Please intimate the below information of this email id: frd@healthindiatpa.com

INDIA

INSURANCE TPA SERVICES PVT. LTD.

HEALTHINDIA INSURANCE TPA SERVICES PVT. LTD.

Policy Information

Name of Insurance Company

Policy Number

Policy Start Date |Policy end date |
Name of Policy Holder

Phone |Mobile Number |

Hospitalization Information

Name of Patient

HIID Number

Age of Patient

|Sex | Male / Female

Diagnosis

Date & Time of Admission

[Probable date of Discharge |

Line of Treatment

Name of Hospital

Address of Hospital

City

State

Contact No. of Hospital

Name of Treating Doctor

Address of Treating Doctor

Contact No. of Treating Doctor

|Mobile Number |

Name of Family Physician

Address of Family Physician

Contact No. of Family Physician

|Mobile Number |

Estimated Expense

Any Other Relevant Information

Additional Documents attached

Intimation Submitted by

Insured / Patient / Relative / Agent

Bed Number

I hereby authorize Health India Insurance TPA Services Pvt. Ltd / Insurance Company / Representative of Insurance
Company to obtain my medical record / information from Hospital / Nursing Home /Treating Medical professionals /
Family physician / Diagnostic centers /Medical shops necessary to process the claim.

1) Photo identity of the patient has to be carried to hospital during hospitalisation.
2) Photo identity of the patient has to be attached along with Claim Intimation / Documents.
3) Non submission of the claim Intimation within stipulated time of policy terms will result the claim as NO CLAIM.

Signature / Thumb Impression of Patient /
Relative/ Policy Holder

Name:

Date:

HEALTHINDIA INSURANCE TPA SERVICES
PVT. LTD.

406-412, Floor IV

NeelKanth Corporate IT Park, Kirol Road,
Vidyavihar (West), Mumbai-400088
(Website : www.healthindiatpa.com

Toll Free: 1800-2201-02

Branch address:



http://www.healthindiatpa.com/
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