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Date of Discharge (g2t fafer)....LLL LA

--------------------------------------------------------------------------------------------------------------------------------------

Operation (iF any)
1 frg=ra (Diagnosis)( Wil wm)&wmﬂ»ﬂ“b‘avt (el Adreee
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Investigation Discharge :
only request Expired

. Left against
Result Cured/relived Medical Advice

UNDER TAKING FOR TREATMENT INVESTIGATION & FINANCE ETC.

| want to get the patient at sandhyashi hospital at my own and | am ready for and eventually and
outcome this concernt is given of my own free will after having been made to understand the contents

and implications of this documents.
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‘Terms & Conditions

1. | have opted on my own for admission into this hospital and will pay the bills as per hospital rules
and regulations.

2. The management reserves the right to admit or discharg

T ; : r di e the case amedment/modify rules.
Regulations and the charges without notice or assigning an

y reason there of.
3. Facilities provided in the room are maintained in working order but any failure in their functioning
does not affect the charge and the management accepts no liability

for the same . The Hospital
accepts no responsibility for any loss or inconvenience caused by strike, lock out. w:
electricity and air-conditioning failure etc. Eietiteicphone

4. Patients are advised not be bring any valuable or any jewellery or an

¢ \ 2 y other luggage with them. and
also advised to deposit. there surplus cash with the hospital and ge i i i
be responsible for any loss or left. getareceipt The hospital will not

5. Suggestions/complaints may be given in writing at the reception.

6. Allbills to be paid in cash, cheques are not accepted.
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. (A Unit of Sandhya Medicity India Pvt. Ltd) Bed No... RS
andhya Medicity B-48,49, Sec. 5, Bawana Industrial Area, Delhi-39
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complications and other impacts of surgery by the doctor clearly in my own language | have been
explained about the expence in the surgery clearly | have been explained about the details about the
surgery and if any further reffaral to any higher center in required alone with further expences.
| had read the about clauses clearly and giving my concert for the surgery mention about.
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o SANDHYASHI HOSPITAL

(A Unit of Sandhya Medicity India Pvt. Ltd)

Sandhya u-dn:lt} B-48,49, Sec. 5, Bawana Industrial Area, Delhi-39
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SANDHYASHI HOSPITAL

( A UNIT OF SANDHYA HEALTH CARE)

B-48 Sector-5,Bawana Industrial Area,Delhi-110039
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(A Unit of Sandhya Health Care)
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Sandhyamanciry (A Unit of Sandhya Health Care)
B-48,49 Sector-05, Bawana Industrial Area Delhi-110039
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(A Unit of Sandhya Heaith Care) -
B-48,49 Sector-05, Bawana Industrial Area Delhi-110039
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(A Unit of Sandhya Health Care)
B-48,49 Sector-05, Bawana Industrial Area Delhi-110039
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(A Unit of Sandhya Health Care)
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RECEIPT BOOK

SANDHYASHI HOSPITAL

(A Unit Of SANDHYA MEDICITY INDIA PVT. LTD)
B-48, SECTOR-5, BAWANA INDUDTRIAL AREA, DELHI-110039

-\ ' Authority Ph. No. : 7428177717, 9212735382
~ Name K ...... MNJLB"L(\.QP ................................................. S.Ne1801
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SANDHYASHI HOSPITAL
(A Unit Of SANDHYA MEDICITY INDIA PVT. LTD)
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M. : 7428177717
S AHDHY ASHI HOPIT AL 9212735382
B-48, Sector-5, Bawana Industrial Area, Dehi-110039
Uhid No. Mo S 32.................
serialNo. 449 . Date.. A LL2\22.........c.....
Name..]ﬁ%?xm...e).‘h ................... W/o, Slo, DIoQ:h‘\WLS:\C&L -------------- Age.. 2. Sex K.......
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1. | O.T. Charges ===
2. | RoomRent Q YOI} LYy, oo
3. Bed Charges fouve
4. Doctor fees SSsO XK 2 & + b( 20O
5. | Nursing Charges Y QOR2ES
6. Miscellaneous
7. | Lab Charge INASA AT \S USE D lg?’gf;b
8. | Consumable charge C[ 2I2E VA (bag1) 1 SVOFS (D)SFD
9. Procedure charge VA7) DJM’H l S rox > |7*('6‘/D
10. | Medicine Cy1 poPHAHA C{OR
.—Z:A Vg O, VT Lo
Zes Shor b s
Lo N =
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V" SANDHYA MEDICITY PVT LTD.

Pranacharya, Ayurved Shiromani

IBJR. YUVRAJ KUMAR TYAGI DR. VIKAS GUPTA DR. RAJNI GUPTA
AM.S. PGS, FISM,FICA. (USA) B.AM.S., M.D. (AMO MBA (HCS) D.LP., CK.S.V. (BAMS,CG.0.,DIP,CKSV)
E Senior consultant of Ayurveda Senior Anorectal Surgeon & Marma Specialist Senior Panchkarma Specialist

Xecutive Member - C.C.1.M (2007-2012) Jewel of Ayurveda I.M.A.(Ayus) Award Dr. A.P.J. Abdul kalam Award
M|n|§lry o_f Health & FW. (Gowt. of India) M. : 7428177717 M. : 9212735382
Life Time Achievement Award .
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* Fistula

* Ksharsutra Surgeries
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* Fibroid Uterus
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* Steamer, Nebulizer

* Panchkarma Room

« Operation Theater Agni :

» Beds for Admission B.P : ,l.[ D/“fp

« Ambulance A
Wt. :

