.9 lacs for officers and Rs.7 lacs for award staff.

Super Top Up Tax Benefit: Employees opted for Super Top Up are eligible for

Circular 6915 dated 18™ December 2018 for details.

Online Consent/Refusal by Retiring Employees: It is evident that employees

retiring during the tenure of the policy, i.e. retiring in the months of Oct 18 to

Sep 19, will be covered under the existing employee policy titl 30.09.2019,
subject to their consent to continue in the policy. Please refer to para 6 of

© Staff circular 6882 dated 27" November, 2018. At the cost of repetition, please

hote “In case no option is received from the employee, it will be considered

" as exit from the policy and the retiring employee will be shifted out of the

policy coverage with immediate effect” .Premium once deducted will not
be refunded.

Overcharging by hospitals in cashiess: All Hospitals under tie-up have entered
into MOU with TPA, where the rates for surgery/packages have been pre-fixed.
If the hospital charges beyond the prescribed rates, there is deduction in final
claim amount. As per practice, the amount payable to hospital is shared by

TPA, with the insured in his/her registered email ID. In case, during discharge,

the hospital charges the insured over and above the rates sanctioned by TPA,
the insured is required to submit immediate representation to Bank/TPA either
prior or after discharge. If any payment has been carried out by the insured
during a cashless hospitalization, the insured is required to submit the
original receipts along with claim form to TPA, for reimbursement, within
07 days post discharge.

At the cost of repetition, please note that all such claims must be invariably
submitted to the TPA within 07 days of discharge, failing which the same
will not be considered for further processing.

This condition is not applicable for amount deposited to hospital as security
money and non payable items.

19. All concerned are requested to take a careful note of the above.
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Annexure:|

UNITED INDIA INSURANCE COMPANY LIMITED

UIIC, CORPORATE CELL, VULCAN INSURANCE BUILDING,

GROUND FLOOR, 77, V.N. ROAD, CHURCHGATE MUMBAI-400 020.
022-2282 2564-65 Fax: 022-2282 0521

GROUP HEALTH RANCE POLICY

PERIOD OF INSURANCE
From 00.00hrs of 01/10/2018

To midnight of 30/09/2019




POLICY NO: 5001002818P109893720

PART -1
POLICY SCHEDULE

INDIAN BANKS' ASSOCIATION
A/C UNION BANK

- | UNION BANK BHAVAN, 239, VIDHAN BHAVAN
Address of The Insured MARG,

Name of The Insured

NARIMAN POINT, MUMBA! - 400 021
Issue Office Code LCB Mumbai (500100)

Edafy hrs of 01/10/2018 To midnight of
Period of Insurance

52,55,59,116

TR k)

I Insurance Co. Itd.
ia Assurance Co Ltd.
nsurance Co. Lid,
Insurance Co. Ltd.

=ik

Insurance

'NUMBER OF FAMILIES SUM INSURED, CATEGORY FOR GROUP -Health

NO OF TOTAL PREMIUM PREMIUM PER FAMILY
MIN .
_%TEGORY SU NSURED FAMILES IN RS. {without ST} | INRS. {without GST)
) 354 /.

- Officers RS.4,00,000/- | 22038 Rs. 341214354 /- 1 \\R 15483/

Award Staff | RS.3,00,000/- | 15874 Rs. 184344762/ | \nr 11,613/-

TOTAL y N 37917 Rs. 52,55,59,116 /-

Room charges as defined in 1.2.1 (A) 7 Rs. 4,000/- per day

iCU Charges as defined in 1.2.1 (B) Rs. 7,500/- per day

Corporate  Buffer of Rs.100 crores is
incorporated in the policy in co-relation to the
Initial Premium of Rs. 416 Crores {for first year
Corporate Buffer lie 2015-16), envisaged to be paid at the
tommencement of the employees group health
insurance policy collectively by the various
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POLICY NO: 5001002818P109893720

member Banks, of the Indian Banks’ Association.
This Figure of Rs. 100 Crores Corporate Buffer

would be in correlation to the total premium

received by the Insurance Company this year.

Corporate Buffer Allotted : Rs. 04,99,90,000/-

Family Definition

Employee + Spouse + Dependent Children + 2
dependent Parents OR in laws
& No age limit for dependent children.

Would be considered dependent if
their monthly income does not exceed
Rs. 10,000/- Widowed daughter and
dependent divorced / separated
daughters, sisters including unmarried /
divorced / abandoned or separated
from husband/ widowed sisters and
crippled child shall be considered as
dependent for the purpose of this
policy. Physically challenged Brother /
Sister with 40% or more disability.
Subject that their individual monthiy
income does not exceed Rs. 10,000.

* No Age Limits for Dependent Parents.
Either Dependent Parents or Parents in-
taw will be covered.

A parent would be considered
dependent if their monthly income
does not exceed Rs. 10,000/-

New joinees

All New Employees to be covered from the date
of joining as per their appointment letter. For
additions /deletions during policy period,
premium to be charged /refunded on pro rata
basis against the Cash Deposit account with UiC
adequately maintained by the Bank.

Increase in Sum Insured allowed in case of
promotion on charging prorate premium.

Geographical Limits

Treatment taken in India Only.

i

%

Continuity Benefits

Continuity benefits coverage to employees on
retirement till the end of the policy period
provided there is no request for refund of the
premium.

Page 3 of 32
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POLICY NO: 5001002818P109893720

AT A

Net Premium Rs. 52,55,59,116/-

GST Rs. 946,00,641/-

Stamp Duty Rs. 1.00

Total Rs. 62,01,59,757/-
Collection No. '10150010018110341333
Collection Date 01/10/2018

GST No. AAACUS552C12)

Date of Prop

A A T T A R N T A R A e

UNITED INDIA INSURANCE CO LTD.

The Consolidated Stamp Duty has been deposited with
General Stamp Office, Govt Of Maharashtra
" Certificate No. CSD/13/2018/2534/18 Dt. 04-07-2018
By Corporate Cell Mumbai No. Separate Stamp is required to
Be affixed on this document .
: Office Code: 500100
Corporate Cell : Vulcan Insurance Building , Ground Floor,
77, Veer Nariman Road, Churchgate, Mumbai-400 020
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POLICY NO: 5001002818P109893720

PART - I

1 WHEREAS the insured designated in the Schedule hereto has, by a proposal and declaration dated as
stated in the.Schedule which shall be the basis of this Contract and is deemed to be incorporated herein,
has applied to UNITED INDIA INSURANCE COMPANY LTD. (hereinafter called the COMPANY) for the
insurance hereinafter set forth in respect of Employees/Members (including their eligible family
members) named in the Schedule hereto (hereinafter called the INSURED PERSON) and has paid premium
as consideration for such insurance.

1.1 NOW THIS POLICY WITNESSES that subject to the terms, conditions, exclusions and definitions contained
herein or endorsed, or otherwise expressed hereon the Company undertakes that if during the period
stated in the Schedule or during the continuance of this policy by renewal any insured person shall
contract any disease or suffer from any illness (heremafter called DISEASE) or sustain any bodily injury
through accident (hereinafter called s e oF mjury shall require any such insured
Person, upon the advice of. ledical practitioner (hereinafter
called MEDICAL PRA called SURGEON) to incur
hospitalization/g nt at any Nursing

Home/Hosp; rein defined (h e Company will
pay to rsing Home or sonably and
nece ng the Sum

insurance state e schedule he

in any one period

cheme, the company wi
enses as would fali und
ary incurred thereof hy
Qgeregate mentioned in

of any claim becoming admissible und
i€ Home or insured person the amount
ned below and as are reasonably and m
P insured person but not exceeding the Su

ner, Consuitants,

es, Nebulization Charges, RMO
eatre Charges, surgical appliances, OT
consumables Medlcmes & Drugs, Dialysis, Chemotherapy, Radiotherapy, Cost of Artificial
Limbs, c*bijt of prosthetic devices implanted during surgical procedure iike pacemaker,

Defibrillator Ventilator, orthopedic implants, Cochlear implant, any other implant, Intra-Ocular
Lenses, infra cardiac valve replacements, vascular stents, any other valve replacement,
laboratory/diagnostic tests, X-ray CT Scan, MRY, any other scan and such similar expenses that
are medically necessary, or incurred during hospitalization as per the advice of the attending
doctor,

D)

£} Hospitalization expenses (excluding cost of organ} incurred on donor in respect of organ
© transplant to the insured.

1.2.2 Pre-Hospitalisation and Post-Hospitalisation Expenses - Medical Expenses relevant to the same
condition for which the hospitalization is required incurred during the period upto 30 days prior to
Page 5 of 32




POLICY NO: 5001002818P109893720

- hospitalisation and ‘during the “period upto 90 days after the discharge from the hospital. These
- .expenses are admissiblé:only if the primary hospitalisation claim is admissible under the policy.

2. DEFINITIONS:

- +2.1- ~ ACCIDENT ~ An accident is a sudden, unforeseen and involuntary event caused by external, visible
and violent means.

Z:2 - "ALTERNATIVE TREATMENTS - Alternative Treatments are forms of treatment other than treatment

“Alopathy” or “modern medicine” ‘and includes Ayurveda, Unani, Siddha and Homeopathy in the
Indian Context.

