Third Party Administrator (TPA) for NFL Post-Retirement Medical Scheme

2020-21

Good Health Insurance TPA Ltd., Nehru Place, New Delhi will be the Third Party

Administrator (TPA) for Medi-claim Insurance Policy of Ex-employees for the

FY 2020-21. Policy members may contact following person/s of TPA as per level

defined for any query relating to policy like Insurance Coverage, Membership Cards,

IPD-Reimbursement Claims, Claim forms, Hospitalisation etc.

CUSTOMER CONTACT MATRIX- GOOD HEALTH INSURANCE TPA LIMITED

CORPORATE SERVICING

Level CONTACT PERSON DESIGNATION E-mail Address Contact No
Level- 1 MS. AMRITA KASHYAP ASST. MANAGER - amrita@ghpltpa.com 9100063665
CORPORATE RELATIONS
Level-2 MR.DHARMENDRA ASST. MANAGER - dharmendra.s@ghpltpa.com 9654789735
SHARMA CORPORATE RELATIONS
Level-3 MR. DINESH CHANDRA MANAGER-BRANCH dinesh.kandpal@ghpltpa.com 8978380887

KANDPAL

OPERATIONS
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Good Health Insurance TPA Limited THE ISSUE OF THIS FORM IS NOT TAKEN AS AN ADMISSION OF LIABILITY
CLAIM FORM - PART A TO CLAIM FORM FOR HEALTH INSURANCE POLICIES OTHER THAN TRAVEL AND PERSONAL ACCIDENT - PART A

DETAILS OF PRIMARY INSURED: (TO BE FILLED IN BLOCK LETTERS)

»raieve: [ 11000000000 00000O00 wsweaten. [JOOO00O0000

acempany TeaioNe: [ ][ )]0 0O0O0O0O0O0O0O00

avee: (OO0 000000O0O0000000000000000000000000000

awsess: [ J1CIO000O0000OC0O0O00000000000000000000000000
LOOO000000000000000000000000000000000000
« 1000000 000000000000 s=O000000000000000000
e e o o [ o o o [

DETAILS OF INSURANCE HISTORY:

[ DLEIRESY  EERGIRECE - o EETGURECE e _ D NOWD3S HEENENENNEE o NOILO3S IEEEEEEE v NOIL03S IR

a) Currently covered by any other Mediclaim / Health insurance: [ ] Yes [ ] No  b)Dateof ¢ of first | wiowbeeac[ [T (] IO

et yes. companyneme: [ [ 1L ICICICICIOIOONACC  poierte DDDDDDDDDDDDDDDDDDDD

Sum insured (Rs.) DDDDDDDd}H&mw u been hospitaiized in the last four years since inceplion of the contract?  [_JYes [ No oate: ][] D .
Diagnosi 1 | E}PWWMGBdbywomgMedddeHuuhhm Yes No

niyes companyrame: [ ][ 111 1CICIC1C1010I0101000

DETAILS OF INSURED PERSON HOSPITALIZED: :

anee [ OO 000O000000000000000000000000000000000

b} Gender Male [ ] Femaie [_] oageyears [ ][] Ments[ ][] womeorsen [ ] [ [0

) Relatonstip fo Primary insured: St [_]  Spouse[ ] chid [] Faer ] Moter [_] Omer [ ] loasoSpecity |

) Occupation Sevice [ | softEmployed [ ] HomeMake |  Swdent [ | Retred [] Oter [ ] (Please Specity |

s airentiomabove) . [ [ ][] 111000000000 00000000000000000000
LO000000000000000000000000000000000000o0c
e 110000O00000000000004d S“WDDDDDDDDDDDDDDDCIDDD
ke | O L o o o o o m T

DETAILS OF HOSPITALIZATION: :

anemeotespia e aamied: [ 1] 1O O 0O0O00O00O000COO00O000O00O00O0000O0000O000

bj Room Category ocoupied Day care [] Single occupancy ] Twin sharing [} 3 or mora beds per room ]

¢} Hospilalization due to: injury (1 Mness (] Matemity [] ) Date of njury | Date Disease first detected DaeoiDeivery [ |[]  [][] [JJ]]
epmectammssen: [ )] 1] [ owee (JO1 OO woasottscnage:[ ][] (] [  wmee (] - [I[]
1) Ifinjury give cause:  Self inflicted [] Road Traffic Accident [_] Subslance Abuse / Alcchol Consumption [] I) If Medico legal  [] Yes[ ] No

ii) Reported to Poice []  [] iii. MLC Report & Police FIR attached [ ] Yes[] No ) System of Medicine: |

DETAILS OF CLAM:

8) Detals of tha Treaimenl expenses clairmed Claim Documents Submitted - Check List:

I. Pre -hospitalization expenses Rs. DDDDDDD i Hospilalizalion expenses Rs. DDDDDDD [ Ciaim form duly signed
iii. Post-hospitadization expenses Rs. DDDDDDD iv. Health-Check up cost: Rs. DDDDUGD [ copy Olihehclnifn intimation, if any
v. Ambulance Charges: R OO0 vomes e[ JC] = (OO0 [ Hospltal Main Bit

s CCOOFIED 1 o e
vii. Pre -hospilalization period: geys [ 1] vii. Pos!-hospialization period: days [ |[_][] [ Hospital Discharge Summary
b} Claim for Domiciiary Hospitaiization: [ Yes[I No (it yes, provide details in annexure) [] Pharmacy 8it
¢) Delalls of Lump sum / cash benefl daimed: [[] Operation Theater Notes
i. Hospilal Daily cash: re [ JOICICICIE] i sugicai Cashe e (JOJOOIOIOC] O ece
i Critical liness benofit s [JCICICICICIL] v Convalescence: s 11000 0 :;’:;"i' 2 ’:ﬂ““m“;’ir:;"m
v. PraiPost hospitaizaton Lump sumbenet Rs. [ [ | J[JCI[CIC]  womes [ # [JJCJCI0IC] g ;iﬁ::gﬂ;‘;&

Total

&

OOO00O0O0 O ores

DETAILS OF BILLS ENCLOSED:

Sl.No|  Bill No. Date Issued by Towards Amount (Rs)
1. Hosgpital main 3il

2. Pre-hospitalization Bills: Nos

3. Pos|-hospilalization Bills: Nos

4 Pharmacy Bills

8 ol Bl il £

=

v OOOO000000  ssenwne 0000000 00000000000
sz ameand snen [ ][] 1] OO0 000000 00000000 0000000000 000
d) Cheque / DD Payable details. | | ersceode: [ ] OOO0O00O0O00O 000

www.goodhealthtpa.com Suite No. 403-406 A, 4th Floor, Ashoka My Home Chambers, Sardar Patel Road, Hyderabad - 500 003. Phone : 1860 425 3232



Good Health Insurance TPA Limited

THE ISSUE OF THIS FORM IS NOT TAKEN AS AN ADMISSION OF LIABILITY

CLAIM FORM - PART A TO CLAIM FORM FOR HEALTH INSURANCE POLICIES OTHER THAN TRAVEL AND PERSONAL ACCIDENT - PART A

DECLARATION BY THE INSURED:

(TO BE FILLED IN BLOCK LETTERS)

| hereby declare that the information fumished in the claim form is true & comedt to the best of my knowledge and belief. If | have made any false or unfrue slatement. suppress

or it of any

terial fact with respect to questions asked in relalion to this claim, my right to claim reimbrusement shall be forfeiled, | also consent & authorize TPA /

Insurance Company, lo seek necessary medical information / documents from any hospital / Medical Practiioner who has attended on the person against whom this claim is made.
| hereby declare that | have included all the bills / receipts for the purpose of this claim & that | will not be making any supplementary claim except the pre/post-hospitalization

claim, if any.

e (1] OO0 OOO0 Pacel

Signature of the Insured

N H NOLLO3S

GUIDANCE FOR FILLING CLAIM FORM - PART A (To be filled In by the insured)

DATA ELEMENT DESCRIPTION FORMAT
SECTION A - DETAILS OF PRIMARY INSURED
a) Policy No. Enter the policy b As i by the Insurance Company

b)  SI. No/ Cerlificate No.

social health insurance scheme

c) Company TPA ID No.

Enter the social Insurance number or the cerlificate number of

As allotted by the oraganization

Enter the TPAID No.

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

d) Name

Enter the full name of tha policyholder

Sumame, First name, Middle name

e) Address

Enter the full postal addrass

Include Street, City and Pin code

SECTION B -DETAILS OF INSURANCE HISTORY

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

Indicalp whether currently covered by another Mediclaim /
Health Insurance

Tick Yes or No

b) Date of commencament of first Insurance without break

Enter the date of c i of first Insurance

Use dd-mm-yy-forrmat

c) Company Name

Enter the full name of the Insurance Company

Name of the organization in full

Policy No.

Enter the policy number

As allotted by the Insurance Company

Sum insured

Enter the tolal sum insured as per the policy

In rupees

d) Have you been Hospitalized in the last four years since
Inception of the contract?

Indicate whether hospitalized in the last four years

Tick Yes or No

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

e) Previously covered by any other Mediclaim / Health Indicate whether previously d by another mediclaim / T or N
Insurance? Health Insurance ck Yes o

f Company Name

Enter the full name of the Insurance Company

Name of the organization in full

SECTION C -DETAILS OF INSURED PERSON HOSPITALIZED

a) Name Enter the full name of the patient Sumame, First name, Middle name

b) Gender Indicate Gender of the patient Tick Male or Female

c) Enter age of the patient Number of years and months

d) Date of Birth Enter Date of Birth of patient Use dd-mm-yy format

&) Relationship to primary Insured indicat jonship of patient with policyholder Tick the right option, if others, please specify
n Occupation indicale occupation of patient Tick the right option. If olhers, please specify.
g) Address Enter the full postal address Include Streel, City and Pin code