= Ayurvedic Treatment

* Emergency Care

Not Valid For Medico Legal Case
Sandhyashi Neuro Punchkarma Centre : BF-1, Near Canara Bank, Shalimar Bagh, Delhi-110088
Sandhyashi Hospital : B-48-49, Sector-5, Bawana Industrial Area, Delhi-110039
Sandhya Health Care Centre : 229A/2, Ambedkar Colony, Haiderpur, Delhi-110088
Sandhya Hot Spring Health Care : Tattapani (H.P.)
Jani Devi Jhawar Panchkarma, Naturopathay & Yoga Hospital
Village Manaklanv-Mathaniya Road, Jodhpur, Rajasthan
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SANDHYASHI HOSPITAL

(A UNIT OF SANDHYA MEDICITY INDIA PVT.LTD)
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SANDHYASHI HOSPITAL

(A UNIT OF SANDHYA MEDICITY INDIA PVT.LTD)
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SANDHYASHI HOSPITAL

(A Unit of Sandhya Health Care)

i B-48,49 Sector-05, Bawana Industrial Area Delhi-110039
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Customer = ity Car d

Name: KARAM BIR
Customer ID No.: 5295995-1

Date of Birth:  7-Jul-61 ﬁ
Sex: M Age: 54 >

Valid From: 6-May-16
Office Code: ~ 161111/SH35145 /BA0000246126 = . 4"
Policy No.: P/161111/01/2017/002433 7
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9/23/2020 Acknowlsdgement Latter

Acknowledgement Letter

/s
7
/

NABH/AH-2018-0141/L-01 28/08/2018

Vikas Gupta

SANDHYASHI HOSPITAL

B 48 SECTOR 5 BAWANA INDUSTRIAL AREA
DELHI ,BAWANA

Delht 110039

India

vikasgupta. 1466 @rediffmail.com

Tel: 01127791382,01127791382,

Mob: 7428177717,9212735382,

Sub.: Your application for HCO accreditation.

Dear VIKAS GUPTA,

This has reference to your application which ha

s been received along with application
fee Rs 23600/- dated 20/08/2018 for the same

.

Your organization has been allotted the following reference number, You are requested
to make all correspondence in future using this reference number.

‘ Reference Number: AH-2018-0141

For updates, Please see the remarks in the section of "View Application Form™"

Please put your queries and remarks under remark option after logging into your
account. No communication related to the accreditation/certification process of your
healthcare organization will be entertained on emails or on phone. -

This is an automated message. Please do not reply directly to this email.
Emails to this id are not monitored. if you have any concern/issue R@ase

contact NABH Secretariat staff/Program Officer. Q‘\‘(

Thanking You ¥ N Ps\'\\‘ edotfbe\'f\\"i‘?
A (e

Secretariat Member SPx“D BA; ~'d '}]11 A1

ITPI Building, 5th Floor, 4 -~ A, Ring Road, Igaw&te;‘c\-

New Deihi - 110002

Tel.: +91 - 11 - 42 600 600,
Fax: 2332 3415

Email: helpdesk@nabh.co

Dr. VIKAS Gl
BALALS, TLDR
Dok, CER]
DREDSATT L,
penical Sundninnent

QAN KO p

~ ] I YT I - 1 L e
[3-dit-a9, Soctone-5, 258
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Department of Labour ... -

Government of Natloval Caplial (47 =
. Terrllory of Delhl g
- 5= Shampath Marg, Delhi-110054 o
Form ¢

Registration Certifieate of Establlshment

Cortiftente Na, 22019088084 Date 7902019
Nume of the establishment ; Samdhyashi Hospital
Name of the Occupier/Employer Vikas Gupta $/0 Snt Narain
. Giupta
Postal address ol the B 48 Scctor 5 Bawana Indusrial
establishment ¢ Arca

Delhi Delhi 110039
Registration No. : 2019088084
Category of Establishment Commercinl Establishment
Nature Of Business : Mecdical, Diagnostic & Hospital

Supplicy
Itis hereby certified that the establishment as mentioned herein has
been registered as a Commercial Establishment under Delhi Shops
& Establishment Act, 1954, on this 7 day of September ,2019.

Disclaimer

» The Cerlificate is based on the information provided by the
Occupicr/ Employer and has not been verified,

NOTE:

1. The Occupier/Employer is required to notify the Chief

Inspector of any change in respect of information contained
in the form.

2. This is computer generated certificate and do
signature.

€S Not require

be Pol. e

4
b
#
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Profile M‘losDels!srproue)
Hospital Contacts (!Hosoalailsfoomacts)

Profile

Name dhanﬂry

Hospital Unique D

Addreag Coordingtes

Telephone No,

Mobila No.

Emzil Address
Website Link

PAN Mo,

Hospital Reg. No.
Date of Registration
Registration Expired on
Kext Renewal Dats

Hospital 7/ Facility Reg. Certificate

Address Proof {Efectricity/Tejophona B8l

© 2015 msurance Information Bureau of india, Al Rights Reserved,
Best viewad with Clirome i Mozifla [ 1E 8 or above with 1024x763 (or higher) resohstion

Facilities (/HosDetaits/iacility)

fgoh

e Wr ek b or e o) fah "'-_"-_"::g'; :;a.‘v -

Doctors (ﬂ'locDatnllHdoc!or)
Accreditation & Certification (mmmmcaﬁm

Empaneiment memmw)
) Awards/Accolades (HosDetaile/awards)

.m&mmmmh.mﬁ.bﬁi.ﬂm

Latitude:

Longftuda: ‘
40188534
T428177717
vhtgun!x.ﬂ&ﬁ@nd&ﬂ'maﬂ.com
Wwww.sandhyamedicityindia,com
AJNPGIEESM
2018088085
08-Jui-2019
14-Jul-2023