'2.3: “ANY ONE ILLNESS wilt be deemed to.mean continuous penod of iliness and it includes relapse within

45 days from the date of [ast ] ital / Nursing Home where treatment has
been taken.

2.4 CANCELLA A SIONSWh ; - jther by the insurer

2.5

atment undergodeth
made to the network provider by th

NITAL ANOMALY refers to a conditi
ormal with reference to form, struct

2.8

Health Insurance Policié the coverage incepted under the
policy, provided a break in the insurance period not exceedlng thirty days being grace period shail
not be reckoned as an interruption in coverage for the purposes of this Clause. In case of change in
Sum Insured duﬁng such uninterrupted coverage the lowest Sum Insured would be reckoned for
determining Continuous Coverage.

However, the benefit of Continuous Coverage getting carried over from other policies will not be
available for HIV/AIDS coverage.

2.5 DAY CARE CENTRE means any institution established for day care treatment of iliness and/or
injuries or a medical set-up within & hospital and which has been registered with the local
authorities, wherever applicable, and is under the supervision of a registered and qualified medical
practitioner AND must comply with all minimum criteria as under:

Page 6 of 32




2.10

2.11

2.16

217

2.18

POLICY NO: 5001002818P109893720

a. - ' Has qualified nursing staff under its employment

~b.-+ Has qualified Medical Practltroner(s) in charge
c. - Has a fully equipped operation theatre of its own where surgtcal procedures are carried out-
d.

Maintains daily records of patients and will make these accessible to the Insurance Company's
authorized personnel. ‘

DAY CARE TREATMENT - Day Care treatment means the medical treatment and/or surgical procedure

. which is — (i) Undertaken under General or Local Anaesthesia in a hospital/day care centre in less than

24 ‘hours because of technological advancement and (ii} which would have otherwise required a
hospitalisation of more than 24 hours. Treatment normally taken on an outpatient basis is not
included in the scope of this definition.

DEDUCT! IBLE is a cost sharing requ:remen de
Insurer will not be liable
specified numbe
are payable

Health Insurance Policy that provides that the
emnity policies and for a
pply before any benefits

hysician, Hospital
¢ covered condition that

or Licenﬁéd pro
i “é"and one: which, if left

is acute (onset is suddé
untreated, could deterjorate

GRACE PERIO[;_rgeans the specified period of time 1mmedaately following the premlum due date
during which a payment can be made to renew or continue a policy in force without loss of
continuity benefits such as waiting periods and coverage of pre-existing diseasés. Coverage is not
avaitable for the period for which no premium is received.

HOSPITAL/NURSING HOME means any institution established for in-patient care and day care
treatment of illness and/or injuries and which has been registered as a Hospital with the local
authorities under the Clinical establishments (R’egistration and Regulation} Act, 2010 or under the
enactments specified under the Schedule of Section 56(1} of the said Act OR complies with all
minimum criteria as under )
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POLICY NO: 5001002818P109893720

a. Has-qualified:nursing staff under its employment round the clock.

b. Has at least 10:in-patient beds in towns having a population of less than 10 Jacs and at least 15 in-
patient beds in-all other places;

c. Has qualified Medical Practitioner(s} in charge round the clock;
d. Has a fully equipped Operation Theatre of its own where surgical procedures are carried out;

e. Maintains daily records of patients and makes these accessible to the insurance company’s
authorized personnel.

The term ":Hospital / Nursing Home * shall not include an establishment which is a place of rest, a
place for the aged, a place for drug-addicts or place for alcoholics, a hotel or a similar piace.

For Ayurveda, Unani, Siddha and Homeopathy treatment, hospitalisation expenses are
admissible only whenthe treatment has been undergone in a hospital as defined in clause 3.3 below.

2,19 HOSPITALISATION

patient care consecutive
mission could be for

2.1
as one or
Clitn eck-ups, and for
tests
2. it needs
3. it requires rehabilits cially trained to cope with it
4. 1t continues indefinitely '
5. it recurs or is likely to recur
£ & ,
2
2.20 INJURY means accidental physicat bodily harm excluding illness or disease solely and directly caused

by external, violent and visible and evident means which is verified and certified by a Medical
Practitioner.

2.21 IN-PATIENT CARE means treatment for which the insured person has to stay in a hospital for more
than 24 hours for 3 covered event.

2.22 INSURED PERSON means the employee of the bank and each of the other family members who are
covered under this policy as shown in the Schedule.

Page & of 32

P M AR 2R A AT T I AT R A+ R LT




2.23

2.24

2.25

2.26

2.27

2.28

2.29

POLICY NO: 5001002818P109893720

INTENSIVE CARE UNIT means an-identified section, ward or wing of a hospital which is under the
constant supervision of a dedicated Medical Practitioner{s), and which is specially equipped for the
continuous monitoring and treatment of patients who are in a critical condition, or require life
support facilities and where the level of care and supervision is considerably more sophisticated and
intensive than in the ordinary and other wards.

INTENSIVE CARE UNIT (iCU} CHARGES means the amount charged by a Hospital towards ICU
expenses which shall include the expenses for ICU bed, general medical support services provided to
any iCU patient including monitoring devices, critical care nursing and intensivist charges.

MEDICAL ADVICE means any consultation or advice from a Medical Practitioner including the issue of
any prescription or repeat prescription.
MEDICAL EXPENSES means. those exp
incurred for medical treg
Practitioner, as lon

nses that an Insured persen has necessarily and actually
dent on the advice of a Medical
ble if the Insured Person had
Bality would have charged

dical

The

- SENSIL i3 e : i & -
Medical ; ? iding-parents and in-
laws.

or by a TPA and insurer together to provide medccal services to an insured on payment by a cashless
facility. The hs’E_‘@f Network Hospitals is maintained by and available with the TPA and the same is
subject to amendment from time to time.

PPN-Preferred Provider Network means a network of hospitals which have agreed to a cashless
packaged pricing for certain procedures for the insured person. Updated list of network
provider/PPN is available on website of the company (https://uiic.co.infen/tpa-ppn-network-

hospitals) and website of the TPA mentioned in the schedule and is subject to amendment from time
to time.
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2.30

2.31

2.32

2.33

2.34

2.35

2.36

2.37

2.38 -

2.39

POLICY NO: 5001002818P109893720

NEW BORN BABY: A new born baby means a baby born during the Policy Period aged between one
day and 90 days, both days inclusive.

NON-NETWORK HOSPITALS means any hospital, day care centre or other provider that is not part of
the network.

NOTIFICATION OF CLAIM is the process of notifying a claim to the insurer or TPA within specified
timelines through any of the recognised modes of communication.

- OPD treatment means the one in which the Insured visits a clinic / hospital or associated
facility like a consultation room for diagnosis and treatment based on the advice of a
Medical Practitioner. The

m pre-existing disease shall be consids

— HOSPITALISATION MEDICAL EXPE

Relevant medical expe diate; sured person is discharged from

the hospital provided that;

a.  Such Megical expenses are incurred for the same condition for which the Insured Person’s
Hospitalisation was required; and
b. The In-patient Hospitalisation claim for such Hospitalisation is admissible by us.

PSYCHIATRIC DISORDER means clinically significant Psychological or behavioural syndrome that
causes significant distress, disability or loss of freedom (and which is not merely a socially deviant

behaviour or an expected response to a stressful life event) as certified by a Medical Practitioner
specialized in the field of Psychiatry after physical examination of the Insured person in respect of
whom a elaim is lodged

Page 10 of 32




- °

POLICY NO: 5001002818P109893720

2.40 PSYCHOSOMATIC DISORDER-means one or more psychological or behavioural problems that
adversely and significantly affect the course and outcome of general medical condition or that
significantly increase a person’s risk of an adverse outcome as certified by a Medical Practitioner
specialized in the field-of Psychiatry after Physical examination of the Insured person in respect of

whom a claim is lodged.

Z.41  QUALIFIED NURSE means a person who holds a valid registration from the Nursing Council of India or

the Nursing Council of any State in india.