h) Phone No

Enter the phone number of patient

Include STD code with telephone number

1) E-mail ID

Enter e-mail address of patient

Complele e-mail address

SECTION D - DETAILS OF HOSPITALIZATION

a) Name of Hospital where admited

Enter the name of hospital

Name of hospital in full

b) Room category occupied

indicate the room category occupied

Tick the right option

c) Hospilalization due to

indicate reason of hospitalization

Tick the right oplion

d) Date of injury/Date Disease first detected / Date of

Deiivery Enter the relevant date Use dd-mm-yy format
a) Date of admissi Enter date of admission Use dd-mm-yy format
f Time Enter time of admssion Use hh-mm- format
g) Dale of discharge Enter date of discharge Use dd-mm-yy format
h)  Time Enter time of discharge Use hh-mm- format
1)  Winjury give cause indicate cause of injury Tick the right option

If 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

MLC Report & Police FIR attached indicate whether MLC report and Police FIR attached Tick Yes or No
i) System of Medicena Enter the system of medicine followed in treating the patient Open Text

SECTION E - DETAILS OF CLAIM

a) Details of Treatment Expences

Enter the amount claimed as treatmenl expences

In rupees (Do not enter paise values)

b) Claim for Domiciliary Hospitalization

indicate whether claim is for domiciliary hospilalization

Tick Yes or No

c) Details of Lump sum/ Cash benifil claimed

Enter the amount claimed as lump sum / cash benefit

In rupees (Do not enter paise values)

d) Claim documents Submitted-Check List

indicate which supporting documents are submitied

Tick the right option

SECTION F - DETAILS OF BILLS ENCLOSED

Indicatle which bills are enclosed with the amount in rupees

SECTION G - DETAILS OF PRIMARY INSURED's BANK ACCOUNT

a) PAN Enter the permanent accounl number As allotted by the Income Tax Depariment
b)  Account Number Enter the Bank account number As allotted by the Bank
c) Bank Name and Branch Enler the Bank name along with the branch Name of the Bank in full

c) Cheque/ DD payable details

made out io

Enter the name of the beneficiary the cheque / DD should be

Mame of the indwidual / organization in full

c) IFSC Code

Enter the IFSC code of the Bank branch

IFSC code of the Bank branch in full

SECTION H - DECLARATION BY THE INSURED

Read declaration carefully and mention date (in dd:mmyy for!

mat), place (open text) and sign.

www.goodhealthtpa.com

Suite No. 403-406 A, 4th Floor, Ashoka My Home Chambers, Sardar Patel Road, Hyderabad - 500 003.

Phone : 1860 425 3232



)

GOOD HEALTH TPA

CHECK LIST OF MANDATORY DOCUMENTS TO BE COLECTED WITH CLAIM.
(To be filled in Triplicate one copy to be given to client one copy with Claim files one copy with person preparing
the checklist)

BRANCH.......cociititicntninic st e cesssassesessns e HELP DESK AT....cocceiveinerinnincsnisessecssnsnnssnessnsaesnes

DATE OF COLLECTION........cccocenmmsumsrnnsnisensenssunssnssnssesssnsanesens TIME. ...ttt e censaasaees

NO OF DOCUMENTS ATTACHED.......... (please mention no only)

PATIENT NAME: CONTACT NO:

INSURED NAME: E MAIL ID:

COMPANY NAME GHPL CARD ID NO:

INSURANCE CO: POLICY NO:

Sl. Documents needed YES/NO Remarks
No

Claim form filled in full

Photo Copy of ID card

1
2
3 Proof of address if claim is more than > Rs 1 00 000
4 Photo copy of cancelled cheque leaf.

(it should contain IFSC code , A/ ¢ no along with name of the insured on cheque
in case if name is not printed same must be signed by the insured. Cheques
should be of Primary policy holder only)

Discharge summary in original

Consolidated bill issued by hospital in original

Cash receipt duly numbered in original

5
6
7 Bill break up with full details charged in original
8
9

Pharmacy bills along with Doctor prescription in original

10 Investigating reports and bills in original with Doctor prescription

11 | ROAD TRAFFIC ACCIDENT CASE

FIR

MLC

Original letter from doctor mentioning the alcoholic history at the time of
incident if any.

Circumstances of the accident

12. | Maternity claims — Obstetric history(GPLA status)/Ante Natal Scan Report in
Original

13 Cataract claim — Scan report and IOL sticker in original

14 Implants — original invoice in case of stunts —PHS etc

15 Surgical packages — detailed break up of charges

16 Death cases of Insured — Legal hair and No objection certificate from other legal
heirs

17 Reasons for delay in submission/non intimation if any.

PLEASE NOTE THAT GHPL HAS THE RIGHT TO ASK FOR ADDITIONAL DOCUMENTS AND INFORMATION
ON DETAILED STUDY OF THE CLAIM

Accepted by: Name of Employee...........ccccuvuirnieirininnnnnnnsscssnesnnnn Signature.........cocceueercnnieininsecnnns Date...ccceecercrneecnercnnnenns