15-Jui-2023

: View Ds@manl,{-ﬁ'ﬁhr_has_ﬁias.‘tlelhi!11 ODBS(JZ’B_Reg_Cstﬁﬁcs!e_hospi!sl Registeration Pdf)
' 'G&Emjnmnrknl:ihr_hss_ﬁtesroejhu11ncsams_Ad¢ess_Pmof_biu.Jpeg)
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Reyistration No. ...~
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Certificate of Registration v W

This is (o cevtify that the withsigned ¥ i st

. S0 !
] - v {

1

i . ]

Holder's Sigrature | :

Deoctor Shri/Shrimati/Kumar: ",‘h‘.‘“m!ﬁq"\
Son/Daughter of Sh. ... ST NARAIN GurTa

bor on 30-11-1%83

amteeene u..-..............-.-“............._-..--....-...u.“..--.-.--......--..-.......-.-..-.-
e T TP
- NS ARsets AR e ss e sy st A et pias

Fassing the qualification of ... 2 M 5 L AVURVEDACHARYA) 2008 :
S. K. B. S. AYURVIDIC MEDICAL COLLCGE
JrON e 2 0 R DY URAEOIC MEOE e, COllege affiliated to

R. 6. U. H.S.. BANGLORE ‘ :
e et ey s e mtean g e s aien .-........L'n.:::f;"E,ramm.'){-: bodu/

RS e me s At st aans st s sy .

University has been duly reqistored 100 C v Chikitsa Partshad Act, 1998 1, ] S

of the Register.

Irs witness wohere of are frerer ooy 20 sigd. Delhi and the

g )
signature of the Registrar cubyact i ti. - wd Act .oe\(‘\
‘. d

This certificate is volid BPC A Perios of 5o

SEAL Registrar

The intarenatone rezarding changr of address 4 rocetis sl othervegse svlian shafl be 1aken under provesions ot the Rules/Act,
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Weicome to Rediffmai: inbox

rediffmail Maribox of vikasgupta. 1466

Subject: Re: ROHINI Request Approve Success
From: Vikas<vikasgupta.1466@rediffmail.com> on Thu, 24 Sep 2020 14.31:50
To: <rohini@iib.gov.in>

Helic Can You Send me Rchini Registration PDF Flie with Rchini ID No Thanks

From: rerxneGrab.gav.in

Sent: Wed, 15 Jul 2020 14:52:07

To: vikaszupba. 1488& rec fmaii.com
Subject: ROHINI Request Approve Success

Dear Sandhyashi hospital,
Greeting frorn ROHINI (Registry of Hospitals in Network of insurance}!

We are happy to inform you that you have been registered with ROHINL.
_ ROHINIID : 8500080447080

Userld : vikasguma 1466@mdiffnailcom

Password : 8%bth76RW]

Your registration is valid for the period 15/07/2020 to 14707/2023

For secunty reasons, please ensure that the password provided above is changed after your first login. The
changed password wiil be appiicable to your subssquent fogins.

Please click on the bsiow fink to login to Account:

ey Frrdmies B Mo B
FLESAToRMY B Aov.mn

In case you have any queries, write {0 Us at (v redifiman comdogibbimirer
rortms sty e > o 1 - ,

S=IAY3aD D82 B0 ITRABRIsimeD T Gue=oidfEs7 794617 hardefd
3 GG ebrion &rdl= v\ WRVS 7 KipUatZIASaR G Ui Xzots itLFCET one-
cﬁckz‘tcp.ajath‘aaii.extswitchTo{_‘@Ccmpcsa‘,‘mede=ma%i__to__ind:v?dua[&ema:’hrorﬁni@iib.gov.én‘);"

target="_blank' ret=external>rolin.@ 1o gov.in)
Yours truly,

ROHING

- (Ragistry of Hospitals in Network of Insurance)

oM &i proy
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v fmoem vour

Dr. VIKAS GUT mezatvrys
BALS, F1D. o '
D.LP, C.E.S.\.
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15, Balajl Complex, Whites Lane, 151 Floor, Royapeitah, Chennai - 800 014.
Ph. 044 2888 6495
CIN  UBLO10TN2005PLC056649 Emai support@starheakhin Wabsks: www starhealthin  IRDAI Regn. No: 120

YSTAR

&
STAR HEALTH AND ALLIED INSURANCE COMPANY LIMITED

Rogd. & Corporata Offica: 1, New Tank Btreel, Valiuvar Kottarmn High Road, Nungambakkam, Chennal - 600 034,

70 BE FILLED N BY THE INBURED The lssus of thia Form Is not 1o ba takan 83 an sdmission of kability  Claim No.

b) Sl No/ Centificats No'

N TT M

ol o2 | o gug

[To ba flled in block kefiars)

AR (500230 S AL S HAH PO FINDYL4aD

¢) Company’ TPA IO No.
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RETAILY OF (NSURANGE HI¥TORT,

8} Curmenily cavared by sny oiher Madiciaim / Healt Insurance: Yu[g/ﬂo[j
9 yoncompunynar: T (A ¥ A €004

b) Data of commaencemaent of frst insurance without break:

[d[S

II“Q (Copies of Policies to be atiached)

1§ v

J
ooy ll&\\dﬁm\hu l‘MLSHS'

Somn (npured (Rs.) S HooTL d) Hava you boen hospaiized in the last 4 years? Yes w e/ [
@) Previously covornd by any other Medidnim / Hasith insumncn : mD NOD 1) i yes, Company Name

DETAILS OF INSURED PERSON HOBPITALIZED:

wreme _ WK AR AL P

vowsor wd Y e[ ] ammn G mem[T)[T] aowewsen — /[

o) Ralationship 1o Primary insured.  Sell

Spouse D Chid I:] Fathet D

1) Oceupation: Servics l:] Sell Employed mm[,

sucert [ ]