2.42 REASONABLE AND CUSTOMARY CHARGES
Reasonable and Customary charges mean the charges for services or supplies, which are the
standard charges for the specific provider and consistent with the prevailing charges in the
geographical area for identical or similarsepyices, taking into account the nature of iliness/injury

involved.
2.43 RENEWAL defines

with a provisi
periods,,

enewed on mutual consent
rpose of all waiting

2.44

{RDAI (Third

2.47
Pa is engaged,
for a fe ealth services as
2.48 i ing drug experimental therapy

2.49 WE]OUR/US/C%‘MPANY means UNITED INDIA INSURANCE COMPANY LIMITED

Page 11 0t 32

AR IR YL w7 iy % D e




3.
3.1

ADDITIONAL COVERAGES:
DOMICILIARY TREATMENT:

Medical expenses incurred in case of the following diseases which need domiciliary treatment as may be
certified by the attending medical practitioner and / or bank's ‘medical officer shall be deemed as

hospitalization expenses and reimh
under the policy:

a. Cance

POLICY NO: 5001002818P109893720

ect to the overall limit of Sum Insured

d. Tuberculosi

Y radiotherapy
and
chemotherap
y in the
treatment of
cancer and
leukemia

Parkinson’s
diseases

bb. Tumor

dd. Malaria

cc. Diphtheria

!
[

ee. Non-Alcoholic ff. Purpura

Cirrhosis of Liver

beirary
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3.3

POLICY NO: 5001002818P109893720

AR IR R TR AT S L

gg. Typhoid = . hh. Accidents of iil. Cerebral Palsy ji. Polio
. Serious g
_ Nature -
kk. Al Strokes Leading l. Haemorrhage mm, All nn, chronic -
to. Paralysis ' " s caused by animal/reptile/in pancreatitis
: accidents sect bite or sting
oo. multiple sclerosis / pp. status qq. osteoporosis rr. muscular
motor neuron asthamaticus, dystrophies
disease sequalea of
meningitis
ss. sleepapnea tt. anyorgan uu. sickle cell vv. varicose
syndrome(not related disease, systemic veins
related to obesity) (chrenic) lupus
j thematous
ww. zz. Chrenic
obstructive

iltne
is actua

or

B} The patient takes treatment at

Alternate treat"?gent - Subject to the condition that the hospitalisation expenses are admissible only

when the treatment has been undergone in:

i.  a Government Hospital or in any Institute recognised by the Government and/or accredited

s.Connective tissue

by Quality Council of India/National Accreditation Board on Health,

ii.  Teaching hospitals of Ayurveda, Unani, Siddha and Homeopathy colleges recognised by Central

Councit of Indian Medicine (CCIM)

ifi.  Ayurveda, Unani, Siddha and Homeopathy Hospitals having registration with a Government
authority under appropriate Act in the State/ UT and complies with the following as minimum

criteria:

_a) has at least fifteen in-patient beds;

o De removed to a hospitai

-availability of room in a hospital.

Pulmonary

*for such an
hgspital but
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POLICY NO: 5001002318P109893720

- - b} has"-minimum-. five qualified and . registered Ayurveda, Unani, Siddha and
Homeopathy ‘doctors; - R
c) has qualified’paramedical staff under its employment round the clock;
d} has dedicated Ayurveda, Unani, Siddha and Homeopathy therapy sections;
- &) maintains daily records of patients and makes these accessible to the
insurance company’s authorized personnel.

Company's Liability for all claims admitted in respect of any/all insured person/s during the period of
tnsurance shall not exceed the Sum Insured stated in the schedule.

applied to specific treatments, such :

3.4 Expenses on Hospitalization for minimum period of a day are admissible. However, this time limit is not

1 Adenoidectomy il
2 Appende o 155U
3 | Ascitic : 22 | MastglEcto
4 Aurgg etic in nature 23 [H ele Surg
5 C ihgiography 24 |k rectomy =
6 lasty 25 um?l/ ventral/
urgeries

7 ry renteral chemotherap
8 ectomy
9 H of cyst/ granuloma/lump/tumor lasty
1 rgery la surgeries
115
12
13 £

char
14 1§ Lit
15 | incisio 1 f gbs Selerather
16 | Varicocel : iz _
17 | Wound suturi Fopsies N
18 | FESS

Operations/Micro surgical operation

nose, middie ear/internal ear, tongue, mouth,
19 face, tonsils & %adenoids, salivary glands &

salivary ducts, breast, skin & subcutaneous

tissues, digestive tract, female/male sexual

organs. E - N

This condition will also not appiy in case of stay in hospital of less than a day provided —

A} The treatment is undertaken under General or Local Anesthesia in a hospital / day care Centre in less
than a day because of technological advancement and
B}  Which would have otherwise required hospitalization of more than a day.
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3.5 MATERNITY EXPENSES B_ENEFIT EXTENSION

we will pay the Méternity Expenses for the delivery of a child and/or Maternity Expenses related to &
Medically Necessary Treatment and lawful medical termination of pregnancy, during the Policy Year.
The maximum benefit allowable under this clause will be up to Rs. 50,000/- for Normal Delivery and
Rs. 75,000/- for Caesarean Section-The hospitalization expenses in respect of the new born child will
be covered within the Mother's Maternity expenses.

Special conditions applicable to Maternity Expenses Benefit Extension:

i. No waiting period for 9 months under maternity benefit.
H. Pre-natal & post-natal charges in respect of maternity benef‘ tare covered under the policy up to
30 days and 60 days tio
i, Missed Aborti

or abortions induced by
ctopic pregnancy

er of living

aby is covered from day one. All expens
ered up to Rs. 20000/- Per child, in additic

3.7 AN

Ambuiance cH to Non availability

of medical servic
3.8 PRE-EXISTING DISEASES / Al

Pre-existing diseasg{; are covered under the scheme from day one.

3.9 CONGENITAL ANOMALIES

Expenses for Treatment of Congenital Internal / External diseases, defects anomalies are covered under
the policy

3.11 PSYCHIATRIC DISEASES

Expenses for treatment of psychiatric and psychosomatlc diseases will be payable with or without
hospitalization upto the Sum Insured.
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3.12  ADVANCED MEDICAL TREATMENT ;
“New advanced medical procedures -approved by the appropriate authority e.g. laser surgery, stem cell
therapy for treatment of a disease is payable on hospitalization /day care surgery.

3.13  Treatment taken for Accidents can be payable even on OPD basis in a Hospital up to Sum Insured

3.14  TAXES AND OTHER CHARGES

All Taxes, Surcharges, Service Charges, Registration charges, Admission Charges, Nursing, and
Administration charges to be payable.

Charges for diapers and sanitary pads are payable if necessary as part of the treatment. Charges for
Hiring a nurse / attendant during hospitalization will be payable only in case of recommendation from
the treating doctor in case ICU Julieanytalnnrsing e Or any other case where the patient is
critical and requiring special o

3.15 Treatment {g

3.16 Trea elated Macular

Resonance (R

R), Enhanced ,.
for all neurologies shall be

Al claims 9ag
exceed the Su

4. EXCLUSIONS:

The company shall not be liable to make any payment under this policy in respect of any expenses
.7: ‘
whatsoever incurred by a:?y Insured Person in connection with or in respect of;

4.1 Injury / disease directly or indirectly caused by or arising from or attributable to War, invasion, Act of
Foreign enemy, War like operations (whether war be declared or not); Nuclear radiation.

4.2
a. Circumcision unfess necessary for treatment of a disease not excluded hereunder or as may
be necessitated due to an accident. '
Vaccination or inoculation.
Change of life or cosmetic or aesthetic treatment of any description is not covered.
d. Plastic surgery other than as may be necessitated due to an accident or as part of any ilness.

o
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- 4.3 .. Cost of spectacles -and: contact !enses hearing aids, other_than Intra-Ocular Lenses and Cochlear
Implant.

4.4 Dental treatment or surgery of any kind which are done in a dental clinic and those that are cosmetic in
nature.

4.5 Convalescence, rest cure, Obesity treatment and its complications including morbid obesity, Venereal
disease, intentional self-injury and use of intoxication drugs / alcohol.

4.6 All expenses arising out of any condition directly or indirectly caused to or associated with Human T-Cell
Lymphotropic Virus Type [l {HTLB - III) or lymphadenopathy Associated Virus {LAV) or the Mutants
Derivative or Variation Deficiency Syndrome or any syndrome or condition of a similar kind commonly
referred to as AIDS.

4.7 Charg-es incurred ajsdl or Laboratory examinations
or other diagng ] eatment of positive
existence o : i , Si 3F inj whick e of d at a Hospital

4.8 ' i i i ' injury ified by
4.18 n-medical expenses including conver ; ' for

one, television, /barber or beauty s ics, per,
pers, sanitary pads, toiletry items and are

4.11

and conditions of makmg payment of premium in fuli and on time insofar as they relate to
anything to be do'r‘re or complied with by You or any Insured Person, are fulfilled including

complying with the following in relation to claims,:

1. On the occurrence or discovery of any Iliness or Injury that may give rise to a Claim under
this Policy, the Claims Procedure set out below shall be followed.

2. The treatment should be taken as per the directions, advice and guidance of the treating
Medical Practitioner. Any failure to follow such directions, Medical advice or guidance will
prejudice the claim.

3. The Insured Person must submit to medicat examination by Our Medical Practitioner in
case requested hy Us and at Our cost, as often as We consider reasonable and necessary
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and- We/Our:“representatives must be. permitted te inspect the medical and
Hospitalisation records pertaining to the Insured Person’s treatment and to investigate
the circumstances pertaining to the claim. _

4. We and Our representatives must be given all reasonable co-operation in investigatihg
the claim in order to assess Our liability and quantum in respect of the claim.

G:B.Notification of claim
Upon the happening of any event which may give rise to a claim under this Policy, the insured

person/insured person’s representative shall notify the TPA in writing by letter, e-mail, fax
providing all relevant information relating to claim including plan of treatment, policy number
etc. within the prescribed time limit

Notification of e informed:

facility

At lea (sevet rior to the
insu person’s “ddmiiiols #hnetwork
pre¥ider/PPN hospital®

A

in th

hin 24 {twenty four) h
3h s admission to netwo

r to the

He % o 6 Hospital

-

in the event of eme _ ; ,,o"m')'hours of the insured

fission to hospital

D.C. Procedure for Cashless claims
Cashless facility for treatment shall be available to insured in network hospitals only.
Treatment may be taken in a network provider/PPN hospital and is subject to pre
authorization by the TPA. Booklet containing list of network provider/PPN hospitals
shall be provided by the TPA. Updated list of network provider/PPN is avaitable on
website of the company (https://uiic.co.in/en/tpa-ppn-network-hospitals) and the
TPA mentioned in the schedule.
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3. Callthe TPA's toll free phone number provided on the health ID card for intimation of
- claim.and related assistance. Inform the ID number for easy reference.

