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Genins IndiaTPA Ltd

Third party administrator in Health Insurance

Policy Holder Information

Patient Information

Policy No. Name:
Name: Relation:
Card ID:
Address: UHID of Provider:
Tel.:
E-mail:
City: State: Pin: Discharge Date:
Claim Information
Admission Date: Time: Time:
First Occurrence date: Diagnosis:
S. No. Name of Hospital/ Clinic/ Doctor | Service/ Product | Bill No. | Bill Date | Amount Claimed/ * Claim Type
Total Amount: Comments/ Remarks/ Objections
O Pre authorization/ first Admission Report
[0 Discharge Summary
O Hospitalization Bills with breakups
O Investigation Reports
O Consultation bills with Receipt
[0 If Surgery, Surgery bills with Receipt
O Medicine bills with prescriptions
O OT Pharmacy Bills
O oOthers

Provider Representative

Policy Holder/ Patient

Name

Date

Signature

Name

Date

Signature