0) Address (f different from sbove): ™)

SEAE

City:

Pin Code: Phone No: Email ID:

DETAILS OF HOSPITALIZATION:

o Name of Hospa whers Adrined._ PN O 11 A Sy ‘\-’[b&\?] JaL.
Dayare [ | Sige ocoopency B/ T staing [ |

d) Dete of Injury ! Dato Diseasa first dpiaciad Date of Delivery: / /

g) Date of Discharge: lL /_._l_l'/_2;°

1. W Medico legal: “"D ""]E/ ii. Reponted ta pofice: Dm |:|no

b) Room Category occupied: Jormbemperruml:l ) Hospitalzation due fo.

e}Dmdmm_éL/_LL /-.l’f

i MLC Report & Poiics FIR attached: Dm DNO 1 System of Medine:

S

No. of [P Beds:;

] ] s
nmme [ QO AT

NTine: > @}_—1 MHissy e cose:  Slfnficied | | Road Trahc Acotom || Substrca Abusa / Acsho Consurpdon ||

DETAILS OF CLAIM: ;
8) Dotails of the treatmant expenses camed biﬂmquMayHuspﬁmtsz\(ﬂ DM("F&MMh Claim D Check List:
) [[] Caim Form Duly signad
I. Pre-hospitafization Expenses: Rs. ¢} Detalls of Lump sum / cash benefit daimed: S
] Copy of the claim intimation
il Hospilafization E xpenses: Rs .-_—"LDSOO i, Hosptal Daiy Cash: Rs ] Mospital Main BA
B Post-hospilafization Expenses. Rs iL Surgical Cash Rs (] Hospital Break-up Bi
] Hospital Bit Payment Receipt
iv. Health-Check up Cost: Rs. ii. Critical liness Benefit- Rs. U Hospital Discharga Summary
v, Ambulance Charges: Rs v. Convak Rs [C] Pharmacy Ba
vi. Others (code). Rs. v. PreiPost haspitatization Lump sum benefit. Rs [ Operstion T et Hoses .
[[] Doctor's request for investigation
oy : o OO0 » s
vii. Pra-hospitaiization perod: days Total Rs. O mggﬂgguﬂmﬁ
Vil Post-hasphtalization period: days [} Doctor's Prescriptions
[] Others
DEJAILS OF BILLS ENCLOSED:
8. No Bill No ,  Date Issued by Towards Amount (Rs)
TG W/ 2o [SANDRAY I e (i | Hoopialtana olsP O]
- LN I SO e ) Pre Bils: Nos /
Post-h Bills Nos
Pharmacy Bills
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DETAILS OF PRIMARY INSURED'S BANK ACCOUNT:
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\ Health
Pervonel & Coring | insurance

ARA BY THE INSURED:

1 hereby declare that the Infonmation furnished In this claim form s true & corract to the bast of my knowladga and bellef. If | have made any false or untrue statemaent,
suppresasion or cong w of any | fact, my right to clalm relmbursament shall be forfeitad. | olso consent & nutharize TPA / Insurance company, to seek nhecessary
maedical information / documents from any hospital / Medical Practitioner who has attended on the peraon against whom this claim Is made. | hereby dedlare that | have
included all tha bills / receipts for the purpasa of this claim & that | wilt not ba making any supplementary claim except the pre/post-haspitalization claim, if any,

cae: [\J(AY (R [AHH prace: [ B 1T 1) n 4‘!‘\.———-@1/

Signature of the Insured

S35
o

ke

S H NOLLO3S I

ogrre

GUIDANCE FOR FILLING CLAIM FORM - PART A (To be filled In by the insurad)
DATA ELEMENT DESCRIPTION l FORMAT
SECTION A - DETAILS OF PRIMARY INSURED
a) Policy No. Enter the policy number As allotied by the insurance company
Enter the social Insurance number o the certificate number of
b) S No/ Certificate No. soclal health insurance scheme As aliotied by the organization
©) Company TPAID No, Enter the TPA ID No L'ﬁ';;’lrﬁ';‘;"; on iofad by IRDA and
d) Name Enter the full name of the policyholder Sumame, First name, Middie name
e) Addrass Enter the full postal address

Include Strael. City and Pin Code

SECTION B - DETAILS OF INSURANCE HISTORY
a) Currently covered by any other Mediclaim { Heakh Indicate whether currently covered by another Mediciaim /
Insurance? Health Insurance Y ¢ Tick Yes or No
b)  Date of Commencemant of first Insurance Without break Enter the dato of commencement of first Insurance
c) Company Name

Enter the full name of the insurance company
Policy No.

Use dd-mm-yy format

Name of the organization in full

Enter the policy numbar As allotted by the insurance company
Sum Insured Enter the total sum insured as per the policy In rupees f"
d) Have you been Hospitallzed in the last 4 years Indicate whether hospitalized in the last 4 years Tick Yes or No "4
Data Enter the date of hospitalization Use mm-yy format E; ‘
Diagnosis Enter the diagnosis details Open Text b :
e) Praviously Covered by any other Madiciaim/ Realth Indicata whether previously coverad by another Mediclaim 7 é‘ ] (
Insurance? Health Insurance Tick Yas orNa Py ;
N Company Name Enter the full name of the insurance company Nama of the organization in full %% )
SECTION C - DETAILS OF INSURED PERSON HOSPITALIZED E I
a) Namae Enter tha full name of tha patient Sumame, First name, Middie name
b) Gender Indicatla Gender of the patiant 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 patiant
a) Relatlonship to primary Insured Tick thae right option, If others, please specify.
f)  Occupation