4. On admission in the network provider/PPN hospital, produce the ID card issued by the
TPA-at the Hospital-Helpdesk. Cashless request form available with the network
provider/PPN and TPA shall be completed and sent to the TPA for authorization Each
request for pre-authorisation must be through duly completed standard pre-
authorisation format including the following details:

i. . The health card which We or the associated TPA has issued to the Insured
“ Person supported with the Insured Person’s KYC documents.
ii.  The Policy number;
iii. Name of the Policyholder/Employer;

iv. Name and add Person/Employee/member in respect of

ry 'required ;

take place
sduthorization
dates, Hospitai
ed. For Hospitalization
A, the associated TPA will
rectly to the Network Provider.

and focat
where Cashle§‘§ =]
make the payment o
In the event that the cost of Hosputal:zatlon exceeds the authorzzed |Imlt as mentioned in
the authofzétion letter:

a. The Network Provider shall request Us for an enhancement of authorization limit
as described under Section 5.C.4 including details of the specific circumstances
which have led to the need for increase in the pr‘eviouslly authorized limit. We will
verify the eligibility and evaluate the request for enhancement on the availability
of further limits.

b. We shall accept or decline such'request for enhancement of pre-authorized limit
for enhancement. A

In the event of any change in the.diagnosis, ptan of Treatment, cost of Treatment
during Hospitalization to the Insured Person, the Network Provider shall obtain a
Page 19 of 32
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fresh authdﬁlzatiéﬁ-"féfféﬁ---from Us in accordance with the pr'ocess described under
5.4 (a) above. ... '

10. At the time of discharge;the insured person shall verify and sign the discharge papers and
pay for non-medical and inadmissible expenses.
11. At the time of discharge: _

a. The Network Provider may forward a final request for authorization for any
residual amount to the TPA along with the discharge summary and the detailed
bill break up in accordance with the process described at 5.C.4 above.

b.  Upon-receipt of the final authorization letter from the TPA, the Insured Person may
be discharged by the Network Provider.

Note: (Applicableito 5 C):-Cashles
exclusively to Medi
Provider/ PPN hg

italization expenses shall be limited

ertaken in a Network
5. the case may be

red Person

Payments a

), directly wit

an

proéessg ms within the

prescribed tim

For all claims for which Cashless Facilities have not been pre-authorised or for which
treatment‘has not been taken at a Network Provider, We shall be given written notice of
the claim along with the following details within the timelines as mentioned for
reimbursement claims in B above:

(1) The Policy number;
(2} Name of the Policyholder/Employer;
(3} Name and address of the Insured Person/Employee/member in respect of
whom the request is being made; '
{4) Health Card, photo ID, KYC documents;
{5} Nature of tliness or Injury and the treatment/Surgery taken;
Page 20 of 32
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(6). Name and address of the attending Medical Practitioner;
" (7) - Hospital where treatment/Surgery was taken;
(8). Date of admissicn and date of discharge; .
(9) Any other information that may be relevant to the Illness/ Injury/
Hospitalization;
(10} Duly completed claim form.

&E. Documents
1. The claim is to be supported with the following original documents and submitted within

the prescribed time limit.
i Duly completed claim form;
ii.  PhotoID and A :
Heaith

discharge card
| final Hospital }i

Person, trea

Note E

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 under condition 5.6.4 and claim settlement advice duly certified by
the other insurer subject to satisfaction of the company.

2. Time limit for submission of documents
Type of claim Time limit for submission of documents

to company/TPA
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Where Cashless Facility has been authorised | Immediately after discharge.

Reimbursement of hospitalisation and pre Within 15 {fifteen) days of date of

hospitalisation expenses (limited to 30 discharge from hospital

days)

Reimbursement of post hospitalisation Within 15 (fifteen) days from completion
expenses (limited to 90 days) of post hospitalisation treatment

Note: Waiver of this Condition may be considered in extreme cases of hardship where it
is proved to the satisfactiompses: ler the circumstances in which the

on to give such notice or

armation and

whether thé p
has settled all the dtic
is received from the Netw.orkProvnder, the case will be processed.

- €. The Pre-Hospitalization Medical Expenses Cover claim and Post- Hospitalization

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

H.G. Claim Assessment _
We will pay the fixed or indemnity amount as specified in the applicable Base or
Optional cover in accordance with the terms of this Policy.

We will assess alt admissible claims under the Policy in the following progressive order:
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i.  If any Sub-Limit on Medical Expenses are applicable as specified in the Policy
Schedule/ Certificate of Insurance, our liability to make payment shall be limited
to the extent of the applicable Sub Limit for that Medical Expense.

ii. Opted Deductible {Perclaim/ Aggregate/ Corporate), if any, shall be applicable
on the amount payable by Us after applying (1), and (ii) above.

ili. Co-Payments if any, shall be applicable on the amount payable by Us after

applying (1}, and (ii).

The claim amount assessed under Section 5.1 (i), {ii} and (iii}) will be deducted from the
following amounts in the following progressive order after applying Sub Limit

a. Sum Insured
b. Corporate By

#H. Claim Set}
1

the rfinal docu s), the- co'mp of 30 (thirty)

date of
tis 2%

iiich the claim is paid.'
owever, where the circumstance
of the company, it shall initiate
case not later than 30 days fr

investigation at the

son;-within 7 (seven) days
fromt :

6. A clairh, whichis cdnditions, can be rejected.

1._Rejection/ Repudiation of Claim

a. If the company, for any reasons, decides to reject/ repudiate -a claim under the policy, we
shall communicate to the insured person in writing explicitly mentioning the grounds for
rejection/repudiation and within a period of 30 (thirty) days from the receipt of the final
document(s) or investigation report (if any), as the case may be. Where a rejection is
communicated by Us, the insured Person may, if so desired, within 15 days from the date
of receipt of the claims decision represent to Us for reconsideration of the decision.

b. In case of rejection of claims, it would go through a Committee set up of the Bank, Third
Party Administrator and United India Insurance Co Ltd. unless rejected by the committee

in real time the claim should not be rejected.
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. Claim Payment Terms

i.  Weishall have no liability to make payment of a claim under the Policy in respect of an
Insured Person once the Sum Insured for that Insured Person is exhausted.

—All claims will be payable in India and in Indian rupees.

HEli._We are not obliged to make payment for any claim or that part of any claim that could
have been avoided or reduced if the Insured Person could have reasonably minimized
ht about or contributed to by the Insured Person by

jdance provided by a Medical -

the costs incurred, or that is brou

Practiti
mount payable /-

de, then such relap
r “Any one illness” u

claim has bee

e to the Network

discharge would be complete

¥ liability

1 A
is managed at

at that office and

LK. Claims wilg
present. The™ il
supporting the bark

TERMS AND CONDITIONS

CONTRACT: the” ﬁ'oposaf form, declaration, and the policy issued shall constitute the complete
contract of insurance.

The premium payable under this Policy shall be paid in advance. No receipt for Premium shatl be valid
except on the official form of the company signed by a duly authorized official of the commpany. The
due payment of premium and the observance and fulfillment of the terms, provisions,
conditions and endorsements of this Policy by the Insured Person in so far as they relate to
anything to be done or complied with by the Insured Person shall be a condition precedent to
any liability of the Company to make any payment under this Policy. No waiver of any terms,
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- behalf to obtain any

POLICY NO: 5001002818P109893720

provisions, conditions and endorsements of this policy shall be valid unless made in writing
and signed by an authorised official of the Company.

COMMUNICATION & NOTICE: Every notice or notice or instruction under this Policy shall be in
writing and will be sent to:

a. The Policyholder/insured Person, at the address as specified in the Policy
Scheduie/Certificate of Insurance _ _
b. To Us, at the address specified in the Policy Schedule/ Certificate of insurance.

fraudulent Claims
If any claim .is found to be fraudulent, or if any false deciaration is made, or if any

fraudulent devices are used by Yo Person gr anyone acting on their

hall be void in respect of
d for all insured

e of

any rial

6.6

6.7

6.8

6.9

ble

4 to India and ail admit

ywever
of this
tion to do

ENHANCE
Change in sum insure
employee or vice versa.

d in case of promotion of the

CANCELLATION:GLAUSE:

The Company may at any time cancel this Policy on grounds of misrepresentation, fraud, non-
disclosure of material fact or non-cooperation by the insured giving fifteen days’ notice in writing by
Registered A/D to the insured at his last known address in which case the company shall return to the
insured a proportion of the last premium corresponding to the unexpired period of insurance if no
claim has been paid under the policy.