Tick the right option. If others, please specily.
g) Address Enter the full postal address Include Street, City and Pin Code
h) Phone No Enter the phone number of patient Include STD code with telephone number
i) E-mail ID Complete e-mail address

Use dd-mm-yy lormat

|

Indicate relationship of patient with policyholder
Indicate occupation of patient

Enler e-mail address of patient
SECTION D - DETAILS OF HOSPITALIZATION
Enter the name of hospital

a) Name of Hospital where admitted
b)  Room category occupied
c)  Hospitalization due to

Name of haspital in full
Tick the right option

Indicate the room category accupied

Indicate reason of hospitalization Tick tha right option
d) Dal_e of Injury/Date Disease first detected/ Date of Enter tha relevant date Use dd-mm-yy format -
Delivery
e) Date of admission Enter dale of admission Use dd-mm-yy format
n Time Enter time of admission Use hh:mm format
@) Date of discharge Enter date of discharge Use dd-mm-yy format
h) Time Enter time of discharge

Use hn:mm farmat

)] If Injury give cause

Indicate cause of injury
T Medico legal

Tick the right option

Indicate whether injury is medico legal Tick Yes or No
Reported to Police Indicate whether police report was filed Tick Yes or No
MLC Report & Police FIR attached Indicate whether MLC report and Police FIR allached Tick Yes or No
] System of Medicine Enter the system of medicine followed in reating the patient Open Text
SECTION E -DETAILS OF CLAIM

a) Details of Treatment Expenses

b)  Claim for Domiciliary Hospitalization

c)  Details of Lump sum/ cash benefit claimed
d) Claim Documants Submitted-Check List

Enter the amount claimed as treatment expenses In rupess (Do not enter paise values)

Tick Yas or No

Indicate whether claim is for domiciliary hospitalization

Enter the amount claimed as lump sum/ cash benefit
indicate which supporting documents are submitted
SECTION F - DETAILS OF BILLS ENCLOSED

In rupees (Do not enter paise values)
Tick the right option

Indicate which bills are enclosad with the amounts in rupees

SECTION G - DETAILS OF PRIMARY INSURED'S BANK ACCOUNT

a) PAN Enter the permanent account number

As allotted by the Income Tax department
b)  Account Number Enter the bank account number

As allotied by the bank
c)  Bank Name and Branch Enter the bank name along with the branch Name of the Bank in full
Entar the name af the beneficiary the cheaue/ DD should be




s Star Health and Allied Insurance; Co, Ltdl

IRDA Regn.No,1Z29
rate Office: 1, New Tank Street, Valluvar Kottam High Koad, Hungambakbam, Channal = (AY0)34,
Phone: 044 - 28288800 Telcfax: 044 ~ ZBZ600HZ Webislte: yrervatarhsulthin

¥ No 15,14 & 2Znd Floor, 53 Balajl Complex Whitas Lane, Whites Koad, luyapeiah Chennal « tAO014, Vhione (144 1608 6475,

W

Regd. & Corpo!

CORPORATE CLAIMS DEPARTMENT:

CLAIM No :

PATIENT ADMISSION NO / IP NO / MRD No:__1&6 54 \l (EN)

To: (Name of the Hospital & Address)
S Ao Oyt A-SHy ho;‘).M
DX, So i S Qeeinen Zndsiri

Decn) — o34

Dear Sirs,

Re: AUTHORISATION TO STAR HEALTH AND ALLIED INSURANCE CO, LTD.,

[ have undergone treatment for _fy<o4 . { om bago CPrere ( oull Athey,

from _—t [\ / 2o to _ L\ /v /22 in your Hospital,

I hereby authorize M/s. Star Health and Allied Insurance Company Ltd, and its representatives,
who is my Health Insurer to seek any medical information/records from you or from the Medical
Practitioners who have attended on me in connection with the above ailment and the treatment given,

In case they seek any such information/records/indoor case papers, kindly oblige.
Thanking you,
Yours faithfully,
A &n
= e R

(Signature of the Claimant) 14 ‘ i 1o
Address of the Insured: DATE_DEcna

PLACE: DT
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X ® STAR HEALTH AND ALLIED INSURANCE COMPANY LIMITED

Regd. & Carporata Office; 1, New Tank Street, Valiuvar Kottam High Road, Nungambakkam, Chennal - 800 034,
STAR

Health 15, Balajl Complex, Whites Lane, 1st Floor, Royspettah, Chennal - 600 014,
bl i CIN : USS010TN2005PLC056649 Emal:suppon@starhealthn  Webslla: www slarheatthin  IRDAI Regn. No: 120

Ph. 044 2888 6485

TO BE FILLED IN BY THE HOSPITAL

DETAILE OF HOSPITAL The tssus of this #orm Is not fa be ieken 8a s sdnission of sbBity Plesss incude ihe original PresUthorStion reyues foarm in heu uf PART A [T be Mled in block betters
a) Nama of Ihe hospial AN OV A SHA HOJQN\"‘JL I

b) Hosgatal I0: Star's Hospital ID: c) Type of Hosphal: N-MD HmNde/(l(r:mmmumﬂ
arameavemangsecer L) @ N N2 AR \J__,(,,M o cusitcaon. A AAS

naqmmmsmmo_eih?_lﬂ.‘l&&__ 4] Phona No. ﬂl"( 221341 F n)wn-Lj‘l\QnSQ‘ugh' 16
DETAILS OF THE PATIENT ADMITTED (CQ ﬂeé&[\r_‘cﬁjl-lgd

atameaimerae: WCARAM LI

b)P sion Number: ‘Eqw\‘w ¢} Ganter mEr/mD amm@E} umnDE] €) Date of bich. ya S

1 Date of A A, 20 ame_ 1 O _ A mowwaoseage |\ (1. /A e | 2.or B B!
DTypeol Admssion  Emergency [} Pt [ OnyCom [ | Metamty [ ] WfNawmey  LDataof Doy CI0 0] CIE] voadesans 00O