The tnsured may at any time cancel this Policy and in such event the Company shall allow refund of
premium-at Company’s short period rate table given below provided no claim has occurred upto the
date of cancellation.
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Cancellation Grid
Period* for whichr risk is retained Refund
Upto 1 Month : 75%
>1 Month- less than 3 Month . 50%
>3 Months — less than 6 months 25%
Beyond 6 Months Nil

610 LOW CLAIM RATIO |

at renewal only

Not exceedi

6.11  HIGH CLAIMS RAFIC LOADING (MALUS)

The total premium payable at renewal of the Group Policy will be'loaded at the following scale
depending upon the incurred claims ratio for the entire group insured under the Group Mediclaim
tnsurance Policy for the preceding year {immediately preceding the date of renewal).
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Such meTvg
shall be gove

ARBITRATION:

Incurred claims ratio under | Loading
this group policy

Between Tb% and 100% 25%
Between 101%and 125 % 55%
Between izs % and 150 % 90 %
Between 151 % and 175 % 120%
Between 176 and 200 150%
Over 200%

if any dispute & difference shall arise as to the quantum to be paid under the policy {liability being
otherwise admitted) such difference shall independently of all other guestions be referred to the
decision of a sole arbitrator to be appointed in writing by the parties or if they cannot agree upon a
single arbitrator within 30 days of any party invoking arbitration, the same shall be referred to a panel
of three arbitrators, comprising of two arbitrators, one to be appointed by each of the parties to the
dispute/difference and the third arbitrator to be appointed by such two arbitrators and arbitration
shall be conducted under and in accordance with the provisions of the Arbitration and Conciliatian

Act, 1596.
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© . “Itis clearly agreed :and understood that no difference or dispute shall be referable to arbitration as
herein before provided, if the Company has disputed or not accepted liability under or in respect of
this Policy.

It is hereby expressly stipulate& and declared that it shall be a condition precedent to any right of
action or suit upon this policy that award by such arbitrator/arbitrators of the amount of the loss or
damage shall be first obtained. '

6.13 Limitation of Liability

- If a claim is rejected or partially settled and is not the subject of any pending suit or other
proceeding or arbitration, as the case may be, within twelve months from the date of such
rejection or settlement, the claim shall be deemed to have been abandoned and Our liability
shall be extinguished and sha ' er.

6.14  IRDA REGULA]

ulations 2016

6.15

g to the insurance, the may
the
the

to

are Department at Reg
the insured person m

L . S

list of Office of Insurqnce_ Ombudsman are availab_l_e on IRDA webs_{te www.irt_'ia.gov.in and on the
website of General Insurance Council www.gicou_nl.in 3 :

6.16  REViSION/ MODIHGATION:

There is a possibility of révisig overages and/or premiums of this
roval from IRDAI In such an event of
revision/modiﬁcagion of the product, intimation shal! be set out to all the existing insured members at
least 3 months pr;%r to the date of such revision/modification comes into the effect The Company may
also withdraw the insurance as offered hereunder after following the due process as laid down by the
IRDA and after obtaining prior approval of the Authority and we shall offer to cover you under such
revised/new terms, conditions, exceptions and premium for which we shall have obtained from the
Authaority,

product at any time in future,

.17  WITHDRAWAL OF POLICY:
There is possibility of withdrawal of this product at any time in future with appropriate approval from
IRDALI, as We reserve Our right to do so with an intimation of 3 months to all the existing insured
members. In such an event of withdrawal of this product, at the time of the insured seeking renewat of
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- this Policy, he/she.can:chaose, from among the-Company’s available similar and closely similar Health
- insurance products. Upon the Insured so choosing the Company’s new product, he/she will be charged
the Premium as per the premium chart for such chosen new product, as approved by IRDAL

Provided however, if the Insured does not respond to the Company’s intimation regarding the
withdrawal of the product under which this Policy is issued, then this Policy shall be withdrawn and shali
not be available to the Insured for renewal on the renewal date and accordingly upon his/ her seeking
renewal of this Policy, he/she shall have to take a Policy under available new products of the Company
subject to the insured paying the Premium as per the premium chart for such available new product
chosen by the Insured and also subject to Portability condition.

8
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PART -1ll

CRITICAL ILLNESS BENEFIT COVER:,

~ For the:purpose of this Section, “Critical lliness” means any Iliness, medical event or Surgical Procedure as
specifically defined whose signs.or symptoms first commence since the commencement of the Policy Year.
The Benefits under-this cover (as set out below) will be over and above the Base Sum Insured.

- The cover is applicable provided that the Critical iliness, which the insured Person is suffering from, occurs
or first manifests itself during the Policy Year as a first incidence.

- Critical Iness is to be provided to the employee subject to a sum insured of Rs. 1,00,000/- . The Cover
starts on inception of the policy. In case an: empioyee contracts a Critical Hiness as listed below, the total
sum insured of Rs.1,00,000/- is paid, as. provided on first detection/diagnosis of
the Critical lllness.

A. List of Critic

invasion

gre excluded -
which are histologically described
palignant, low malignant potential, ne
ut not limited to: Carcinoma in situ g

. STROKE RESULTING IN PERMANENT SYMPTOMS
VY .
Any cerebrovascular incident producing permanent neurological sequelae. This includes infarction of brain
tissue, thrombosis in an intracranial vessel, hemorrhage and embolisation from an extra cranial source.
Diagnosis has to be confirmed by a specialist medical practitioner and evidenced by typical clinical
symptoms as well as typical findings in CT Scan or MRI of the brain. Evidence of permanent neurological

ceficit lasting for at least 3 months has to be produced.
The following are excluded:

i. Transient ischemic attacks (TIA)
ii. Traumatic injury of the brain
jii. Vascular disease affecting only the eye or optic nerve or vestibular functions.
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1. PERMANENT PARALYSIS.OF LIMBS

Total and irreversible loss of use of two or more limbs as a result of injury or disease of the brain or
. spinal cord. A specialist medical practitioner must be of the opinion that the paralysis will be permanent
with no hope of recovery and must be present for more than 3 months.

IV. OPEN CHEST CABG

The actual undergoing of heart surgery to correct blockage or narrowing in one or more coronary artery(s},
by coronary artery bypass grafting done via a sternotomy (cutting through the breast bone} or minimally
invasive keyhole coronary artery bypass procedures The diagnosis must be supported by a coronary
angiography and the reallzatlon of

lon of the
ardial

with the diagnosis of a hal

infarction {For e.g. typical chest
New characteristic electrocard

Vi. OPEN HEA

The actual undergd “thore heart valves, as a

ralve(s). The dlagnosw of the
_ o 2e f nd the realization of surgery has to be
confirmed by a specialist medical practltloner Catheter based techniques Il"lClUdlﬂE but not limited to,
balloon valvotomy/)’%a}vuloplasty are excluded

consequence of defects |
valve abnormality must be suppo

Vil. MAJOR ORGAN /BONE MARROW TRANSPLANT

i.The actual undergoing of a transplant of:
a.  One of the following human organs: heart, jung, liver, kidney, pancreas, that
resulted from irreversible end-stage failure of the relevant organ, or
b.  Human bone marrow using hematopoietic stem cells. The undergoing of a
transplant has to be confirmed by a specialist medicat practitioner.
ii. The followmg are excluded:
a.  Other stem-cell transplants.
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o e s e *Where only islets of Langerhans are transplanted.

Vitl. KiDNEY FAILURE RE_QUIRING REGULAR DIALYSIS

End stage renal disease presenting as chronic irreversible failure of both kidneys to function, as a result of
which either regular renal dialysis (hemodialysis or peritoneal dialysis} is instituted or renal transplantation
is carried out. Diagnosis has to be confirmed by a specialist medical practitioner.

IX._ END STAGE LIVER FAILURE

i. Permanent and irreversible failure of liver function that has resulted in all three of the following:
i. Permanent jaundice; and
ii. Ascites; and
iii. Hepatic encephalopathy.
i1, Liver failure secondary to drugs

B. Cover )
If an Insured B nature specified
above d in the Policy

dpon Our admission of the first claim
Policy Year, the cover under this
Insured Person.

enses for
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Annexure-H

AR INSURANCE REGULATORY AND
- DEVELOPMENT AUTHORITY OF INDIA

H . L ese
A o td

Ref: IRDA/SDDIMISCICIRIZAL 1112017 8% November, 2017
CIRCULAR

To Life and General Insurers (Including Standalone Health Insurers)

Sub: The Prevention of Money-laundering (Maintenance of Records) Second
Amendment Rules, 2017

Central Government vide gazette notification dated 1% June 2017 notified the Prevention
of Money-laundering (Maintenance of Records) Second Amendment Rules, 2017 making
Aaadhar ahd PAN/Form 60 mandatory for availing financial services including Insurance
and also for linking the existing policies with lhe same. :

The Authority clarifies that, linkage of Aadhaar number to Insurance Policies is mandatory
under the Prevention of Money-laundering (Maintenance of Records) Second

Arirendment Rules, 2017,

These Rules have statutory force and, as such, Life and General Insurers (Including
Standalone Health Insurers) have to implement them without awaiting further instructions.

5 @Batt

Member (Life)
aitep g, AU AR, FEIEE, PITHR-500 004 WA Parsharam Bhavan. 3« Floor, Basheer Bagh. Hyderabad-500 004 india.
L0 91-020-2338 1100, dait: §1-0G40-56662 3334 i Ph. §1-080-2138 1100, Fax 91-040-6682 3334

.06 irda@irda.govin - wwwrda.govin E-mar  irda €rda gov s Web www.irda. oo
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i~ Annexure-iil

CHECK LIST FOR CLAIM SUBMISSION

In-patient Treatment /Day Care Procedures

Duly lilled and signed Claim Form with mobile no.& e-mail id.

- Photocopy of 1D card / Photocopy of current year policy.

Address proof along with pholo 1D for any claim more than 1 Lac.”

Original Delsiled Discharge Summary ! Day care summary from the
hospilat.

Original consolidated hospital bill with breakup of each ltem, duly signed by the
insured,

Criginal paymenl| Rece:pl ol the hospilal bsl!

Firsl Consullalion leller-and subsequenl Prescriplions.

Original bills, original payment receipls and Reports for ihves!igalion.
Original medicine bills and receipts with corresponding Prescriptions.

Original invoice/bills fof Implanlts (viz. Slent /PHS Mesh / 10L elc. ¥ with
original paymeni recenp!s

Road Traffic Accident
In addilion to the In-palient Treatment documents:

In Medico legal cases

I’J‘ Copy of the Firsl !nformahon Report from Police Depariment / Copy of the

Medico-Legal Cerlificate.
Copy of Posl Mortern Repont & Death Cerlificale

In Non Medico legal cases

Treahng Doclor's Cerl;ﬁca!e giving delails of injuries (How when and where
injury-sustained)

Copy ol Posl Mortemn Reporl & Dealh Cenlificate

In addition lo-the In-palient Treatment documents:
Original Dealh Surnmary from Ihe hospital.
Copy of the Death certificate from treating doclor or the hospilal aulhorily.

Copy. of the Legal heir cerificate, il the claim is for the death of ihe pnnc»ple
msured
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Y. Pre and Post-hespitalization expenses

Duly filled and signed Claim Form with mobile no. & e-mail id.

Photocopy of 1D card / Photocopy of current year policy.

Original Medicine bills, original payment receipt with prescriptions.

Original Investigations bills, original payment receipt with prescripicns and
reporl.

Criginal Consultation bills, original payment receipt with prescription. Copy
of the Discharge Summary of the main claim.

oooog

(]

5. Organ Denation/Transplantation

O In addilion to the doecuments of general hospitalization
5 Organ Function test / blood test proving organ failure.

O Treatment Cerlificate issued by the Transplant Surgeon of the hospltal
concerned.

o - Ambulance Benefit

Duly filled ard signed Claim Form with mobile no. & e-mail id.

Photocopy of IDr card / Photocopy of currenl year policy Ong!nal Bill with
Griginal Payment Receipt

O Treating Doctor's consultation prescription  indicating  Emergency
o

0o

Hospitalization.
Paid receipt

h - Maternity Expenses

O In addition to the In-pafient Treatment documents:

U Obstetric history (USG Report, Gravida, Para, Living children,
Abortions} from treating doctor.

Q- Critical lllness Benefit

0 Duly filled and signed Claim Form with mobile no. & e-mail id.

01 Pholocopy of ID card / Photocopy of current year policy.

0 Investigation reporls/cther related documents reflecting the crmcal ifiness
diagnosis

I Amedical cerlificate confirming the diagnosis of critical illness from a doctor
nol less gualified than MD/MS.

B T L O P R e LT PR NS

ELIPVYPREEN

RTINS G e T

Y T b s io A

R e

rabaea 1o




q- Expenses for Intra-Ocular Lenses and Cochlear Implant.

Duly filled and signed Claim Form with mobile no. & e-mail id.

Photocopy of 1D card / Photocopy of current year policy.

Prescription of the Treating Doclor.

Original Invoice/bills, original payment receipt of the device, appliances, lens
etc.

o

1o NEFT Details

O Mobile Number & Email 1D
O Cancelled Cheque with the name printed of the employee.
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Annexure-lV

(A subsidiary of General Insurance Corporation of India)

% UNITED INDIA INSURANCE CO. LTD.,
Regd. & Head Office: United India House, 24, Whiles Road, Chennai 600 014.

'DOMICILIARY TREATMENT CLAIM FORM

lssuance of this form does riot amount to admission of any liability under the claim on the part of the
Insurers.

Please give the following information correctly and- completely to enable the Company to process your
claim promptly.

1 | Name of the Insured (in whose name policy
is issued)

2 Details of the Insured person (in respect of
whom claim is made) -

{a} | Name & relationship to the Insured

(b} | Present completed age

© 3 Occupation
{d) | Residential address

Policy no. 5601002813 P109393 720

| 4 [ Nature of disease/illness contracted or
injury sufferec

5 | Date of injury sustained or Diseasesfillness | : | Date Month Year
first detected

6 | (ay [ Name & address of the attending
Medical Practitioner

E
B
g
i
3

{b) | Registration no.
© | Qualification & Tel. no.

71 (a) | Name & addresss of the
Hospital/Nursing Home

(b} ' Registration no.
€ | Date of Admissicn : [ Date Month Year
(d)} | Date of Discharge 1| Date Month Year

£
salli the dam is for Domiciliary
Hospilalizations, please indicale

{a) | Date of commencement of treatment : [ Date Month Year

i (b} | Date of completion of treatment : | Date ‘ Month Year

@ | Name & Address of attending Medicat
Practitioner




(d) | Telephone no.

(e) | Registration no.

| have incurred on the treatment of Diseasefitness/accident referred of above, the expenses as per the
given by me in the Schedule of Expenses given overleal.

I hereby warrant the truth of foregoing particulars in every respect and | agree that if } have made or shall
make any false or untrue statements, suppression or concealment, my right to-claim reimbursement of the
said expenses shall be absolutely forfeited. | further declare that, in respect of the above treatment, no
benefits are admissible under any other Medical Scheme or Insurance.

Dated at this day of 20

Signature of the Claimant
SCHEDULE OF EXPENSES INCURRED AND BEING CLAIMED BY THE CLAIMANT

Sr. Receipt
No. No. Date

Nature of Expenditure Amt, claimed { " ) | Amt payable{ ")

» Discharge Card incorporating detailed Discharge Summary and Case History is mandatory
to be submitted separately with the Claim Form.

Signature of the Insured Person

W.E.F. 16/08/2011, all Health claims will be paid through ELECTRONIC TRANSFER (NEFT/RTGS),
hence it is mandatory to give followmg details to TPA :

1 | Name of the Account holder

| 2 | Bank name

3 { Full Bank Account no. (w:thout/ -
or any special characlers} :

4 | IFSC code
5 [ Accountiype (savings/current)
6 | Bank address

7 | Mobile number

g { EmaifiD

Attach copy of cancelled cheque leaf to ensure accuracy of details provided.
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. _Annexure-V: -
[

CLAIM FORM - PART A’ fo 'CLAIM FORM FOR HEALTH INSURANCE POLICIES OTHER THAN TRAVEL AND PERSONAL ACCIDENT - PART A

TO BE FILLED BY THE INSURED i
The Issua of this Form Is not to ba taken as an admission of lfablity {¥a be Filled in block letters)

L ]
DETAILS OF PRIMARY INSURED: -

arrotey ho: [S {01 [S][1 ] [l [0l 2B EIZTPI I [GI@ BRI FAHFIZIE] s vorceneatene. [T IJIIIICITN T

acemperyreainne: [ 1L IO O0O00000010]

avere: R EIEO OO OOENRE DO EFMECOFDEEOEORARME OO

«wiess: [ A OIIOIO OO0 00O 00000 00000000800 0000o0r]
COOEOO00000C0O0 0000000000000 0000000000 0
o O00LOO0000O00O000000 -0 CO0000000000000000
F""MEIDDDI:IL_J rane o[ [ ]I Jemen o] ]

) Cumenty covered by any olher Mediclaim  Healln Insurance; [ Yes [ No  b)Bale af commencement offrst nsurance witwout treck {5 [0 ][]

fyes, eompany name: [ 11T reee OO 00000008000 000O00
Sum insured {Rs.} I:I D D D D D Dd} Have you been hospitakized in the fast four years since inception of the contract? | Fres [ o Date: E

Diagnosis: I ]' ) Previously covered by any other Medickaim /Haalth insurance : ; l:l‘é’es DNo

amyescompanyreme: [ )OI IO 00000

DETAILS OF INSURED PERSON HOSPITALIZED: :

s [ AsHORIER I EHIODO OO OBEIFEDEEEECOMOAREREOEEFEEDODOCD
by Gender Mata [ ] Female [_] cHAge years Monns [s]{m] aypeworsin [B}[o]  [rjlw]

¢} Relalionshipto Primary nsured; ~ Self [_{ - Soouse[ | chid [ ] Father (] Momer [ oter [] tPrease spesityy | 1
1} Occupation senice [ | sefEmployed [ ] HomeMaxe | Swoent [ | Retred [ ] Other [ (Please spectty | 1

srasesrementiomabove: [ 1L H L JETIIDOOOO OO0 OO 00O000000000000000
CUDOO0000 000000000 C 000000000 D 0O000 000000
e[ 100 0000D0O00C00O0000000 SM‘BDDDDDDDDDDDDDDDSDDD
ke 0 0 L O O 0 o