1) Status ot time of discharge: ummmmB/ Discharge 1o another hospiial D Deceased D

DETAIL OF AILMENT DIAGNOSED (PRIMARY)

o OOOO000] | Petedomby | s 0000000 || .
reme 0000000 |! f rreer L L |
e JO00000 |F | v OODOOOO |y }
e = |-
) Presert siment is & compiicaion of PED? ves [ Mo [ 0 ves. pecty detai) | =

4 Pro-autborzabon obianed:  Yes || No L] ) Pre-authorization Number DDDDDDDDDDDDD

1) If authorization by network hospital not abtained, give reason: [ l

o) Hospitalzaton due b Iry: e [:] No D i, Yes, give cause sefficet || Road Tratc Acciters || Substance abuse | akcohal consumption D

il ¥ Injury due I Substanca abuse / aiconal wpton, Test Conducied bo estabiish this'  Yos l:] No D (i Yes, atiach raports) i, I Medico legal: Yes D No D . Reporied o Pokca:  Yes [:I No [:I

e OOOOO00O000 s reemomsotemennn [ ]

CLAIM DOCUMENTS SUBNITTED - CHECK UST

MLC report & Police FIR
Onginal ¢eath summary fram hospital whare appicable
Any other, please spedfy

O Operation Theatrs notes

'D/Hosoitnl main bil
;’ Hospital break-up bil
ADDITIONAL DETAILS IN CASE OF NON NETWORK HOSPITAL _ (ONLY FILL IN CASE OF NON-NETWORK HOSPITAL)

a) Address of the Hasptal: SWO)’H‘AS’H\ hoj.\,{{)\w
Qu{ Cecker & Paudene. Zndogy™l Ave. Dethi

Claim Form duty signed [0  investigation reports
Onginal Pre-authortzation request [0 CTMRINSGHPE investigation reports
Copy of the Pre-authorization approval letier [[J Doctor's reterence siip for mvestigation
Copy af photo ID card of patent verified by hospital [J Eece
Hospital Discharge summary [0 Pharmacy beiks
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d) PAN: E’@@Eﬂi‘m@[ﬁ e]mdhmmml:]m@' 1) Faciies available in the hospital: ior Yes E/MD alcu- vul:] NoD
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DECLARATION BY THE HOBPITAL

We hereby dedlare that the information fumished in this Claim Form is true & comeet to the best of our knowledge and belief. f we have made any false or untnie statement, suppression or concealment of any malerial fact,

our night to claim under thrs claim shall be forfeited. The signature ofthe insured is laken on this form afler Claim Form Bis fully filled up by us.
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Not to be Faxed / Scanned

_ GUIDANCE FOR FILLING CLAIM FORM - PART B (To be fllled In by the hospifal)
Ll | DESCRIPTION ORMAT
s SECTION A - DETAILS OF HOSPITAL
b) Hospital ID Enter the iame of hospital Name of hospital in full
- Enter (D number of hospital As allocated by the TPA
S Tipaiot Hosmial Indicale whether In network or non network nospilal Tick the right option
Nama of doctor in full

Enter the name of the trealing doctor

d) Name of realing doctor

Enter the qualifications of the treating doctor

Abbreviations of educational qualifications

8) Qualffication
) Registration No. with State Code

Enter the regisiration number of the doctor along with the slate
code

As allocated by the Medical Coundil of indla
Include STD code with telephone number

Enter the phone number of doctor

g) PhoneNo,
SECTION B - DETAILS OF THE PATIENT ADMITTED
a8) Name of Patient Enter the name of hospilal Nama of hospital in full
b)  IP Registration Number Enter insurance provider registration number As allotted by the insurance provider
€] Gender Indicate Gender of the patient Tick Male or Female
9 Age Enter age of the patient Number of years and months
e) Date of Admission Enter date of admission Use dd-mm-yy format
) Time Enter time of admission Use hh:mm format
g) Date of Discharge Enter date of discharge Use dd-mm-yy format
h) Time Enter time of discharge Use hh:mm format
i) _ Type of Admission Indicate type of admission of patient Tick the right option
) W Matemity
Date of Delivery Enter Date of Delivery if matemity Use dd-mm-yy farmat
Gravida Status Enter Gravida status If maternity Use standard format
k)  Status at time of discharge Indicate status of patient at time of discharge Tick the right option
SECTION C - DETAILS OF AILMENT DIAGNOSED (PRIMARY)
Standard Format and Opan text

a) ICD 10Code

Enter the ICD 10 Code and description of the primary
diagnosis

Standard Format and Open lext

Primary Diagnosis
i : Enter the 1CD 10 Code and description of the additional
Additional Diagnosis diagnasis
Co-morbiditias Enter the ICD 10 Code and description of the co-morbidities Standard Format and Open lext
b) ICD10PCS
Procedure 1 Enter the ICD 10 PCS and description of the first procedure Standard Format and Open text
Procedure 2 Enter the ICD 10 PCS and description of the second procedure | Standard Format and Open text
Procedure 3 Enter the ICD 10 PCS and description of the third procedure Standard Format and Open text
Details of Procedure Enter the details of the procedure Open text
. P e Indicate whether present ailment is a complication of some pre- 2
c) Present Ailment is a Complication of PED existing disease Tick Yes or No
d)  Prs-authonzation obtained Indicate whether pre-authorization obtained Tick Yes or No
e) Pre-autharization Number Enter pre-authonzation number As allotted by TPA
0 :fe::‘t)hnmzation by network hospital not oblained, give Enter reason for not obtaining pre-authorization number Open text
g) Hospitalization due to injury Indicate if hospitalization is due to injury Tick Yes or No
Cause Indicate cause of injury Tick the nght option
If injury due to substance abqselalcahor consumplion, indicate whether test conducted Tick Yes or No
test conducted o establish this
Medico Legal Indicate whether injury is medico legal Tick Yes or No
Reported To Police Indicate whether police report was filed Tick Yes or No
FIR No. Enter first information report number As issued by police authorities
If not reported to police, give reason Enter reason for not reporting o police Open Text
SECTION D - CLAIM DOCUMENTS SUBMITTED-CHECK LIST