0 NQILD3s I S NOILD3S I v NoLSZS I

DETAILS OF HOSPITALIZATION: :

anamesthospialwneresamies: [ {f A7 111\ W OO0 0O000O0O0COOO000CO00O0O00O0000
b) Room Category oceupied: Daycare [ Single occupaney  [1 Twin sharing  [] 3 or more beds per room [}

o) Hospitalization due to: muy L1 Wness [J Matemity [} d) Date ofinjury / Date Disease fret detected /Date of Delivery: =15l

o aeotaamsson: [][o]  [wile] otme [A1[w]  [mi[n) 9 DetecfDscnarge[2][0]  [}[} mrime: (95 - ][]

15 Hinjury give cause: Self inflicted D Read Traffic Accident D Substance Abuse / Alcohot Consumplion D ¥ I Medico legat D Yes D No

i) Reported to Police [} [ jii. MLC Report & Police FIR altached ] ves[ FMo 1) Systam of Medicine: | ]
DETAILS OF CLAIM:

a) Details of the Treatment expenses claimed Clain Decuments Subrmitted - Check Llst:

|. Pre -hospitalization expenses Rs. DDDDDBD ii. Hospitalization expenses Rs. DDDDD DD D Claim form duly signed
iii. Post-hospitalization expensas Rs. D D DDDDD jv. Heafth-Check up cost Rs. D DDDDDD 1 Cupyvof Ihevdalm intimation, if any
v. Ambulance Charges: Rs. DDDDDDD vi. Others [oode]:DDD Rs. DDDDDDD D Haospital Maln Bil

[T Haspital Break-up &ill

Tatal Ra. DBDDBBD [ Hospital Bl Payment Receipt

+il. Pre -hospliafization period: as [ JE 1] i, Post-hospializaton period: days | JI_J{_J D3 Hoseia Dischirge Sammary
1

b} Claim for Domiciliary Hospitalization: O ves{O mo (¥ yes, pravide details in 2nnexure) . 3 Pramacy Bil

c} Petails of Lump sum { cash benefit claimed: ’ ’ D Operation Theater Notas

i, Hosplal Dty sash: DR JOF I I 5 Suricel Cash: e OO0 Dees
st wOOOOO00  sewee e QOOOO00 D e
v, PreJPost hospltafization Lump sum benefit; Rs. D DD DD DD i, Qthers; DDD Rs. EDD I:I I:' l:l I:I D TMRI/USG JHPE)

Doctor's Prascriptions

Totat Rs. DDDDDDD [ cthers

DETAILS OF BILLS ENCLOSED: .

Sl Nej  Bill No. . - Date Issued by Towards Amount (Rs)

Blol slrLY [ Y Hospital main Bl

2z slol ey Y Pre-hospilalization Bills: Nos
3. |l of spwm|lyYy iy Post-haspitalization Bills: Nas.
4 I EITIERE Pharmacy Bills

5. ool sbauly (>

5. ool dEmafy Y

7 HIEIRTIEEER

B clofuwEm|[v [y

o o lo| wiwly |y

12, [o ol wlbe[v Y

DETAILS OF PRIMARY INSURED'S BANK ACCOUNT::

aea: IO ICICHOIEDE 3 10 srecoember: [ JF 3T 10 IV 3OO 31
ey BankName and Branen: [ ] JE JEJE O] DDDDDDDQ 0 S o B 8
a3 Cheque / DI Payabie detes: | | arscee OO O IDOODOOE ) 5 i

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

| hereby declare that the information fumished in the dlaim form is true & comract to the best of my knowledge and belief. If | have made-any false or unbue statement, suppressicn
or concealent of any matarial fact with respect 1o questicns asked in felation 2o this claim, my right to claim reimbrusesent shalt be forfeited, 1 also consent & authorize TPA/

Insurance Gompany, to seek hecessary medical information / documents from any hos

pital / Medical Practitioner who has attended on the person against whom this dlaim s made.

| hereby declare that | have included all the bills / receipts for the purpose of this claim & that 1 wilt not be making any supplementary claim except the prefpost-hospitalization

claim, if any.” .

Placezl

pare [2}f0]  [][u]

I Signature of the Insured

I H HOILD3S

GUIDANCE FOR FILLING GLAIM FORM - PART A (To b 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} Sl Nof Certificata No,

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

As allotted by the oraganization

¢} Company TPA 1D No.

Enter the TPA KD No.

Licence number as allotted by IRDA and printed

in TPA documents.

d}  Name

Enter the full name of the policyholder

Surmame, First name, Middle name

a) Address

Enter the full pestal address

Include Street, Gity and Pin code

SEGTION B -DETAILS OF INSURANCE HISTORY

a) Cumenlly covered by any other Mediclaim / Health
Insurance?

Indicate whether cumrently covered by another Mediclaim f
Health Insurance

Tick Yes or No

b} Date of commencement of first Insurance without break

Enter the date of commencement of first Insurance

Use dd-mm-yy-forrmat

¢) Company Name

Enter the full name of the Insurance Company

Name of the organization in full

Ingeption of the contract?

Policy No, Enter the policy number As allotted by the Insurance Company
Sum insured Enter tha iotal sum insured as per the policy In rupees
d)  Have you been Hospilalized in the last four years since Indicate whather hospitalized in the last four years Tick Yes or No

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

e} Previously covered by any other Mediclaim / Health ~ Indicale whather previousky covered by another mediclaine / Tick Yes or No
Insurance® Health 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

ay Name Enter the full name of the patient Sumame, First name, Middle name
by Gender Indicate Gender of the patient Tick Mate or Female
c} Age Enter age of the patient Number of years and months

d} Date of Birth

Enter Date of Birth of pafient

Use dd-mm-yy format

e} Relationship to prinrary Insured

Indicate relationship of patient with policyholder

Tick the right option, if olhers, please spegify

fy  Occupation

indicate occupatien of patient

Tick the right option. I cthers, please specify.

g) Address Enter the full pestal address Include Street, City and Pin code
h) Phone No Enter the phone number of patient Include STD code with telephone number
1} E-mallD Enter e-mail-address of patient Complete e-mail address

SECTION D - DETAILS OF HOSPITALIZATION

a}  Name of Hospital where admited

Enter the name of hospital

MName of hespital in full

b} Room category accupied

indicate the room categery occupied

Tick the right option

c} Haospitalization due to

indicate reason of hospitalization

Tick the right option

d} Date of injury/Date Disease first detecled / Date of

Enter the relevant date

Use dd-mm-yy format

Delivery
el  Date of admission Enter date of admission Use dd-rmm-yy farmat -
i Time Enter time of admission Use hh-mm- format
a) Date of discharge Enter date of discharge Use dd-mm-yy format
h}  Time Enter lime of discharge Use hh-mm- format
1) If injury give cause indicate cause of injury Tick the right option .
1 Medico legal indicate whather injury is medico legal Tick Yes or No N N
Reported to Police indicale whether police report was filed Tick Yes or No
MLGC Report & Police FIR attached indicate whether MLC report and Police FIR attached Tick Yes or No
j}  System of Medicene Enter the system of medicine followed in trealing the patient Open Text

SECTION E - DETAILS OF CLAIM

a}  Details of Trealment Expences.

Enter the amount tlaimed as treatment expences

In rupees {Do not enter paise values)

b) Claim for Domicifiary Hospitalization

indicate whether claim is for domiciliary. hospitalization

Tick Yes or No

<) Details of Lurnp sum/ Cas%beniﬁ% claimad

Enter the amount claimed as lump sum { cash benefit

In ripees (Do not enter paise values)

d)  Claim documents Submitied-Check List

indicate which supporting documents are submitied

SECYION F - DETAILS OF BILLS ENCLOSED

Tick the right option

Indicate which bills are enclosed with the amount i rupees

SECTION G - DETAILS OF PRIMARY INSURED"s BANK ACCOUNT

ay PAN

Enler the permanent acceunt number

As allodted by the Income Tax Depariment

b)  Account Number

Enter the Bank acgount number

| As aflotted by the Bank

c} Bank Name and Branch

Enler the Bank name along with the branch

Name of the Bank in fulf

. c} Chequel DD payable details

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

Name of the individual / organization in full

<) 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 textpand sign.

P AT T
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CLAIM FORM - PART B

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

Please include the original preauthorization request form Jn lleu 5f PART A
DETAILS OF HOSPITAL

a Naree ofth hospiat DDDDDDDDDDDDDDDBDDDDE]DDEEGDDDDDDEFEDDDDDI
a) Hospitad ID: COOoOO08anm o Typeof Hospitak  Newark: [ ] Non Network: [ ] iitnon network fillsection E}

o Name of e weaing docor: [ Mo I fa J{a ] [m}[e NI 38 18 HEEA HRAs)[H FIv)ladl=] 103l [o]o}fe] (e 1[nIlalln}e} ]
o) Qualfication: 9 Regisration o, with Stste Code: [ JL I ICIITT  areroneo. [ I IO

DETAILS OF THE PATIENT ADMITTED

smarers JEDERNEBECOCOONRIEEEONEEE0OENEREEOEEEE
wyie Regitratien Nember: [ JLJCILACIIIL]  rcondor taate T} Female [T dphge: Years Montns[ MR o Daoottin:fRI[E]  [W]e]
phawatadmission:  [0J[B]  [MJ[%} awme (IR ]  [¥lR] hDateof Discrerge: | O3] B} [@][] yame:  [HI[H]  [f[n]
Typeof Admission:  Emergency [ Plannes [} DayCare [ Matemity [] KitMatemity 1 Date of Deivery: [ 03[0}  [w]f] iy Gravida Statusz: [ |F 1]
I} Status atfime of discharge:  Discharge tohome [} Discharge to another hospitdl [} Deceased [ m) Totat daimed amownt [ | F[ I ][] 1]

MBI Y NOILO3S

DETAILS OF AILMENT DJAGNOSED {PRIMARY)

a) 1CD 10 Codes Description B} ICC 16 PCS Dascription

I Primery iagnesis DDDDDDDI i Procadurs 1; DDDDDDDI j

fiadgtonal Diegross: || LI 1] ! 7. Procedura 2 OOcooar I .