Indicate which supporting documents are submitted

SECTION E - DETAILS IN CASE OF NON NETWORK HOSPITAL

Include Street, City and Pin Code

Enter the full postal address

Include STD code with telephone number

Enter the phone number of hospital

CLAWLMED V21 209 . 17

As allocated by the Hospital

Enter the registration number of patient

As aliotted by the Income Tax department

a) Address

b) Phone No.

c)  Registration No.
d) PAN

Enter the permanent account number

L L

Digits

e)  Number of inpatient Beds

Enter the number of inpatient beds

Tick the right option. if others, please specify

Indicate facilities available in the hospital

—1 |
-P0 044

16 -50K

f)  Facilities available in the hospital

SECTION F-DECLARATION BY THE HOSPITAL
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g IMPORTANT
To 23-APR-20

KARAM BIR

HOUSE NO. 244A NEAR MCD SCHOOL WALI GALI LAMBA PANA,
QUTABGARH NORTH WEST DELHI.

New Delhl,North West,Delhi -110039

Mabile : 9212403637,

Dear Customer,

Re: Health Insurance Policy - P/161111/01/2021/001545

We are extremely thankful to you for your renewal instructions and payment of premium. We enclose the renewed
policy based on our records. We would request you to kindly study the renewed policy carefully and revert to us if
there is any discrepancy to enable us to attend to the sams.

Kindly note that the above request is very important and if we do not hear anything from you within 15 days, we
would presume that the policy issued by us is in order and the contract is concluded.

We would like to mention that we have incorporated the name of the intermediary as indicated by you.

We wish you good health and we look forward to serve you in the days to come.

With kind regards,

R

Authorised Signatory

As a valued policy holder, Star health offers you Wellness benefits under our Star Comprehensive Insurance policy, which will

enable yvou to lead a healthier lifestyle and also avail premium discount. For Jurther details kindly go to our website:
www.starkealth.in

In case of a need for hospitalization, kindly prefer our network hospital (listis available in our website) for a quick
response to your claim request.

Please select the room as per your eligibility stipulated in your policy to avoid additional payment from your pocket
towards the proportionate increase which would invariably be charged by the hospital for the higher room category
occupied. ’

Sum insured of this Policy is meant for utilization till its expiry. Bearing this aspect in mind, we have no doubt, you
will choose appropriate hospital, room rent and treatment charges, etc,

Should you need any assistance, our customer care will be delighted to assist you, whose toll free no. is 1800-425-
2255/1800-102-4477.

However, the ultimate decision will be that of yours only.

CheR uuwm
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e Otar Health and Allied Insurance Company Limited

STAR COMPREHENSIVE INSURANCE POLICY
SCHEDULE (INDIVIDUAL)
UNIQUE ID:SHAHLIP2077V041 920

Policy No. : P/H161111/01/2021/001545 Previous Policy No. : PI161111/01/2020/002104
Customer Code : AA0003509722 GSTIN : O07AAJCS4517L120
Customer Name : Mr.KARAM BIR SAC Code :_997133/Accident and Health Insurance Services
Proposer's Code . 5295995 Issuing Office Code 161111
Proposer's Name : KARAM BIR Issuing Office Name ¢ __Branch Office - East Delhi
Address : HOUSE NO. 244A NEAR MCD Address :  209-210, Lakshmi Deep Building,
SCHOOL WALI GALI LAMBA DIST Centre,
PANA, Lakshmi Nagar, Delhi - 110 0g2.
QUTABGARH NORTH WEST
DELHI.
New Delhi,North West,Delhi-
110039
Phone No : 9212403637/ Phone No : 011-
40455276,40454964,40454938
E-mail Id : _rajeshlamba42@gmail.com E-mail Id . _eastdelhi@starhealth.in
==malid j mbad2@g e ¢ eastdelhi@star
Proposer GSTIN R Place of Supply -
Proposal date : 06/05/2016 Fulfiller Code : S0161111
Date of Inception of first poli : 06/05/2016
Renewal Year : Fourth Year
Collection Number : 1106001425 Intermediary Code : OL0000000028
Receipt D : .
ot Dty 23/04/2020 Name * M/S.M11 Insurance Agents
Premium :Rs 18,700 /- Private Ltd
CGST @9% : 1,683/- SGST /UTGST @9%: 1,683 /-
Phone No - /09717489240
Stamp Duty :Rs 1 /- Total Premium :Rs 22,066 /-
E-mail Id :
Total Premium In Words - Rupees Twenty Two Thousand Sixty Six On
— - Ty eTEY
Period of Insurance - FROM 06/05/2020 00:00:00 TO : Midnight Of 05/05/2021
Details of Insured Persons :
— T ___Section 1 |_Section 10 Ba:i Fsgtion
Agein Relationshi | ID Card Co-Pay Basic Sum C lativ Capital Sum PED R [
’?cl’.. Name of the Insured Sex DBa::tl?f Yrs pwith No (H.I:;:;':;'J B‘i‘::‘ R: Insured (Rs.) Opted
Proposer | . :
1 KARAM BIR M | 07/07/1961 | &g SELF ] 5295995-1 o 500000