2 NOO3S I © NOILD3S

i.comotigtes: | JL_JF JLIE LI 1 . Procedure & CoOoOCcOOoOrr r _J[
w. Co-morbidities: D DDDDDD E iv. Delzils of Procedure: .

¢) Pre-authorization obtained: [Jves [N dyPre-authorization Number: D D D I:”j DDD I:] D D DD

e}if authorization by network hospital not chlained, give reason: r }

1} Hospitalization due teinjury: [ JYes [ No 1. If Yes, give cause Selfinficted {__] Road Traffic Accident [} Substance abuse / alcohol consumption [}

71y I injury dus to substance abuse / alcohol consumption, Test conducted to establish this: [} Yes [] Mo (if Yes, atlach reports) i If Medico legal: [ ] Yes [} Mo i ReportedtoPolice [Jves [C] No

. FIR No, DDD EDDBDDD Wi, If not reported to police give reason: i I

CLAIM DOCUMENTS SUBMITTED - CHECK LIST

[3 staim Fom duly signed 3 investigation reports

ﬂ Original Pre-aulivxizalion requesl |:| CTMRAISGHPE investigation reports

[T Gopy of the Pre-authorizalion approval letier [T Doclor's reference slip for investigation

D Copy of Photo §r Card of patient Verified by hospital D ECG

1 Hospital Discharga summary [J Phamacy bils

[} Cperation Thealre Noltas [ MLCreports & Pofice FIR

D‘ Hospital main bill |:| Criginal death summary from hospital where applicable
7] Heospital braak-up bil ]  Anyotner, please specify

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

asessoveseia [N IEI IO OCC OO0 OO000O0O000000O0H0000000
I 0 ¢ O
o 0000000000 10 0= OOOCC00C0008000000
rncoss [ T ILTLIEI S wenonene O IDIOIIOIL]  oressmsonnovnsuizcose:  [ILJLICIE ICIEIE)
o} Hospilal PAN: DDEDDDDDDD ) Number afinpatientbeds | 1| J|_] 1 Fasites avallbie in te hospial i-oT Elves [ Mo iicy [TFves [T

fi. Others: ]

]

DECLARATION BY THE HOSPITAL , {PLEASE READ VERY CAREFULLY)

We hereby declare that the information fumnished in his Claim Form is-trug & corect to the bestof our knowledge and befief. i we have made any false of untrua statement, suppression of concealment of any material fact,
Gur right 19 claim under his ciaim shall be forfeited.

vae  [o}fa]  [w]fa]

Place: | 1 Signature and Seal of the Hospital Authority:

T E DA R T e R
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GUIDANCE FOR FILLING CLAIM FORM - PART B (To be filled In by the hospital)
DATA ELEMENT 'DESGRIPTION - FORMAT
SECTION A - DETAILS OF HOSPITAL
a}  Name of the hospital: Enter the name of hospital Name of the hospital in full
b} Hospital ID Enter IDrnumber of hospital [ As allocated by the TPA
¢ Type of Hospital Indicate whether in network or non network hospital Tick e right oplion
£)  Name of treating doctor - Enter the name of the treating doctor Name of doctorin full
g)  Cwalification Enler the qualification of the treating docter Abbreviations of educational qualifications
f}  Registration No. with State Code . Enter the registration number of the docter along with the state code | As allocated by the Medical Council of India
g} Phone No. Enter the phone number of doctor Include STD-cade with telephone number
SECTION B - DETAILS OF THE PATIENT ADMITTED
a)  Name of Patient Enter the name of patient Name of patient in full
b} P segistration Number Enter insurance provider registration number As allotted by the insurance provider
¢}  Gender Indicate Gender of the patient Tick Male of Female
4} Age Enter age of the patient Number of years and months
e)  Date of Birtth Enter date of birth Use dd-mm-yy format
f)y  Date of Admission Enter date of admission Use dd-mm-yy format
gt Time | EnterTime of admission Use hh:mm format
hy  Dale of Discharge Enter dafe of Discharge Use dd-mm-yy farmat
iy Time Enter time of Discharge Use hh:mm format
i} Type of Admission Indicate type of admission of patient Tick the right opfion
¥ if Matemity -
i. Date of Delivery Enter Date of Delivery if matemity Use dd-mmeyy format
ii. Gravida Status Enter Gravida status if matemity Use standard format
)  Status at time of discharge Indicate status of patient at time of discharge Tick the right option
M} Tolal claimed amount Indicate the fotal claimed amount In rupees (Do not enter paizse values)
" SECTION C - DETAILS OF AILMENT DIAGNOSED (PRIMARY}
a)  ICD10Code
Primary Diagnosis Enter the ICD 10 Code and descriptien of the primary diagnosis Standard Format and Open text
Additional Diagnosts 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-morbidilies Standard Format and Open text
b} ICD10PCS
Procedure 1 Enter the ICD 10 Cade and description of the first procedure Standard Format and Open text
Pracedure 2 Enter the ICD 10 Code and description of the second procedure Standard Format and Open text 5
Procedure 3 Enter the ICD 10 Code and description of the third procedure Standard Format and Open text }N
Details of Procedure Enter the details of the procedure Open text ;
¢}  Pre-authorization obtained Indicate whether pre-authorization oblained Tick Yes or No i:
d}  Pre-autharization Number " Enter pre-authorization number As allotted by TPA ;
¢}  if authorization by netwosk hospital not oblained, give reason ,, Enter reason for not obtaining, pre-authorization number Cpen fext %’
ft*  Hospitalization due to injury ~ ' | Indicate if hospitalization is due ta injury Tick Yes or No g
Cause  Indicate cause of injury Tick the right option i
g;zﬁju%ﬁ;ue:uwﬁmﬁi: buselaloohol consumption test Indicate whether test conducted Tick Yes.cr No
Medico Legal Indicate whether injury is medico legal Tick Yes or No
Reperted to Police Indicate whether police repori was filed Tick Yes or No
FIR No. Enter first information report number As issued by police authrities
If not reported to police, give reason - Enter reason for not reporting to-pelice Open text
SECTION D - CLAJM DOCUMENTS SUBMITTER-CHECK LIST iy
Indicate which supporting documenﬁare submitted %_
SECTION E - DETAILS IN CASE OF NON NETWORK HOSPITAL ;
ap  Address Enter the full postal address Include Street, Gity and Pin Code 5
b}  Phone No, Eniter the phone number of hospital Inclirde STD code with tefephone number i
c}  Registration No. wilh Stste Code E;;eéi?;ecﬁgslgg?’nﬁumnﬁ;{“u;e Hospitat oblainad from local body As allocated by the City Corporation / Municipality
dy  Hospital PAN L Enter the permanent account number As allocated by, the hcome Tax Department
e} Number of lnpatient beds Enter the number of inpatient beds Digits
fi Fagcilities.avaitable in the hospital Indicate facilities available in the hospital [ Tick the Tight oplion. If cthers, pleasa specify
SECTION F - DECLARATION BY THE HOSPITAL
Read declaration carefully and-mention date {in dd:mm:yy format}, place {open text} and sign. and-stamp

i
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Step-1. Install the mobile app.

Annexure- Vi

Group Code and
git MPIN

n m:,,.n*.o<mm ZO\

&

Click on
Install

6 digit MPIN will be

" shared on user's

registeraed mobile

number by auto SMS

{Employee no + Group
‘code + Date of birth in
format (Do/MM/YYYY))

Follow user
registration -
process with

either of helow
option

Corporate Employse
- Group Mediclaim Policy

Step-2. Intimating the claim by mobile app.
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Annexure Vil|
To,
The Nodal Officer (AGM),
Human Resources Department, )
Central Office, Union Bank of India,
Mumbai-40002 1

= Subject-: Endorserent regarding delay in submission/ intimation of my Medical Insurance claim.

Dear Sir/ Madam,

.| hereby state that there is a delay in submission/ intimation of my Medical Insurane claim. My details
and reason for delay intimation/ submission is mentioned below.

P.F. No.

Employee’'s Name

‘Patient's Name

IPD/ OPD (Hospitalization/
Domiciliary)

Claim Intimation No. and Date
(Mandatory in hospitalization
claims)

FIR/ CCN/ Claim No.

Reason for the delay in
submission/ intimation

| request bank's Nodat Officer to kindly endorse my delay submission/ intimation. | will take utmost care
* that no such delay hagpens in future claims. ' '
Yours Sincerely,

RECOMMENDED/ DECLINED

Dy. Regional Head / Department Head