500000 | No | 06/05/201(

PED: Treatment of diseases related to CardioVascular System

Please check whether the details given by you about the insured persons in the proposal form are incorporated correctly in the policy schedule. |
you find any discrepancy, please inform us within 15 days from the date of receipt of the palicy, failing which the details relating to the insured

Entered by . PREMIA For Star Health and Allied Insurance Company Ltd.
IRDAI Regn. No 129 R A

Corporate Identity Number U6601 O0TN2005PLC056649

Email ID : info@starhealth.in Authorised Signatory
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s OtAr Health and Allied Insurance Company Limited
Attached to and forming part of Policy No :  P/161111/01/2021/001 545

|
person given in the policy schedule are deemed to have been accepted by you. . R
Warranted that in case of dishonor of premium cheque(s), the Company shall not be fiable under the policy and the policy shall be void abinit
(from inception).

f
'i
i
IMPORTANT |

IN THE EVENT OF HOSPITALIZATION OF INSURED PERSON, INTIMATION SHOULD BE GIVEN TO THE COMPANY IMMEDIATELY
HOWEVER, WITHIN 24 HRS FROM THE TIME OF ADMISSION.

i
E
Sector Classification : .

THE INSURANCE UNDER THIS POLICY IS SUBJECT TO CONDITIONS, CLAUSES, WARRANTIES, EXCLUSIONS ETC.,
ATTACHED.

Urban |
Toll Free No:

1800 425 2255/1800 102 4477 Email: support@starhealth.in, Fax No: 1800 425 5522
Nominee Details

Nominee Details for the proposer Appointee Details
S.No. Name Relationship Age o Appointee A Relationship
with proposer . Name ge with Nominee
1 Rajesh Lamba Son 31 100
In witness whereof the undersigned being authorised by and on behalf of the company has set his hand at Branch Office - East Delhi on 23rd
Day of April 2020.

Entered by . PREMIA For Star Heatth and Allied Insurance Company Ltd.

R~

Authorised Signatory
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: - .i% Star Health and Allied Insurance Company Limited

Hospitalisation Benefit Policy
Premium Certificate for the purpose of deduction under Section 80 D of Income Tax (Amendment) Act,1986

Policy No : P/161111/01/2021/001545 Type Of Policy : Star Comprehensive Insurance Policy -
Issue Office : 161111 - Branch Office - East Delhi Individual
Address : 209-210, Lakshmi Deep Building, DIST

Centre,

Lakshmi Nagar, Delhi - 110 092.

TollFreeNo : 011- 40455276,40454964,40454038
Email + eastdelhi@starheaith.in

This is to certify that KARAM BIR has paid Rs 22066 (Total Premium In Words ! Indian Rupees Twenty-Two Thousand
Sixty-Six Only ) towards Premium for Hospitalization Insurance vide Policy No: P/161111/01/2021/001545 for the Period 06-

MAY-20 To 05-MAY-21 issued on 23-APR-20 .
Payment received by Cheque/Credit/Debit Card vide collection No:1106001425

Note :- This Certificate must be surrendred to the Insurance Company for issuance of fresh Certificate in case of Cancellation
of the Policy or any alteration in the Insurance affecting the Premium.

For and on behalf of
Star Health and Allied Insurance Company Ltd.

R Mo

Authorised Signatory

For Star Health and Allied Insurance Company Ltd.

O

Authorised Signatory

Entered by : PREMIA
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____R = Star Health and Allled Insurance Company Limited |

[ TAX invoice

STAR .

Perianal & Caring | INSUrance

Yho Heollh insurance Lpecialisl

|

Invoice No.

TA106Y21P0001390 Customer ID AA0003509722
Invoice Date 23/04/20 Policy No P/161111/01/2021/001545
Recipient Supplier
GSTIN . - GSTIN 07AAJCS4517L120
Proposer's KARAM BIR NAME Star Health and Allied Insurance Co Ltd
Name - Branch Office - East Delhi
Address HOUSE NO. 244A NEAR MCD Address 209-210, Lakshmi Deep Building,
SCHOOL WALI GAL| LAMBA DIST Centre,
PANA, Lakshmi Nagar, Delhi - 110 092
QUTABGARH NORTH WEST milie '
DELHI.
City New Delhi,North West,Delhi-110039 City EAST DELHI
State Delhi State Delhi
Pincode 110039 Pincode 110 092
Client Category IND Place of Supply 7 - Delhi
HSN/ |Description of | Total Discount | TaxableValue| IGST @ 18% | CGST @9%| UT/SGST@9% | CESS@1%Total Invoice Value
SAC Service(s) G=C*C
Code A B C=A-B |D=C*IGST|E=C F=C =C’Cess |H =C+D+E +F+G
*CGST *UTGST or
SGST
997133 | Insurance 18700 0 18700 1683 1683 Rs. 22066
Services
Total Invoice Value (in Figures) Rs. 22066
Total Invoice Value (in Words) Rupees: Twenty-two thousand
sixty-six only

Amount of Tax Subject to reverse Charge

Important Note:

No

The invoice is issued as per Section 31 of the CGST Act

In case no GSTIN or incorrect GSTIN is provided by the Proposer at Proposal stage, Star Health and Allied Insurance Co Ltd shall not be
responsible for any Input Tax Credit losses and no subsequent revision of invoice will be undertaken.

E.& O.E

This is a digitally signed document and hence no physical signature is required

IRDAI Regn. No 129 Corporate Identity Number U66010TN2005PLC056649 Email ID : stargst@starhealth.in

Entered by PREMIA

For Star Health and Allied Insurance Company Ltd.

O

Authorised Signatory
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